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TRANSURETHRAL  ELECTRO-RESECTION  OF  BLADDER 
NECK  OBSTRUCTION* 


HERMAN  L.  KRETSCHMER,  M.D.f 

CHICAGO,  ILLINOIS 

This  paper  is  based  upon  a review  of  282  transurethral  resections  performed  upon  a 
series  of  259  patients.  During  the  past  eighteen  months  I have  performed  only  one  prosta- 
tectomy and  this  in  a patient  in  whom  it  was  impossible  to  introduce  the  resectoscope  (be- 
cause of  the  enormous  size  of  the  prostate),  although  three  different  attempts  were  made 
to  do  so.  Of  the  282  transurethral  resections,  23  patients  had  multiple  resections,  that  is, 
in  about  8 per  cent  a second  resection  was  necessary.  In  some  of  the  very  large  prostates, 
that  is,  in  cases  with  very  large  lateral  and  middle  lobes,  the  middle  lobe  and  one  of  the 
lateral  lobes  were  removed  at  one  sitting  and 
the  remaining  lobe  at  a subsequent  resection. 

In  some  of  the  early  cases  not  enough  tissue 
was  removed  and  a second  resection  was 
necessary. 


*Read  before  the  Annual  Meeting  of  the  Michigan  State 
Medical  Association,  Grand  Rapids,  Mich.,  September,  1933. 

fDr.  Kretschmer  is  Professor  of  Genito-Urinary  Surgery, 
Rush  Medical  College  of  the  University  of  Chicago;  Attend- 
ing Urologist  to  the  Presbyterian  Hospital  and  the  Children’s 
Memorial  Hospital,  Chicago. 


NUMBER  OF  RESECTIONS 


Number  of  resections 282 

Number  of  patients 259 

Multiple  resections 23  (8.1%) 


AGE  INCIDENCE 

The  youngest  patient  upon  whom  a resec- 
tion was  performed  was  thirty  years  of  age 
and  the  oldest  was  eighty-nine.  A review  of 
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the  age  incidence  is  given  in  the  following 
table. 


30-40  years 2 cases 

40-50  years 7 cases 

50-60  years 52  cases 

60-70  years 121  cases 

70-80  years _ 64  cases 

80-90  years 13  cases 


DURATION  OF  SYMPTOMS 

The  onset  of  prostatic  obstruction  is  a 
very  gradual  one  and  the  development  of 
symptoms  is  slow.  The  course  of  the  disease 
is  progressive.  A review  of  the  duration  of 
symptoms  in  this  series  showed  the  follow- 
ing: 


1-5  years 165  cases 

5-10  years 61  cases 

10-15  years 21  cases 

15-20  years 12  cases 

Average  years 4.22 


INFECTION 

In  a great  number  of  cases  there  occurs 
sooner  or  later  some  infection  of  the  urinary 
tract  that  requires  pre-operative  treatment. 
In  this  series  of  cases  bacteriologic  study  of 
the  urine  showed  the  following: 


B.  Coli 69  cases 

Staphylococcus  Albus 57  cases 

Streptococcus  Hemolyticus 10  cases 

Staphylococcus  Hemolyticus....  6 cases 

B.  Coli  Hemolyticus 3 cases 

B.  Proteus 2 cases 

Eberthella  1 case 


Total  number  cases  infected....  148 
RESIDUAL  URINE 

When  a patient  with  prostatic  obstruction 
consults  the  physician,  examination  shows 
the  presence  of  residual  urine.  The  amount 
varies  in  each  case  and  may  change  from 
day  to  day  in  the  same  patient.  In  the  fol- 
lowing table  are  given  the  number  of  cases 
and  the  amounts  of  residual  urine  over  350 
c.c.  and  up  to  complete  retention. 


Complete  retention 52  cases 

500-1000  c.c 21  cases 

250-500  c.c 33  cases 

Total  106  cases 


PREPARATION  OF  PATIENT 

It  is  of  prime  importance  that  the  infec- 
tion be  controlled  or  entirely  cleared  up 
if  possible.  The  internal  administration  of 
urinary  antiseptics  as  well  as  a large  quan- 
tity of  fluid  is  part  of  our  routine.  Fluids 


are  administered  by  mouth,  per  rectum,  and, 
in  rare  cases,  normal  salt  solution  is  given 
subcutaneously.  In  the  cases  of  mild  infec- 
tion, massage  of  the  prostate  with  instilla- 
tions and  irrigations  will  suffice.  In  the  more 
severe  infections  it  is  necessary  to  employ 
an  indwelling  catheter.  Finally,  suprapubic 
cystostomy  may  be  necessary  where  the  in- 
dwelling catheter  fails  to  clear  up  the  infec- 
tion or  where  its  presence  produces  pain, 
bleeding,  profuse  discharge,  or  reactions  in 
the  form  of  chills  and  fever.  Where  compli- 
cations, such  as  large  stones,  are  present, 
it  may  be  necessary  to  do  a suprapubic 
cystostomy. 

The  following  table  gives  the  method  of 
preparation  which  was  employed  in  this 
series: 


Indwelling  catheter 118  cases 

Suprapubic  cystostomy 30  cases 

Massage  and  irrigations 32  cases 

No  preparation 79  cases 


ASSOCIATED  GENERAL  CONDITIONS 

It  is  of  great  importance  in  this  group  of 
patients  that  the  patient  have  a comprehen- 
sive physical  examination  and  an  accurately 
written  history.  Many  of  these  patients  suf- 
fer from  organic  disease  involving  other 
parts  of  the  body,  which  call  for  treatment 
before  the  resection  is  undertaken.  You  are 
all  familiar  with  the  fact  that  a large  number 
of  prostatic  patients  have  some  disturbance 
of  the  cardio-vascular  system.  Many  of 
these  need  pre-operative  study  and  treat- 
ment. A certain  number  have  other  organic 
lesions. 

Patients  with  cardiac  disease,  when  first 
seen,  appear  to  be  poor  surgical  risks  but 
after  proper  treatment  the  majority  can  be 
safely  operated  upon.  There  will  always  re- 
main a limited  number  in  whom  the  cardiac 
function  can  never  be  improved  sufficiently 
so  that  a major  surgical  procedure  is  justifi- 
able. But  it  is  especially  in  the  cardiac  group 
of  cases  that  this  form  of  treatment  has  a 
wide  field  of  usefulness.  Formerly,  patients 
who  had  had  attacks  of  angina  or  coronary 
disease  were  always  looked  upon  with  a 
great  deal  of  apprehension  regarding  their 
ability  to  withstand  a surgical  procedure, 
but  today,  by  means  of  transurethral  resec- 
tion, their  equilibrium  remains  undisturbed. 

The  following  table  shows  the  incidence 
of  associated  organic  lesions  found  in  this 
series. 
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ASSOCIATED  GENERAL  PATHOLOGY 


Cardio -Vascular  System 

Myocarditis 119  cases 

Coronary  disease 18  cases 

Angina  9 cases 

Hypertension  45  cases 

Total  191  cases 

Associated  General  Pathology 

Diabetes  - 12  cases 

Lues  6 cases 

Cord  bladder 4 cases 

Pulmonary  embolism 2 cases 

Bronchial  asthma 2 cases 

Cerebral  thrombosis 2 cases 

Carcinoma  stomach  and  liver....  2 cases 

Hemiplegia  1 case 

Manic  depressive  psychosis 1 case 

Paralysis  agitans 1 case 

Total  33  cases 


ASSOCIATED  UROLOGICAL  PATHOLOGY 

As  a result  of  obstruction  at  the  vesical 
orifice  there  develops,  sooner  or  later,  defi- 
nite damage  to  the  bladder  and  upper  uri- 
nary tract  with  resulting  stasis  which  pre- 
disposes to  infection.  Hence,  a matter  of 
great  importance  is  a complete  and  careful 
survey  of  the  entire  urinary  tract  in  each 
case  before  resection  is  done.  In  the  follow- 
ing table  the  incidence  of  associated  findings 
is  given. 

ASSOCIATED  GENITO-URINARY  PATHOLOGY 


Diverticula  of  bladder 24  cases 

Bladder  calculi 14  cases 

Carcinoma  of  bladder 11  cases 

Prostatic  calculi 8 cases 

Kidney  calculi 6 cases 

Ureteral  calculi 2 cases 

Solitary  kidney 2 cases 


POSTOPERATIVE  COURSE 

One  of  the  most  encouraging  phases  of 
this  form  of  treatment  has  been  the  mild 
postoperative  course.  As  previously  men- 
tioned, the  stay  in  the  hospital  is  very  short 
and  shock  is  absent.  The  general  condition 
of  the  patient  the  day  after  operation  stands 
out  in  marked  contrast  to  that  of  the  patient 
who  has  undergone  a surgical  prostatectomy. 
In  other  words,  the  patient  who  has  been 
subjected  to  a surgical  procedure  is  generally 
quite  ill  the  day  after,  whereas  the  patient 
who  has  had  a resection  is  well  enough  to 
sit  up  in  bed  and  often  is  reading  the  morn- 
ing paper  when  the  physician  makes  his 
rounds. 


POSTOPERATIVE  STAY  IN  HOSPITAL 

While  it  is  true  that  a certain  number  of 
patients  who  have  had  prostatectomies  do 
not  stay  in  the  hospital  very  long  after  op- 
eration, the  average  patient,  if  one  takes  the 
cases  as  they  come,  spends  a long  time  there. 
The  average  stay  of  prostatectomized  pa- 
tients has  been  variously  estimated  to  be 
from  three  to  six  weeks. 

For  purposes  of  discussion  I have  divided 
the  cases  in  this  paper  into  two  groups.  In 
Group  I are  the  patients  who  have  been 
prepared  with  the  indwelling  catheter,  in- 
termittent catheterization,  massage  and  irri- 
gations. A review  of  this  group  shows  that 
the  average  duration  of  hospital  stay  was  8.5 
days.  Cases  with  median  bars  and  small 
middle  lobes  naturally  stay  a much  shorter 
time  than  those  with  large  hypertrophies. 
The  shortest  stay  in  the  hospital  has  been 
two  days. 

Group  II  consists  of  the  patients  who  have 
had  cystostomies  because  of  complications  in 
the  bladder,  such  as  diverticulum,  stone,  or 
severe  infection,  which  precluded  the  prep- 
aration of  the  patient  by  an  indwelling  cath- 
eter. Also  in  this  group  are  patients  who 
have  had  suprapubic  cystostomy  as  a pallia- 
tive treatment  for  carcinoma  of  the  prostate. 
This  group  comprises  30  resections.  The 
average  stay  in  the  hospital  was  15.5  days. 

ANALYSIS  OF  POSTOPERATIVE 
HOSPITALIZATION 

Cases  prepared  by  suprapubic  cystostomy  15.5  days 


Cases  prepared  by  catheter : 8.5  days 

Cases  receiving  no  preparation  or  only 

massage  7 days 

Average  stay  (all  cases) 8.6  days 

Shortest  stay  (all  cases) 2 days 


POSTOPERATIVE  TEMPERATURE 

Early  in  the  use  of  electro- resection  it  be- 
came apparent  that  fewer  patients  had  tem- 
perature reactions,  and  when  postoperative 
fever  occurred  it  was  of  much  shorter  dura- 
tion than  in  patients  who  were  surgically 
treated. 

The  temperature  following  this  procedure 
may  be  due  to  one  of  three  causes:  First, 
to  the  instrumentation.  It  is  a well-known 
fact  that,  following  the  passage  of  sounds, 
catheters,  bougies  or  cystoscopes,  many  pa- 
tients develop  a temperature.  Second,  the 
temperature  may  be  prostatic  in  origin.  A 
large  number  of  patients  with  prostatic  ob- 
struction have  an  associated  infection,  and 
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following  the  resection  the  fever  may  be  due 
to  a lighting  up  of  a previously  present  in- 
fection in  the  prostate.  The  third  cause  for 
temperature  in  a large  group  is  pyelitis  or 
pyelonephritis.  The  onset  of  fever  with  or 
without  a chill,  pain  and  tenderness  in  the 
renal  area  makes  the  diagnosis  easy.  In  a 
certain  number  of  cases  in  which  tempera- 
ture is  present,  but  pain  and  tenderness  are 
absent,  it  is  possible  that  the  patient  may 
have  a mild  pyelitis,  severe  enough  to  pro- 
duce temperature  reactions  and  yet  not  pro- 
duce enough  pain  to  call  attention  to  the 
possible  renal  origin  of  the  pain.  From  an 
academic  standpoint  this  question  could  be 
determined  by  ureteral  catheterization,  but 
it  is  my  opinion  that  it  is  not  of  sufficient 
importance  to  justify  ureteral  catheteriza- 
tion. 

An  analysis  of  the  temperature  reactions 
is  given  in  the  following  table. 

POSTOPERATIVE  TEMPERATURE 


Having  no  temperature 17  resections 

Having  had  temperature 265  resections 


Average  duration  of  temperature  2.4  days 
Temperature  for  1-2  days  only....  168  resections 

TEMPERATURE  RANGE 

99°-100° 75  resections 

100°-101° 88  resections 

101°-102° 51  resections 

102°-103° 24  resections 

103°-104° 26  resections 

104°-105° 1 resection 

Temperature  265  resections 

No  temperature 17  resections 

282  resections 
HEMORRHAGE 

A certain  amount  of  blood  persists  in  the 
urine  for  a few  days  following  the  resection, 
the  amount  depending  in  part  upon  the  care 
and  attention  given  the  control  of  bleeding 
at  the  time  of  operation.  I try  to  have  the 
patients  go  back  to  the  room  free  or  rela- 
tively free  from  bleeding.  In  some  of  the 
smaller  prostates  many  patients  go  back  per- 
fectly dry,  and  in  others  the  urine  is  clear 
the  next  day.  In  the  average  case,  however, 
the  urine  is  blood-tinged  for  two  or  three 
days.  A small  amount  of  bleeding  may  per- 
sist, in  an  occasional  case,  for  a week;  that 
is,  after  the  patient  has  left  the  hospital  a 
few  specks  of  blood  may  be  found  in  the 
voided  urine. 

Secondary  bleeding  occurs  in  a small  num- 
ber of  patients,  beginning  generally  on  the 
tenth  or  twelfth  day.  Similar  to  what  oc- 


curs after  surgical  procedures  in  any  other 
part  of  the  body,  secondary  bleeding  is  near- 
ly always  due  to  infection.  This  is  not  sur- 
prising if  we  bear  in  mind  that  many  of 
these  patients  had  infections  before  resec- 
tion. 

The  incidence  of  secondary  hemorrhage 
in  this  series  occurred  in  six  cases. 

The  management  of  secondary  hemor- 
rhage has  been  along  the  following  lines:  In 
a good  many  cases  the  bladder  fills  with 
blood  clots  and  these  we  evacuate  with  a 
Bigelow  evacuating  canula  and  pump,  fol- 
lowed by  irrigations  of  the  bladder  with  a 
mild  potassium  permanganate  solution.  This 
simple  procedure  serves  to  control  the  hem- 
orrhage in  most  cases  of  secondary  bleeding. 
In  some  cases  it  was  necessary  to  go  back 
and  control  the  bleeding  with  the  resecto- 
scope.  As  a rule,  after  the  resectoscope  has 
been  introduced  the  bleeding  point  can  be 
seen  and  the  fulguration  current  applied  di- 
rectly to  it.  In  some  instances,  instead  of 
fulgurating  the  bleeding  point,  I have  ex- 
cised the  bleeding  area  so  as  to  have  a fresh, 
clean,  non-infected  area  for  wound  healing. 

EPIDIDYMITIS 

In  the  early  part  of  the  series  no  attempt 
was  made  to  prevent  epididymitis  for  the 
specific  purpose  of  determining  whether  or 
not  epididymitis  occurred  more  frequently 
following  resection  than  after  suprapubic 
prostatectomy.  A review  of  the  first  110 
cases  showed  that  we  had  an  incidence  of 
15  cases  of  epididymitis.  Since  that  time  we 
have  made  it  a routine  to  obtain  the  patient’s 
permission  for  vasectomy  in  all  cases  except 
in  relatively  young  men.  Since  the  establish- 
ment of  routine  vasectomies  we  have  had  no 
further  complications  of  this  type.  It  is  a 
simple  procedure  to  remove  about  an  inch 
of  the  vas  deferens,  and  this,  I believe,  more 
completely  prevents  epididymitis  than  does 
the  subcutaneous  ligation. 

GENERAL  COMPLICATIONS 

I have  been  greatly  impressed  by  the  ab- 
sence of  general  complications  following  the 
use  of  the  resectoscope.  A review  of  this 
series  of  resections  shows  the  following 
postoperative  complications. 


Singultus  6 cases 

Broncho-pneumonia  2 cases 

Psychosis  - 2 cases 

Pulmonary  embolism 1 case 

Cerebral  thrombosis 1 case 

Parotitis  1 case 
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PERSISTENCE  OF  SYMPTOMS  FOLLOWING 
RESECTION 

Because  of  the  relatively  short  stay  in  the 
hospital  and  because  the  patient  is  up  and 
about,  there  are  certain  symptoms  that  are 
more  frequently  emphasized  on  the  part  of 
the  patient  than  there  are  when  the  patient 
has  had  a suprapubic  prostatectomy  followed 
by  a long  stay  in  the  hospital.  Under  the 
latter  circumstances,  when  the  patient’s  fis- 
tula heals  he  leaves  the  hospital ; wound  re- 
pair of  the  prostatic  bed  has  generally  been 
complete  and  the  symptoms  are  mild.  Fol- 
lowing transurethral  resection  the  wound  is 
not  healed  at  the  end  of  a week  when  the 
patient  leaves  the  hospital,  and,  naturally, 
certain  annoying  symptoms  are  present. 
Chief  among  these  are  frequency  of  urina- 
tion, pain  and  burning  on  urination.  It  is 
extremely  gratifying,  however,  to  see  how 
rapidly  these  symptoms  disappear.  As  a rule, 
they  persist  for  a week  or  ten  days  after  the 
patient  leaves  the  hospital,  and  are  readily 
controlled  by  means  of  alkalies  and  sitz- 
baths. 

RESIDUAL  URINE 

In  some  cases  a certain  amount  of  resid- 
ual urine  is  present  after  the  patient  leaves 
the  hospital,  but  in  my  experience  this  clears 
up  rapidly,  hence  it  cannot  be  considered  a 
disturbing  element.  I would  like  to  mention 


one  particularly  striking  case,  a patient 
eighty-eight  years  of  age,  who  had  a resid- 
ual of  2,000  c.c.  before  resection.  When 
he  left  the  hospital  he  had  six  ounces  of 
residual,  and  with  catheterization  and  irri- 
gation this  was  reduced  to  one  ounce.  In 
several  cases  it  was  necessary  to  do  a second 
resection  to  relieve  the  residual  completely. 

INCONTINENCE 

In  a few  instances  the  difficulty  in  con- 
trolling the  urine  was  such  that  the  patients 
were  obliged  to  wear  a cloth  after  leaving 
the  hospital,  but  under  treatment  this  con- 
dition rapidly  cleared  up.  In  one  case  of 
carcinoma  of  the  prostate  the  incontinence 
was  disturbing  for  a long  time,  probably  be- 
cause the  carcinoma  was  extensive  and  had 
infiltrated  the  sphincter  so  that  it  was  in- 
jured during  the  resection;  and  in  one  case 
of  benign  hypertrophy  the  patient  wears  a 
glove  at  night,  although  on  many  mornings 
his  glove  is  dry. 

In  this  series  of  282  resections  there  were 
eleven  deaths,  a mortality  of  3.9  per  cent. 

Transurethral  resection  for  the  treatment 
of  bladder  neck  obstruction,  either  benign  or 
malignant,  is  a distinct  advancement  in  treat- 
ment. It  makes  treatment  possible  in  a group 
that  heretofore  were  denied  major  surgery. 
A short  period  of  hospitalization  is  an  added 
advantage  to  many  people,  particularly  at 
the  present  time. 


NASAL  INFECTION  IN  CATARACT 


J.  G.  HUIZINGA,  M.D.f 

HOLLAND,  MICHIGAN 


In  a recent  fairly  complete  resume  of  the  literature  on  the  “Pathogenesis  of  Senile 
Cataract”  Kirby  fails  to  mention  the  influence  of  infections.  These  are  so  rarely  referred 
to  and  their  modus  operandi  so  meagerly  or  imperfectly  described  in  the  literature  that  it 
seemed  pertinent  to  bring  this  subject  to  your  attention  for  discussion,  especially  in  its  rela- 
tion to  that  type  known  as  simple  senile  cataract.  Senility  will  be  only  briefly  considered, 
not  as  an  adequate  cause,  but  as  a predisposing  factor.  What  is  senility?  In  man  at  least, 
death  from  uncomplicated  senility  is  doubtful  and  yet  senility  may  be  the  dominent  factor 
which  determines  the  inevitableness  of  death. 

Senility  may  be  defined  as  such  a gradual 
and  continuous  decrease  of  the  vital  proc- 

fDr.  Huizinga  is  a graduate  of  the  University  of  Michi- 
gan Medical  School  in  1890.  He  did  postgraduate  work  at 
the  New  York  Polyclinic  in  1893.  He  was  Professor  of 
Ophthalmology,  Chicago  Eye,  Ear,  Nose  and  Throat  Col- 
lege, 1897-1899;  Professor  of  Ophthalmology,  Chicago  Post 
Graduate  Medical  College  1899-1901.  He  is  an  honorary 
member  of  the  following:  Detroit  Otolaryngological  So- 

ciety, Kent  County  Medical  Society,  and  Grand  Rapids 
Eye,  Ear,  Nose  and  Throat  Society. 


esses  of  metabolism  within  the  individual 
cell  without  other  pathology  that,  sooner  or 
later,  life  can  no  longer  be  maintained. 
There  is  a universal  law  of  antagonisms. 
The  antagonism  of  life  is  death,  and  path- 
ological processes  are  antagonistic  to  physio- 
logical. In  senility  the  normal  physiological 
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processes  will  in  time  become  so  weakened 
as  to  fall  easy  victims  to  the  pathological. 
Thus  senility  is  the  predisposing  factor  that 
makes  it  more  possible  for  pathological  con- 
ditions to  interfere  with  or  to  destroy  the 
normal  vital  metabolic  processes  of  the  indi- 
vidual cell,  even  though  these  pathological 
processes  might  by  themselves  and  alone, 
under  ordinary  conditions  of  health,  be  of 
minor  importance  or  of  no  significance.  But 
given  a condition  of  lowered  cell  resistance 
due  to  senility,  these  pathological  conditions 
become  a menace  and  an  etiological  factor 
of  great  importance. 

It  is  high  time  that  the  factor  of  senility 
in  cataract  be  thus  frankly  stated,  because 
there  is  at  the  present  time  a tendency  on 
the  part  of  a great  many  to  think  and  speak 
of  cataract  as  a result  of  senility  and  then 
fail  to  investigate  further.  Senility,  there- 
fore, must  be  recognized  as  a predisposing 
factor,  but  no  more.  The  question  still  re- 
mains, what  is  the  active  or  final  determin- 
ing cause  in  the  etiology  of  this  condition? 
Simple  senile  cataract,  therefore,  is  by  no 
means  as  simple  as  its  name  would  indicate. 
There  is  no  simplicity  about  it.  Instead  of 
dismissing  it  with  a wave  of  the  hand,  it 
should  urge  us  on  to  more  intensive  investi- 
gation. The  problem  is  so  extremely  com- 
plicated and  the  processes  by  which  lens 
opacities  are  formed  are  so  insidious  and  so 
involved  and  so  numerous  that  we  have 
been  able  to  recognize  only  a few  up  to  the 
present  time. 

This  leads  us  to  the  consideration  of  what 
I should  like  to  call  the  neuro-angietic  factor 
as  a possible  contributing  cause  for  that  con- 
dition, which,  in  addition  to  senility,  may  at 
least  be  one  of  the  final  and  determining  ones 
to  bring  about  the  complex  condition  known 
as  simple  senile  cataract.  Whether  the  the- 
ory advanced  has  any  value  or  not  must  be 
determined  by  further  investigation  and  ob- 
servation by  you  and  others  who  are  experts 
in  this  field. 

Those  of  us  who  have  been  fortunate 
enough  to  have  seen  one  or  more  of  that 
rather  rare  type  of  cataract  which,  in  all 
essential  respects  so  far  as  onset,  progress, 
and  appearance  are  concerned,  is  similar  to 
the  simple  senile  type  but  occurring  at  an 
earlier  age,  between  thirty  and  fifty  years, 
have  had  considerable  difficulty  in  account- 
ing for  them.  They  usually  occur  in  one 
eye  only,  with  no  evidence  of  diabetes  or 
any  other  known  causative  factor. 


In  the  few  cases  that  I have  seen  there 
has  always  been  found  an  infection  of  the 
sinuses  involving  the  ethmoid  regions  pri- 
marily, and  sometimes  the  antrum  by  exten- 
sion, and  frequently  unilateral  on  the  side 
of  the  cataract.  If  this  sinus  condition  was 
bilateral,  it  was  always  worse  on  the  side 
of  the  cataract.  W e believe  this  relationship 
is  more  than  incidental,  and  that  it  also  ap- 
plies to  a certain  per  cent  of  our  regular  sim- 
ple senile  cataract  cases.  There  is  no  exten- 
sion of  the  ethmoid  infection  per  se  into  the 
orbit.  It  is  extremely  doubtful  if  there  are 
any  biophysical  or  biochemical  changes  in 
the  general  blood  stream  due  to  this  infec- 
tion. How,  then,  shall  we  account  for  this 
relationship  and  on  what  theory  shall  we 
base  our  explanation?  An  attempt  will  be 
made  to  answer  this  question  by  a study  of 
the  influences  of  both  increased  and  de- 
creased stimulation  of  certain  branches  of 
the  trigeminal  nerve.  Stimulation  of  the 
trigeminal  produces  increased  intra-ocular 
pressure.  Duke-Elder  explains  this  as  fol- 
lows: “While  possessing  no  specific  vaso- 
dilator nerves  the  trigeminal  shares  tire  func- 
tion common  to  all  sensory  nerves  of  pro- 
ducing vaso-dilation  by  antidromic  activity. 
* * * It  should  be  noted,”  he  says,  “that  the 
nerves  appear  to  act  secondarily  by  interfer- 
ing with  metabolism  of  the  tissue  cells  in 
such  a way  that  substances  of  the  nature  of 
histamine  are  formed  which  are  actually  re- 
sponsible for  the  capillary  dilation.  * * * 
This  dilation  seems  to  involve  the  entire 
uveal  tract,  causing  an  increase  of  intra- 
ocular pressure  and  an  increase  of  capillary 
permeability.”  If  the  fifth  nerve  is  cut,  de- 
generative changes  take  place  in  the  eye.  If 
the  normal  action  of  the  fifth  nerve  is  dis- 
turbed there  will  be  a disturbance  of  the 
trophic  impulses,  producing  faulty  nutritive 
effects  in  the  tissue  cells  supplied  by  it. 

A neuritis  of  sensory  nerves  is  often  ac- 
companied by  a herpes  due  to  faulty  metab- 
olism in  the  vicinity  of  the  nerve  terminals. 
Simple  senile  cataract  is  often  accompanied 
by  degenerative  areas  of  the  retina  and 
choroid  and  by  pathology  in  the  retinal  ves- 
sels. Sclerosis  of  the  retinal  vessels  is  com- 
mon even  when  that  condition  cannot  be 
demonstrated  elsewhere  in  the  body  and  is 
indicative  of  a changed  metabolism  locally. 
Sclerosis  of  the  lens  is  an  incipient  stage  of 
cataract.  The  fifth  nerve  is  more  often  the 
seat  of  neuritis  than  anv  other  nerve.  The 
functional  integrity  of  its  terminal  branches 
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is  essential  for  normal  metabolism,  the  con- 
trol of  capillary  permeability  and  the  proper 
control  of  the  whole  of  the  bio-physico- 
chemical activity  of  the  tissues  supplied 
by  them.  Every  opthalmologist  frequently 
comes  across  a case  of  refraction  in  which 
it  seems  impossible  to  give  glasses  that  are 
satisfactory  and  comfortable  to  the  patient. 
However  careful  and  complete  his  examina- 
tion may  have  been  and  however  often  his 
tests. have  been  confirmed,  it  seems  impos- 
sible to  obtain  satisfactory  results  with  any 
glass  that  may  have  been  prescribed.  Too 
often  both  patient  and  physician  get  dis- 
gusted each  with  the  other.  Now  if  the 
physician  will  examine  the  ethmoid  region 
of  his  patient,  he  will  probably  find  some 
pathology  that  may  appear  quite  unimpor- 
tant on  superficial  inspection,  but  which  if 
properly  treated  will  frequently  give  him  the 
happiest  results.  This  condition  has  been  ob- 
served so  often  that  it  has  become  a routine 
habit  with  us  to  examine  practically  every 
nose  at  the  time  the  refraction  is  made  in 
order  to  avoid  unpleasantness  or  trouble  aft- 
erwards. If  there  is  a suspicion  that  any 
ethmoid  pathology  should  be  a factor  in  the 
headache  and  asthenopia,  refraction  is  de- 
ferred until  the  nasal  conditions  are  under 
control.  After  such  attention  to  the  nose,  we 
have  been  able,  occasionally,  to  let  the  pa- 
tient go  without  glasses  even  when  he 
seemed  to  have  required  them  before.  Every 
ophthalmologist  frequently  sees  a congested 
and  inflamed  conjunctiva  without  any  appre- 
ciable pus  formation  or  other  evidences  of 
infection  that  stubbornly  resists  the  ordinary 
treatment.  In  almost  every  such  case  there 
will  be  found  some  pathology  in  the  ethmoid 
region  of  the  nose,  which,  if  corrected,  will 
be  followed  by  an  immediate  improvement 
of  the  eye  condition.  These  are  cases  illus- 
trative of  the  true  antidromic  action  of  the 
trigeminal  nerve. 

This  antidromic  action  of  the  fifth  nerve 
works  both  ways.  Not  only  can  nasal  irrita- 
tions cause  asthenopia,  irritations,  conges- 
tions and  degenerative  processes  of  the  eye, 
but  corneal  ulcerations  and  other  conges- 
tions may  produce  edematous  congestions  of 
the  nasal  mucosa  accompanied  at  times  by 
violent  sneezing,  especially  when  the  eye  is 
opened  and  exposed  to  light.  There  ap- 
peared in  the  abstract  division  of  the 
Archives  of  Opthahnology  for  July,  the  fol- 
lowing, which  confirms  to  some  extent  the 


contention  of  neuritis  of  a branch  of  the 
fifth  nerve  being  the  cause  of  ocular  pathol- 
ogy: 

Neuritis  of  the  Nasal  Nerve.  Francois,  Arch, 
d’opht.  (Nov.,  1931). 

After  first  describing  a personal  observation,  the 
author  reviews  the  anatomy  of  the  ophthalmic  branch 
of  the  fifth  nerve,  going  into  considerable  detail  in  re- 
gard to  the  nasociliary  branch.  He  also  described  the 
composition  and  distribution  of  Meckel’s  ganglion. 
The  symptoms  of  neuritis  of  the  nasal  nerve  are 
oculonasal  in  character.  1.  There  is  usually  a lesion 
of  the  anterior  pole  of  the  eye  (corneal  ulcer  with 
of  without  hypopyon,  iritis,  mild  cyclitis,  mild  con- 
junctivitis, a disturbance  of  the  corneal  epithelium 
discoverable  only  with  the  slit-lamp).  2.  Very  vio- 
lent attacks  of  neuralgic  pain  occur  paroxysmally, 
out  of  proportion  to  the  ocular  condition.  These  at- 
tacks of  pain  are  accompanied  by  enormous  hydror- 
rhea. 3.  There  is  marked  congestion  of  the  nasal 
mucosa  of  the  lower  turbinate,  which  is  also  ex- 
tremely sensitive  to  touch.  4.  Often  there  are  skin 
changes,  dry  herpetiform  vesicles  or  crusts.  5.  The 
pain  is  promptly  relieved  by  the  application  of  co- 
caine and  epinephrine  or  butyn  and  epinephrine  to 
the  mucous  membrane  of  the  anterior  superior  part 
of  the  nasal  fossa,  and  is  unaffected  by  the  instilla- 
tion of  cocaine  into  the  conjunctival  sac.  6.  Rapid 
and  lasting  cure,  which  rebelled  to  all  the  ordinary 
ocular  therapeutic  measures,  follows  this  application. 
The  etiology  has  been  ascribed  to  nasal  spurs  in  two 
cases  by  d’Arganaraz  and  Espildera,  an  acute  in- 
fectious process  by  Charlin  in  two  cases  and  to  a 
mild  rhinitis  with  a deviated  septum  in  the  author’s 
case.  The  onset  of  this  neuritis,  according  to  Charlin, 
may  be  due  to  strangulation  of  the  nerve  at  its  en- 
trance into  the  nasal  cavity  by  swelling  and  conges- 
tion of  the  mucous  membrane  of  the  nose.  The  rapid 
relief  obtained  by  the  treatment,  used  with  success  in 
his  case,  leads  the  author  to  support  this  hypothesis. 
According  to  Magitot,  “stimulation  or  section  of  the 
fifth  nerve  modifies  the  chemical  composition  of  the 
aqueous  humor.’’  He  intimated  that  the  endothelial 
cells  which  preside  over  the  dialization  can  be  in- 
jured and  their  function  interfered  with  by  a dis- 
turbance of  sensory  innervation. 

Magitot  and  Billiart  have  demonstrated  that  in 
glaucoma  there  is  a local  intra-ocular  high  blood 
pressure  in  spite  of  the  fact  that  this  hypertension 
may  not  be  demonstrable  anywhere  else  in  the  body. 
Magitot  suggests  that  his  local  hypertension  with 
its  subsequent  sclerosis  may  be  due  to  “a  derange- 
ment of  the  vasomotor  mechanism  controlling  the 
ocular  circulatory  bed.”  What  Magitot-Bailliart  and 
Duke  Elder  have  found  to  be  true  with  regard  to 
intra-ocular  pathologies  in  glaucoma  due  to  local 
circulatory  disturbances  resulting  from  abnormal 
nerve  control  is  equally  applicable  to  cataract  and 
perhaps  other  conditions.  Gifford  and  Lebebsohn 
call  attention  to  the  “extreme  slowness  of  lens 
metabolism.”  Ethmoid  and  most  other  infections  of 
the  nose  are  notoriously  chronic  in  their  nature.  The 
excessive  nerve  impulses,  due  to  these  infections  and 
inflammations,  transmitted  over  a long  period  of 
time  to  the  cerebrum  relayed  back  to  the  eye  would 
seem  to  meet  the  requirements  necessary  to  alter 
seriously  the  lens  metabolism.  On  the  other  hand, 
the  suppression  or  partial  suppression  of  nerve  im- 
pulses due  to  degenerated  or  partly  atrophied  nerve 
fibers  resulting  from  these  infections,  would  likewise 
have  a slow  and  long  continued  effect  in  the  de- 
creased octdar  enervation,  which  also  must  ultimate- 
ly seriously  influence  lens  metabolism. 

In  an  article  of  Gifford  on  the  “Etiology  of  Acute 
Iritis,”  due  to  focal  infections,  he  reviews  the  litera- 
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ture  and  finds  the  percentage  of  cases  so  reported 
to  be  as  follows : 

Per  cent  Author  Year  Reported 

4 Gilbert  1929 

4 Balson  1925 

2 Irons  and  Brown 1923 

8 Newton  (uveitis)  1926 

6.8  Gifford  1930 

Nearly  all  of  these  infections  were  in  areas  con- 
trolled by  the  fifth  nerve. 

In  a review  of  the  more  recent  literature 
on  inflammation  of  the  iris,  ciliary  body  and 
other  parts  of  the  interior  of  the  eye  one 
cannot  fail  to  notice  an  increasing  tendency 
of  the  writers  to  ascribe  as  etiological  factors 
various  local  infections  of  the  head.  If 
these  infections  can  set  up  pathological 
processes  in  other  parts  of  the  eye,  why  can- 
not they  produce  such  alteration  of  the 
aqueous  humor  as  to  bring  about  a cataract  ? 
It  is  extremely  doubtful  if  all  cases  can  be 
explained  on  tbe  theory  of  complex  chemi- 
cal substances,  such  as  enzymes  and  possibly 
other  products  of  germ  infection,  circulating 
in  the  blood.  It  is  still  more  doubtful  if 
there  is  any  actual  infection  of  the  eye  tis- 
sues by  the  germ  itself  in  that  type  of  cases. 
The  iritis  and  cyclitis  in  most  of  these  cases 
is  so  similar  to  a neuritis  of  the  ciliary 
nerves  that  it  raises  the  question  whether 
we  are  dealing  with  a true  iritis  or  cyclitis 
or  with  a neuritis  which  causes  the  iris  to 
swell  and  actually  become  inflamed  secon- 
darily. If  that  be  the  case  then  the  iritis 
and  cyclitis  are  symptoms  of  an  active  neu- 
ritis and  in  the  treatment  of  that  neuritis, 
attention  must  be  paid  to  the  cause  of  it. 
This  will  frequently  be  found  in  an  infec- 
tion somewhere  within  the  field  of  distribu- 
tion of  the  fifth  nerve. 

Parenthetically  it  may  be  well  to  call  at- 
tention to  the  work  of  Lavagna,  who  for 
years  has  been  doing  research  work  on  the 
infectious  origin  of  cataract,  and  recently 
gave  some  results  of  his  investigations.  He 
believes  in  an  infectious  origin  of  cataract. 
He  states  that,  “The  increase  of  lipoids  ob- 
served in  the  tissues  of  a cataract  is,  in  his 
opinion,  a defense  reaction  of  the  organism 
against  a chronic  infection,  for  similar  re- 
actions are  observed  in  septic  gangrenes 
caused  by  certain  anaerobic  bacteria.  Cata- 
ract is  transmissible  to  the  guinea-pig  by 
intra-ocular  inoculations  of  an  emulsion  of 
cataract  tissue.  An  emulsion  of  human  cat- 
aract introduced  subcutaneously,  or  even  by 
mouth,  causes  cataract  to  develop  in  ani- 
mals in  60  per  cent  of  the  trials,  which 


proves  that  there  is  a special  virus  manifest- 
ing a veritable  troism  for  the  lens.  A bac- 
teriologic  examination  of  smears  of  the  tis- 
sue of  fifty  cataracts  showed  bacteria  in 
only  20  per  cent  of  the  cases;  but  the  culti- 
vation of  this  tissue  in  anaerobic  mediums 
gave  positive  results  in  90  per  cent.  The  mi- 
croorganism most  commonly  encountered  is 
a facultative  anaerobic  diplococcus,  which 
grows  readily  in  deep  implantations  in  ge- 
lose.  Its  morphology  may  vary;  one  finds 
two  strains,  one  form  being  streptococcic 
and  twice  as  abundant  as  the  other,  which 
is  bacillary.  The  inoculation  of  these  cul- 
tures into  animals  causes  cataract  eighty 
times  out  of  a hundred  when  it  is  applied 
to  the  eyeball  o f to  the  conjunctiva.  In  ex- 
periments made  with  other  bacteria,  the 
only  ones  that  produced  somewhat  similar 
lesions  were  certain  diplostreptococci  iso- 
lated from  rheumatic  lesions,  a strain  of 
hemolytic  streptococcus  obtained  from  the 
Institute  Pasteur,  and  a strain  of  Clostrid- 
ium welchii.  Lavagna  prepared  an  immu- 
nizing serum  from  cultures  made  with  va- 
rious strains  derived  from  human  cataracts 
and  killed  by  means  of  heat.  If  an  injec- 
tion of  this  vaccine  is  applied  to  the  animal 
a month  before  the  virulent  culture  is  in- 
jected, cataract  does  not  develop.  If  the 
vaccine  is  applied  less  than  one  month  be- 
fore the  inoculation,  it  protects  in  only  half 
the  cases.  Lesions  are  produced  in  the  other 
half,  but  they  remain  translucent  and  never 
invade  the  whole  lens.  Attempts  to.  treat 
cataract  in  man  by  means  of  this  vaccine 
gave  encouraging  results.  The  functional 
disorders  are  attenuated,  and  the  opacity  of 
the  crystalline  lens  remains  in  the  primary 
stage.” 

Mr.  A.  F.  MacCallan  at  the  ninety-sev- 
enth meeting  of  the  British  Medical  Asso- 
ciation spoke  as  follows:  “In  the  majority 
of  cataract  cases  I have  examined  or  treated 
in  the  last  few  years  there  has  been  definite 
focus  of  sepsis,  more  often  situated  in  the 
mouth  than  elsewhere.  I believe  that  the 
most  important  cause  of  cataract  formation 
is  the  presence  of  long  continued  local  sep- 
sis, generally  dental.  Therefore  it  is  of  the 
greatest  importance  to  recognize  in  our  pa- 
tients as  early  as  possible  the  slightest  opac- 
ity in  the  peripheral  cortex  of  the  lens,  to 
deduce  from  it  the  probable  presence  of  a 
septic  focus,  to  localize  the  focus,  and  to  put 
the  patient  in  the  way  of  getting  the  focus 
eliminated.  If  this  was  generally  carried  out 
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very  few  cataracts  would  be  available  for 
operation  in  another  ten  or  twenty  years. 
However,  as  long  as  the  ordinary  well-to-do 
person  insists  on  retaining  septic  teeth  in  his 
head,  dentists  will  be  found  to  patch  them 
up  and  crown  them,  and  we  operating 
ophthalmic  surgeons  will  still  have  a future 
before  us.” 

From  what  has  been  said  it  is  evident  that 
lesions  of  the  eye  are  frequently  caused  by 
irritations  of  some  branch  of  the  fifth 
nerve;  that  the  nature  of  this  irritation  is 
frequently  a more  or  less  chronic  infection 
which  in  all  probability  produces  a neuritis 
of  a low  grade  that  in  time  will  cause  suffi- 
cient changes  in  the  nerve  itself  to  seriously 
interfere  with  its  proper  functions  of  regu- 
lating cell  metabolism  and  vasomotor  con- 
trol of  the  circulation,  especially  of  the 
uveal  tract.  In  addition  to  this  there  is  the 
possible  influence  of  the  antidromic  action 
of  sensory  nerves,  which  is  known  to  be  a 
factor,  at  least  in  other  pathological  condi- 
tions of  the  eye.  This  interference  with 
proper  cell  metabolism,  the  formation  of 
histamine-like  chemical  products  and  the 
consequent  capillary  dilation  with  increased 
capillary  permeability  is  at  least  one  poten- 
tial cause  for  the  condition  known  as  sim- 
ple senile  cataract.  Having  found  a physio- 
logical basis  for  our  theory  we  have  tried  to 
confirm  it  by  clinical  observation. 

SUMMARY 

Simple  senility  alone  is  not  an  adequate 
cause  for  cataract.  Evidence  from  re- 
search by  others  has  been  submitted  that  lo- 
cal capillary  permeability  can  be  altered 


both  by  an  abnormal  decrease  and  an  abnor- 
mal increase  of  fifth  nerve  stimulus ; that  the 
chemical,  physico-chemical,  and  probably  the 
bio-chemical  properties  of  the  aqueous  can 
be  changed  by  the  same  means ; that 
changes  in  the  tension  of  the  eye  can  be  thus 
produced  and  that  sclerosis  of  the  blood  ves- 
sels, especially  of  the  capillaries  and  endo- 
thelium, can  result  from  such  disturbed  in- 
nervation. Attention  has  been  called  to  the 
fact  that  local  infections  and  inflammations 
of  regions  within  the  distribution  of  the 
trigeminal  can  and  does  produce  such  an 
abnormal  increased  nerve  stimulus  as  is  ca- 
pable of  bringing  about  altered  metabolic 
conditions  with  their  subsequent  pathologies 
in  the  eye.  Attention  has  also  been  directed 
to  the  fact  that  the  fifth  nerve  is  extremely 
subject  to  inflammations  the  result  of  local 
infective  processes;  that  repeated  or  long 
continued  inflammatory  conditions  of  this 
nerve  will  ultimately  bring  about  such 
changes  in  its  structure  and  function  as  to 
seriously  interfere  with  normal  cell  metab- 
olism in  the  eye  and  particularly  in  the  re- 
gion of  the  ciliary  body. 

CONCLUSION 

If  to  the  factors  presented  we  add  the 
factor  of  decreased  cellular  resistance  due 
to  senility  we  believe  we  have  presented  an 
adequate  etiology  for  the  production  of  so- 
called  Simple  Senile  Cataract  as  a result  of 
both  an  abnormally  increased  as  well  as  of 
an  abnormally  decreased  innervation  of  the 
fifth  nerve.  The  normal  cell  metabolism  of 
the  crystalline  lens  is  so  delicately  balanced 
as  to  be  easily  disturbed  and  destroyed  by 
the  conditions  mentioned. 
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REPORT  OF  FOUR  FOREIGN  BODY  CASES  WITH 
ENDOSCOPIC  REMOVAL* 


WALTER  K.  SLACK,  A.B.,  M.D.f 

SAGINAW,  MICHIGAN 


During  the  past  three  and  a half  years,  I have  encountered  several  interesting  cases  of 
foreign  bodies  in  the  bronchi  which  I am  now  reporting.  The  mere  fact  that  a foreign 
body  was  aspirated,  the  bronchoscope  passed,  and  the  foreign  body  removed,  does  not  in 
itself  justify  this  paper,  as  endoscopic  removal  of  bronchial  foreign  bodies  has  become 
nowadays  so  common  that  it  is  nothing  unusual.  But  in  each  of  these  cases  which  I am 
now  reporting,  there  is  an  interesting  fact  and  a lesson  to  be  learned  by  which  to  profit. 

Case  1 — B.  W.,  white  female  child,  aged  eight, 
was  first  seen  August  5,  1930,  at  midnight.  The 
history  was  that  while  she  was  playing  that  after- 
noon she  had  swallowed  a ball  bearing.  The  child 
immediately  became  cyanotic  and  dyspneic.  The 
patient  had  paroxysms  of  coughing.  The  family 
doctor  was  called,  who  stood  the  child  upon  her 
head,  but  the  child  became  very  blue.  He  had  taken 
x-ray  which  showed  the  foreign  body  at  the  bifur- 
cation of  the  trachea. 

On  examination,  I found  a fairly  well  nounshed 
child  not  acutely  ill.  An  “audible  slap,”  “palpatory 
thud”  and  an  “asthmatoid.  wheeze”  were  present. 

Breath  sounds  were  diminished  on  both  sides. 

Coarse  rales  were  heard  on  both  sides. 

The  child  was  immediately  taken  to  the  operat- 
ing room  where,  under  general  anesthesia,  an  8.5 
mm.  Haslinger  bronchoscope  was  passed.  The  for- 
eign body,  a ball  bearing,  was  localized  just  with- 
in the  left  main  bronchus.  Attempts  to.  grasp  it 
were  unsuccessful  and  seemed  to  wedge  it  further 
in.  After  several  unsuccessful  attempts,  the  tube 
was  withdrawn.  The  following  day  at  noon  the 
child  was  again  taken  to  the  operating  room.  X-rays 
of  the  chest  that  morning  showed  the  ball  bearing 
tol  be  still  located  in  the  left  main  bronchus.  Under 
general  anesthesia,  assisted  by  Dr.  F.  J.  Cady,  I 
again  passed  the  bronchoscope.  Different  forceps 
having  meanwhile  been  obtained,  the  foreign  body 
was  several  times  grasped  but  was  pulled  off  by 
the  vocal  cords.  Finally,  the  foreign  body  was  safe- 
ly withdrawn.  The  patient  left  the  table  in  good 
condition  and  had  an  uneventful  recovery.  The 
diameter  of  the  ball  bearing  was  9.5  mm. 

Comment. — A ball  bearing  in  the  bron- 
chus is  certainly  an  unusual  foreign  body. 

The  average  diameter  of  the  glottis  in  chil- 
dren is  from  8 to  10  mm.  according  to 
Brunnings.1  The  difficulty  in  extraction 
made  the  aspiration  of  a foreign  body  of 
that  size  amazing.  This  case  is  therefore 
presented  to  show  how  large  a foreign  body 
may  pass  through  a glottis  of  a given 
diameter. 


•Read  before  the  Section  on  Otolaryngology  at  the  113th 
Annual  Meeting  of  the  Michigan  State  Medical  Society  at 
Grand  Rapids,  Mich.,  Sept.  14,  1933. 

tDr.  Walter  K.  Slack  received  his  A.B.  from  Williams 
College  in  1922  and  his  M.D.  from  the  University  of  Vir- 
ginia in  1927;  he  served  his  internship  at  the  University 
of  Michigan  Hospital  1927-1928;  he  was  assistant  resident 
and  resident  surgeon  at  the  Presbyterian  Eye,  Ear  and 
Throat  Charity  Hospital  1928-1930.  He  spent  five  months 
in  postgraduate  study  in  Europe,  chiefly  Vienna,  in  1929. 
He  is  a member  of  the  staffs  of  St.  Mary’s  and  Saginaw 
General  Hospitals  and  attending  otolaryngologist  to  the 
Saginaw  County  Tuberculosis  Hospital.  His  practice  is  lim- 
ited to  otolaryngology  and  peroral  endoscopy. 


Case  2. — G.  D.,  white  female  child,  aged  sixteen 
months,  was  first  seen  August  27,  1931.  The  pa- 
tient became  sick  eight  days  before  admission  to 
the  hospital.  While  eating  peanuts,  she  choked  and 
began  to  cough.  She  became  very  dyspneic,  which 
condition  continued  all  day  but  she  felt  better  the 
following  day.  That  night  she  became  worse  and 
several  physicians  were  called  who  diagnosed  her 
condition  as  bronchitis.  Since  then,  she  had  been 
treated  for  bronchitis  but  had  become  progressively 
worse. 

Examination  showed  a well  nourished  young  fe- 
male child,  sitting  up  and  quite  dyspneic  and  cya- 
notic. Nose  and  throat  were  negative.  Direct 
laryngoscopy  showed  the  larynx  covered  with  a 
gray  membrane ; there  was  no  visible  obstruction. 
Examination  of  the  thorax  showed  bilateral  equal 
limited  excursions  and  labored  respiration  with  re- 
traction of  the  intercostal  spaces.  Fremitus  was 
decreased.  The  lungs  were  hyperresonant  on  per- 
cussion. Rales  throughout  the  both  sides  of  the 
chest  with  faint  breath  sounds.  An  “asthmatic 
wheeze”  was  heard  over  both  sides. 

The  patient  was  taken  to  the  x-ray  department 
where  a roentgenogram  was  taken.  The  following 
report  was  given  by  Dr.  W.  K.  Anderson : 

“Film  studies  of  the  chest  in  the  inspiratory  and 
expiratory  phases — the  films  show  both  lung  fields 
equally  distended  with  air.  There  is  no  inequality 
in  the  illumination  in  either  lung  field.  There  is 
evidence  of  considerable  hylus  thickening.  Indication 
would  be  in  favor  of  a foreign  body  obstructing 
the  trachea,  acting  as  a ball  valve,  allowing  inspira- 
tion and  largely  preventing  expiration.  The  foreign 
body  is  not  radiopaque,  no  shadow  of  it  is  cast.” 

The  diagnosis  of  tracheal  obstruction  was  self- 
evident  so  the  patient  was  sent  to  the  operating 
room  for  bronchoscopic  examination.  Under  no 
anesthesia  a 7 mm.  Haslinger  bronchoscope  was 
passed  with  no  difficulty.  The  trachea  was  greatly 
inflamed  and  covered  with  a gray  membrane.  A 
foreign  body  was  located  at  the  bifurcation  of  the 
trachea,  occluding  both  bronchi.  Around  the  edges 
of  the  foreign  body  gushed  thick  mucus.  The 
foreign  body  was  grasped  with  a forceps  and  re- 
moved. Respiration  immediately  improved.  The 
patient  left  the  table  in  good  condition.  The  con- 
valescence was  uneventful  and  the  child  made  a 
rapid  recovery.  The  foreign  body  was  found  to  be 
half  of  a large  peanut. 

Comment. — This  is  a typical  case  of  an 
aspirated  foreign  body.  The  irritating  sub- 
stances in  the  peanut  set  up  a very  virulent 
bronchitis — termed  arachidic  bronchitis  by 
Jackson.  Being  of  vegetable  matter,  it 
swelled  rapidly  and  nearly  occluded  the 
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trachea.  It  is  a marvel  to  me  that  the  child 
recovered  at  all. 

Case  3. — W.  S.,  male  white  infant,  sixteen  months 
old,  was  first  seen  May  29,  1933.  Three  weeks  pre- 
vious the  patient  choked  while  eating  peanuts.  He 
became  cyanotic  and  dyspneic.  He  was  taken  at 
once  to  the  family  doctor,  who  prescribed  medicine. 
For  the  past  three  weeks  the  patient  had  had  par- 
oxysms of  coughing,  a rattle  in  his  throat  on 
breathing  and  coughed  up  considerable  mucoid  mate- 
rial. During  the  past  two  days  he  had  become  much 
worse. 

Physical  examination  showed  a definite  wheeze 
heard  over  the  whole  chest,  trachea,  and  at  the  open 
mouth.  There  was  diminished  expansion  of  both 
lungs  and  the  breath  sounds  were  absent  in  both 
bases. 

The  x-ray  report  given  by  Dr.  W.  K.  Anderson 
was  as  follows : 

“Film  studies  of  the  chest  show  the  presence  of 
a very  extensive  emphysema  on  the  right  side.  Con- 
siderable infiltration  around  the  left  hilus  and 
ascending  bronchus.  The  cardiac  shadow  is  moder- 
ately displaced  to  the  left.  The  appearance  would 
indicate  the  presence  of  a non-opaque  foreign  body 
in  the  right  bronchus  obstructing  the  exit  of  air.” 

The  patient  was  taken  to  the  operating  room  and 
anesthetized  very  lightly  with  chloroform.  A 6p2 
mm.  Haslinger  bronchoscope  was  passed  with  no 
difficulty.  In  the  right  main  bronchus,  at  the  level 
where  the  superior  lobe  bronchus  branches  off  was 
seen  half  of  a peanut.  When  this  was  grasped  with 
forceps,  a piece  snapped  off.  As  the  patient  was 
rapidly  coming  out  from  the  anesthetic,  the  forceps 
were  removed.  While  the  tube  was  being  removed, 
the  patient  coughed  a small  piece  of  peanut  through 
the  tube.  After  more  anesthesia  had  been  given, 
the  tube  was  again  passed  and  the  foreign  body 
located.  Before  forceps  could  be  passed  down  the 
tube,  the  patient  coughed  the  rest  of  the  peanut  out 
through  the  tube.  The  mucous  membrane  of  the 
right  bronchus  was  but  very  slightly  swollen  and  a 
little  redder  than  usual.  The  patient  made  an  un- 
eventful recovery. 

Comment. — The  first  interesting  thing  in 
this  case  is  the  fact  that  a sixteen  months 
old  child  was  fed  peanuts.  Again,  that  with 
a definite  history  of  foreign  body  aspiration 
with  a very  noticeable  wheeze,  medicinal 
treatment  should  have  been  persisted  in  as 
long  as  it  was.  The  same  is  true  in  the 
previous  case.  According  to  Jackson,2  the 
younger  the  child,  the  greater  the  severity 
of  the  symptoms,  but  this  case  certainly  was 
an  exception.  Except  for  the  wheeze  and 
an  increased  expectoration,  the  child  ap- 
peared normal.  For  the  past  week  he  had 
acted  normally.  Another  interesting  thing 
is  that  there  were  m>  sequelae.  The  child 
surely  must  have  been  born  under  a lucky 
star. 

Case  4. — W.  B.,  male  white  child,  one  and  one- 
half  years  old.  Seen  May  23,  1932.  The  history 
was  as  follows : In  the  afternoon  the  child  swal- 

lowed a peanut  and  began  coughing  severely.  He 
was  taken  at  once  to  a physician,  who  immediately 
referred  him  to  my  office.  The  father  came  in 
holding  the  child,  who  was  coughing  very  hard  and 
was  very  cyanotic.  He  stated  that  on  the  trip  to 


Saginaw  the  child  became  very  blue  and  could  not 
breathe  at  times.  By  pounding  the  child  on  the 
back  he  revived  him. 

Examination  of  the  lad  showed  a very  cyanotic 
and  dyspneic  child.  The  breathing  was  labored  and 
the  interspaces  markedly  retracted.  Breath  sounds 
over  the  entire  chest  were  very  faint.  Thinking  that 
perhaps  the  foreign  body  might  be  localized  in  the 
larynx,  I performed  a direct  laryngoscopy  at  once 
but  nothing  was  seen.  The  child  however  began 
to  breathe  easier  so  he  was  sent  to  the  hospital  for 
x-ray  and  further  examination. 

While  the  father  was  getting  into  his  car,  the  child 
coughed  up  a half  of  a jumbo  peanut.  The  breath- 
ing was  much  improved,  in  fact  seemed  normal,  but 
the  father  was  advised  to  continue  to  the  hospital 
for  an  x-ray  of  the  chest.  The  child  entered  the 
hospital  coughing  excessively  and  raising  thick 
mucoid  material.  An  x-ray  of  the  chest  was  taken 
and  the  report  by  Dr.  W.  K.  Anderson  was  as 
follows : 

Film  studies  of  the  chest  in  a search  for  a non- 
opaque foreign  body.  One  film  was  taken  in  the 
phase  of  expiration  and  one  in  the  phase  of  inspira- 
tion. Diaphragmatic  level  on  the  right,  in  inspira- 
tion is  at  the  level  of  the  ninth  rib.  In  expiration 
it  is  at  the  level  of  the  eighth  rib,  indicating  free 
exchange  of  air.  Diaphragmatic  level  on  the  left 
side  is  at  the  level  of  the  tenth  rib,  both  in  inspira- 
tion and  expiration.  The  exchange  of  air  is  there- 
fore nil  or  extremely  limited.  Appearance  would 
indicate  an  obstruction  of  the  left  bronchus. 

Physical  examination  of  the  chest : Percussion 

apparently  normal.  Breath  sounds  loud,  with  coarse 
moist  rales  over  both  lung  fields.  Air  is  entering 
both  lungs. 

The  patient  was  taken  to  the  operating  room  and 
under  general  anesthesia  an  8 mm.  Haslinger 
bronchoscope  was  passed.  Occluding  the  left  main 
bronchus,  and  in  it,  was  seen  the  foreign  body.  This 
was  grasped  with  forceps  and  removed.  It  was  one- 
half  a jumbo  peanut.  The  patient  had  an  unevent- 
ful recovery. 

Comment. — This  case  is  interesting  and 
very  instructive  in  that  there  was  a definite 
history  of  aspiration  of  a foreign  body  with 
the  classical  symptoms  following.  A for- 
eign body  was  coughed  out  and  had  not  a 
roentgenogram  been  taken,  the  child  would 
have  returned  home,  some  distance  from 
Saginaw,  with  a foreign  body  in  its  bron- 
chus. I believe  that  every  patient  who  has 
aspirated  a foreign  body  and  then  coughs 
it  out  should  be  rayed  anyway.  It  is  easy 
to  make  a mistake  here.  I nearly  did,  as  the 
physical  signs  in  going  over  the  chest  did 
not,  at  least  to  me,  signify  a foreign  body. 
Had  it  not  been  for  the  roentgenogram,  I 
should  have  missed  it.  This  case  also  shows 
that  in  foreign  body  work  the  roentgen- 
ologist and  the  endoscopist  must  work 
together.  Also  it  is  necessary  that  the 
roentgenologist  be  familiar  with  the  Manges 
technic  for  visualization  of  non-opaque  for- 
eign bodies  in  the  chest. 

SUMMARY 

The  cases  are  being  reported  here  because 
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I believe  they  are  instructive.  The  first  is 
interesting  from  the  point  of  view  of  how 
an  object  of  such  a size  could  be  aspirated, 
and  presented  a definite  problem  as  to  its 
removal.  Two  of  the  peanut  cases  show  a 
great  diversity  of  symptoms.  The  first 
showed  a very  severe  reaction  with  the  child 
practically  moribund.  1 he  second  showed 
very  little  reaction,  which  is  very  uncom- 
mon. Both  infants  were  the  same  age.  Un- 
doubtedly the  second  child  would  have  de- 


veloped a lung  abscess  in  time.  The  last 
case  reported  shows  the  necessity  of  close 
cooperation  between  the  endoscopist  and  the 
roentgenologist,  and  that  in  every  suspected 
foreign  body  case  tbe  patient  must  be  rayed 
regardless  of  whether  the  object  was  or  was 
not  coughed  out. 
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A DISCUSSION  OF  GALL-BLADDER  DISEASE,  AND  ITS 

MANAGEMENT* 


HENRY  J.  VANDEN  BERG,  M.D.,  F.A.C.S. 

GRAND  RAPIDS,  MICHIGAN 

In  a discussion  of  gall-bladder  disease  I know  of  nothing  especially  new  to  present  to 
you,  but  the  subject  is  nevertheless  always  an  interesting  one,  full  of  life  and  action,  largely 
because  of  tbe  various  points  of  view  that  naturally  come  up  in  the  diagnosis  and  manage- 
ment of  the  disease;  first  of  all,  possible  disagreements  between  the  internist  and  surgeon, 
then  between  the  internist  and  internist,  and  the  surgeon  and  surgeon.  The  gall  bladder  is 
of  such  great  clinical  significance  because  it  is  so  often  affected  by  disease.  There  is  prob- 
ably no  greater  trouble-maker  than  it  in  the  abdomen.  When  gall-bladder  disease  comes 


to  our  minds,  we  naturally  think  of  an  in- 
fection of  the  gall  bladder,  and  with  this 
gall  stones  is  almost  synonymous.  In  fact, 
the  usual  sequence  is  infection  and  then  gall 
stones.  It  may  be  said  that  the  tendency  to 
the  formation  of  calculi  is  the  most  charac- 
teristic feature  of  the  disease  of  the  biliary 
system.  It  is  well  known  that  there  are  nu- 
merous ways  by  which  infections  can  reach 
the  gall  bladder,  as  through  the  portal  cir- 
culation descending  with  the  bile;  by  the 
blood  stream;  by  the  way  of  the  lymphatics 
from  the  liver,  pancreas  or  duodenum ; and 
by  direct  invasion  from  the  neighboring  or- 
gans due  to  inflammatory  lesions  such  as, 
for  example,  a duodenal  ulcer.  Possibly 
also,  but  much  more  unlikely,  infection  may 
ascend  from  the  duodenum  along  the  com- 
mon duct.  The  most  frequent  offending  or- 
ganisms are  the  streptococcus  and  the  colon 
bacillus. 

Another  factor  in  the  causation  of  gall 
stones  in  particular  is  an  increase  in  the 
cholesterol  content  of  the  blood.  Not  infre- 
quently pure  cholesterin  stones  are  removed 
from  patients  with  all  the  characteristic 
symptoms  of  cholecystic  disease  in  which  no 
gross  or  microscopic  evidence  of  disease  is 
demonstrable.  The  disturbance  of  choles- 

•Read  before  the  Section  on  Surgery  at  the  113th  Annual 
Meeting  of  the  Michigan  State  Medical  Society  at  Grand 
Rapids,  Michigan,  Sept.  14,  1933. 


terin  metabolism,  the  exact  nature  of  which 
is  not  completely  understood,  may  express 
itself  in  deposits  of  cholesterol  in  the  sub- 
epithelial  cells  of  the  mucosa  of  the  gall 
bladder,  presenting  the  picture  that  is 
known  generally  as  the  “strawberry”  gall 
bladder.  In  this  condition,  as  in  the  case  of 
the  pure  cholesterin  stone,  no  other  gross  or 
microscopic  evidence  of  disease  need  be 
present. 

I can  never  get  away  from  the  belief  that 
the  real  reason  for  the  chronicity  of  infec- 
tion of  the  gall  bladder  is  because  of  the 
mechanical  conditions  that  are  present  to  in- 
terfere with  its  drainage.  It  is  after  all  an 
appendage  of  the  common  duct,  as  is  the 
vermiform  appendix  of  the  cecum.  It  is  also 
a blind  pouch,  and  it  drains  through  a small 
orifice  against  gravity.  As  soon  as  inflam- 
mation takes  place  the  narrow  orifice  of  the 
cystic  duct  is  narrowed  still  more  because  of 
the  swelling  of  its  walls.  Moreover,  an  in- 
flamed gall  bladder  secretes  mucus,  and  the 
presence  of  mucus  must  tend  to  block  the 
outflow  of  bile.  The  complete  chain  of 
events  that  takes  place  in  the  formation  of 
gall  stones  is  probably  not  understood  fully 
even  today.  However,  it  does  not  require 
much  imagination  to  realize  that  the  nucleus 
for  gall  stone  formation  is  almost  sure  to 
follow  the  precipitation  and  agglutination 
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of  the  solid  contents  of  the  bile  plus  epithe- 
lial debris  that  is  sure  to  accompany  inflam- 
mation under  conditions  of  altered  drainage 
in  a drainage  system  with  natural  hazards 
from  the  very  beginning.  The  gall  stones 
once  formed,  we  have  what  probably  is  in 
the  majority  of  instances  the  first  complica- 
tion of  gall-bladder  disease.  Once  formed, 
gall  stones  are  responsible  in  a large  meas- 
ure for  keeping  the  fires  going.  If  good 
drainage  of  an  infected  gall  bladder  could 
be  re-established  before  gall  stones  devel- 
oped, the  infection  would  in  most  instances 
probably  subside  completely  or  nearly  so,  as 
is  the  case  when  a gall  bladder  is  operated  by 
cholecystostomy  with  removal  of  stones  and 
good  drainage  given  it.  Gall  stones  in  them- 
selves add  to  the  hindrance  of  drainage ; 
they  traumatize  the  walls;  they  are  respon- 
sible for  the  characteristic  agonizing  attacks 
of  pain.  The  infection  in  the  gall  bladder  it- 
self may  be  anything  from  a mild  infection 
to  an  empyema,  necrosis  and  gangrene,  and 
perforation,  and  while  these  infections  may 
have  serious  possibilities,  they  are  principal- 
ly of  local  significance,  and  are  after  all  only 
a small  part  of  the  danger.  The  real  sig- 
nificance lies  then  in  the  fact  that  once  in- 
fected, and  especially  if  gall  stones  are 
formed,  the  gall  bladder  tends  to  remain  so, 
and  it  then  behaves  as  a constant  focus  from 
which  infections  spread  by  direct  extension 
to  important  parenchymatous  organs — in 
other  words,  to  vital  tissue  such  as  the  liver, 
there  causing  changes  variable  in  degree, 
from  a mild  hepatitis,  a mild  cholangitis,  to 
marked  inflammatory  changes  affecting  all 
the  structures  and  producing  even  a biliary 
cirrhosis.  Naturally  the  presence  of  stones 
in  the  common  duct,  these  having  their  ori- 
gin in  the  gall  bladder  in  practically  every 
instance,  adds  to  the  seriousness  of  the  con- 
sequences, the  details  of  which  I cannot  dis- 
cuss here.  At  any  rate  the  damage  may 
progress  to  a point  where  the  function  is 
so  disturbed,  or  the  reserve  so  used  up,  that 
there  is  not  sufficient  liver  parenchyma  left 
to  carry  on  the  work  of  this  important  or- 
gan. This  applies  equally  to  the  pancreas, 
where  chronic  pancreatitis  is  not  an  uncom- 
mon affection.  The  infection  may  be  more 
acute,  even  up  to  the  point  of  hemorrhagic 
pancreatitis,  which  is,  as  you  know,  prob- 
ably the  worst  catastrophe  in  the  abdomen 
that  can  befall  any  one.  This  is  not  all. 
Other  important  vital  tissues  may  be,  and 
do  become  involved  in  the  swath  of  its 


course,  notably  the  heart  and  kidneys.  I 
realize  that  I am  presenting  a word  picture 
of  the  pathological  condition  at  its  worst, 
and  I do  this  deliberately  in  order  to  bring 
to  the  attention  of  the  clinician  a better  real- 
ization of  the  entire  disease  picture  that 
may  obtain  in  any  given  case,  and  that  ac- 
tually is  encountered  by  the  surgeon  not  in- 
frequently. Unless  a physician  has  this  con- 
ception of  the  disease  he  is  too  liable  to  treat 
it  too  kindly.  Gall-bladder  disease  is  one 
which  is  chronic  in  its  course,  and  acute  ex- 
acerbations tend  to  subside.  The  physician 
has  considerable  assurance,  therefore,  that  a 
given  attack  will  subside  again,  and  it  nat- 
urally becomes  an  easy  matter  for  him  to 
procrastinate.  The  patient  has  learned  from 
experience  that  attacks  do  subside,  and  he  is 
therefore  also  in  a mood  to  procrastinate. 
Consequently  it  becames  an  easy  matter  for 
the  physician  to  give  a hypodermic  injection 
for  the  pains,  and  for  the  patient  to  accept 
the  treatment  without  question.  The  tend- 
ency to  do  something,  but  to  get  nowhere, 
applies  as  well  to  the  entire  regimen  of  med- 
ical management  such  as  diet,  frequent 
meals,  magnesium  sulphate,  bile  salts  and 
anti-spasmodics,  and  the  various  medicines 
for  flatulent  dyspepsia. 

A point  of  great  significance  is  this — 
symptoms  of  patients  with  gall-bladder  dis- 
ease may  be  no  worse  than  they  have  been 
for  many  years  in  the  past,  the  agonizing 
attacks  of  gall  stone  colic  may  be  infre- 
quent. A patient,  of  course,  is  not  supposed 
to  know  that  in  the  meantime  the  pathology- 
may  be  progressing,  and  while  a physician 
cannot  be  sure  that  it  is,  he  should  know 
that  there  is  a good  chance  that  it  is  doing 
that  very  thing.  If,  therefore,  a patient  who 
has  a frank  gall-bladder  disease,  one  that 
makes  enough  trouble  to  prompt  him  to  seek 
relief,  is  not  afforded  that  relief  by  the  or- 
dinary medical  management,  he  should  then 
be  advised  with  intelligence,  understanding 
and  fairness.  A patient  should  be  informed 
that  in  his  case  the  treatment  is  one1  that  re- 
quires surgery,  and  if  this  fact  is  presented 
to  him  in  a fair  way  he  is  in  most  instances 
very  glad  to  accept  the  advice.  At  any  rate 
the  internist  should  let-go  of  such  patients. 

There  seems  to  be  a wave  of  conservatism 
in  the  management  of  gall-bladder  disease, 
brought  about,  I believe,  by  the  voluminous 
literature  that  has  been  produced  during 
the  past  few  years  on  the  function  of  the 
gall  bladder.  So  much  emphasis  has  been 
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given  it  that  the  belief  has  become  pretty 
general  that  the  gall  bladder  is  an  organ  of 
importance  far  beyond  its  actual  value. 
Fortunately  one  does  not  need  to  allow  him- 
self to  lose  his  sense  of  values  because  of  a 
prolific  literature,  any  more  than  he  needs 
to  believe  that  a criminal  is,  after  all,  a good 
citizen  who  should  be  protected. 

I know  of  practicing  physicians  of  long 
experience  who  have  had  an  enviable  fol- 
lowing who  have  never  advised  the  removal 
of  a gall  bladder.  One  or  two  of  these  have 
gained  some  reputation,  such  as  it  is,  for 
their  skillful  management  of  this  disease 
without  the  knife.  Such  a practitioner  com- 
pares very  well  with  the  shyster  lawyer  who 
has  gained  a reputation  for  protecting  the 
criminal. 

I do  not  wish  to  discuss  the  diagnosis  of 
gall-bladder  disease  in  detail,  but  I can  say 
from  the  outset  that  in  many  instances  one 
runs  into  difficulties.  In  the  first  place  it  is 
extremely  perplexing  to  know  in  many  cases 
whether  one  is  dealing  with  disease  at  all. 
This  quandary  comes  up  most  frequently  in 
the  case  of  the  tired,  fatigued,  neurotic  in- 
dividual. There  is,  of  course,  no  reason 
why  he  should  not  have  gall-bladder  disease 
as  well  as  anyone;  nevertheless  he  is  too 
often  the  victim  of  a diagnosis  that  does  not 
have  disease  for  its  basis.  His  parts  are  so 
often  only  out-of-gear  and  not  really  dis- 
eased. Patients  who  give  a history  of  at- 
tacks of  the  characteristic  agonizing  pain, 
with  flatulent  dyspepsia  in  the  interim,  do 
not  offer  much  difficulty  in  diagnosis. 

In  some  instances  it  is  not  so  simple  to 
differentiate  a diseased  gall  bladder  from 
an  angina  or  a coronary,  thrombosis,  or  be- 
low the  diaphragm  from  a duodenal  ulcer, 
chronic  appendix,  or  even  chronic  pancreati- 
tis. I have  been  impressed  for  many  years 
with  the  great  frequency  with  which  gall 
bladder  trouble  makes  itself  known  for  the 
first  time  during  a pregnancy  or  still  more 
frequently  during  the  first  few  weeks  after 
delivery.  It  is  known  that  there  is  usually 
an  increase  in  the  amount  of  cholesterin  in 
the  blood  during  pregnancy,  and  this  occur- 
rence is  probably  a part  of  the  answer  to 
the  great  frequency  with  which  gall  bladder 
trouble  makes  itself  known  at  that  time. 
Moreover,  pyelitis  or  cystitis  of  Bacillus 
Coli  origin  is  not  an  infrequent  complication 
of  pregnancy.  We  have,  then,  in  pregnancy, 
two  well  established  etiologic  factors  in  gall- 
bladder disease — namely,  infection  and  an 
increased  amount  of  cholesterin  in  the 


blood,  and,  possibly  also  stasis.  Westphall 
believes  that  in  the  early  stages  of  preg- 
nancy there  is  vagal  spasm  of  the  neck  of 
the  gall  bladder  and  of  the  sphincter  of 
Oddi,  causing  stasis,  and  Mann  and  Higgins 
have  shown  that  there  is  bile  stasis  in  preg- 
nant animals;  all  this  goes  very  well,  per- 
haps, with  the  well  known  fact  that  women 
are  affected  with  gall  stones  at  least  twice  as 
often  as  men.  I am  so  convinced  of  this  re- 
lationship that  in  obtaining  a history  of 
women  who  have  digestive  disorders  I can- 
not emphasize  enough  the  importance  of 
asking  specifically  about  attacks  of  what 
might  have  been  called  “acute  indigestion,” 
or  “neuralgia”  of  the  stomach,  that  may 
have  been  experienced  during  or  soon  after 
a pregnancy.  If  gall  stone  attacks  have  been 
recent,  the  information  is  usually  volun- 
teered, but  where  the  attacks  have  occurred 
from  fifteen  to  twenty  years  ago,  and  not 
since,  it  is  only  upon  direct  questioning  that 
this  valuable  information,  which  may  be  the 
key  to  a diagnosis,  is  forthcoming.  The 
matter  of  diagnosis  is  very  important  be- 
cause it  immediately  leads  us  into  the  discus- 
sion of  whether  or  not  the  results  of  gall 
bladder  surgery  justify  the  surgery.  It  has 
been  mentioned  in  the  literature,  for  in- 
stance, that  in  25  per  cent  of  operated  cases 
the  results  are  not  satisfactory.  As  I see  it, 
the  results  are  dependent  in  the  first  place 
upon  a proper  discrimination  in  the  selection 
of  cases  that  are  operated.  Obviously,  if 
surgery  has  been  attempted  in  a case  in 
which  there  is  no  pathology,  a good  result 
cannot  be  expected.  It  is,  as  above  referred 
to,  the  fatigued,  neurotic  individual  who  is 
the  usual  victim  for  such  unnecessary  sur- 
gery. Such  a patient  should  not  be  operated 
on  anyway,  as  he  will  only  be  made  worse  by 
such  treatment.  Going  a step  farther  along 
this  line  it  may  he  said  that  the  majority  of 
cases  that  come  to  surgery  with  pathology 
have  complaints  that  are  entirely  independent 
of  real  disease.  I refer  to  fatigue,  nervous 
(mental)  and  possibly  physical,  and  all  that 
goes  with  it.  This  may  constitute,  to  be 
more  or  less  definite,  let  us  say  from  25  to 
50  per  cent  of  the  total  of  his  complaints. 
If  this  is  not  recognized  by  the  doctor  and 
if  it  then  is  not  cleared  away  in  the  post 
operative  management,  it  is  obvious  that  the 
patient  will  not  get  a 100  per  cent  good  re- 
sult, and  the  inference  by  both  the  physi- 
cian and  patient  will  be  that  the  operation 
has  not  given  entirely  satisfactory  results. 

In  the  second  place,  I hope  it  will  not  be 
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taken  as  presumptuous  to  say  that  the  sur- 
gery should  be  well  done.  The  common 
duct  is  injured  altogether  too  often,  and 
stones  in  the  common  duct  are  easily  over- 
looked. Other  pathology,  if  present,  should 
be  taken  care  of  if  possible,  and  the  appen- 
dix removed  prophylactically,  unless  there 
is  some  reason  for  not  removing  it.  The 
fact  is,  it  is  not  infrequently  also  diseased. 
A duodenal  ulcer  may  be  present.  And  so 
on.  I wish  to  mention  incidentally  that  no 
small  percentage  of  patients  operated  by  us 
for  cholecystic  disease  have  been  operated 
before  for  other  conditions,  usually  the  ap- 
pendix, and  not  infrequently  only  shortly 
before.  Gall  bladder  surgery  may  be  dif- 
ficult, and  it  should  not  be  attempted  ex- 
cept by  experienced  surgeons. 

In  the  third  place,  good  results  cannot 
follow  operating  upon  the  so-called  neglected 
cases,  cases  such  as  I referred  to  in  which 
pathology  has  extended  to  the  neighboring 
organs. 


On  the  discussion  then  of  the  results  of 
gall  bladder  surgery  it  can  be  said,  in  sum- 
mary, that  if  proper  discrimination  is  exer- 
cised in  the  diagnosis  of  gall-bladder  dis- 
ease, and  if  the  surgery  is  well  done,  and  if 
the  cases  that  are  operated  are  not  neglected 
ones,  the  results  will  be  as  good  as  any  I 
know  of  in  surgery.-  I canqot  refrain  from 
saying  that  the  incidence  of  cancer  of  the 
gall  bladder  is  not  such  an  infrequent  one, 
and  the  occurrence  of  it  is  another  instance 
of  a complication  of  gall  stones,  since  gall 
bladder  cancer  practically  never  occurs 
without  gall  stones  to  furnish  the  chronic 
irritation,  chronic  irritation  being  one  of  the 
known  causes  of  cancer.  The  entire  subject 
can  be  summed  up  by  saying  that  gall  blad- 
der disease  causes  a great  deal  of  ill  health 
and  many  pathological  deaths.  Much  of  the 
suffering  and  many'  of  the  deaths  could  be 
avoided  by  intelligent  and  fair  management 
of  the  victims  of  this  disease. 


PREVENTIVE  MEDICINE  AS  CARED  FOR  BY  THE 
FAMILY  PHYSICIAN 


G.  M.  BYINGTON,  M.D.f 

BATTLE  CREEK,  MICHIGAN 

A community  participation  program  with  the  physician  playing  an  important  part  has 
been  developed  in  Allegan,  Barry  and  Eaton  Counties,  one  consolidated  school  in  Kalama- 
zoo County,  and  the  Ann  J.  Kellogg  School  in  Battle  Creek  (all  in  Michigan).  This  pro- 
gram is  sponsored  by  the  W.  K.  Kellogg  Foundation,  actively  engaged  in  Child  Welfare, 
providing  assistance  in  child  health,  education,  recreation,  all  in  a manner  that  reaches 
the  entire  community.  In  each  one  of  the  above  counties,  the  first  step  taken  was  to  pre- 
sent the  entire  program  to  the  County  Medical  Society  and  obtain  its  full  approval.  After 


this  procedure,  the  plan  was  voted  on  by 
the  Board  of  Supervisors.  Then  with  the 
endorsement  of  these  two  organizations,  the 
County  Health  Unit  was  established  in  full 
cooperation  with  the  State  Department  of 
Health.  In  each  of  the  above  counties,  the 
Foundation  has  assisted  financially.  The 
personnel  for  these  health  units  consists  of 
a full  time  medical  health  officer  who  is  in 
charge  of  the  unit,  a public  health  nurse,  a 
sanitary  engineer,  and  a clerk.  This  staff  is 
supplemented  by  four  extra  nurses  in  each 
county.  All  medical  and  dental  examina- 
tions are  made  by  the  local  professional  men 
and  paid  for  by  the  Foundation. 

The  offices  of  the  W.  K.  Kellogg  Foun- 
dation are  located  at  Battle  Creek,  Michi- 


fDr.  G.  M.  Byington  is  a graduate  of  Detroit  College  of 
Medicine  and  Surgery,  1911.  He  is  past  Assistant  Surgeon 
of  the  United  States  Public  Health  Service  1918-1921,  in- 
clusive, and  is  associated  with  the  Michigan  State  Depart- 
ment of  Health.  He  did  post-graduate  work  at  University 
of  Michigan  and  Harvard. 


gan,  and  has  a staff  as  follows:  (1)  Medi- 
cal and  Executive  Director;  (2)  Associate 
Medical  Director;  (3)  Associate  Executive 
Director;  (4)  Director  of  Dental  Educa- 
tion; (5)  Director  of  Health  Education; 
(6)  Director  of  Mental  Hygiene;  (7)  Di- 
rector of  Orthopedics;  (8)  Director  of  So- 
cial Service;  (9)  Director  of  Camps. 

The  members  of  this  personnel  act  in  an 
administrative  capacity  and  assist  in  pro- 
moting the  program.  The  nurses  in  the 
field  are  young  women,  all  having  R.N.  de- 
grees, public  health  training  and  teacher 
trained.  These  nurses  do  school  nursing, 
assist  teachers  in  their  health  program,  and 
are  capable  of  teaching  in  both  lower  grades 
and  high  schools.  The  program  is  definitely 
medical  participation  and  is  carried  on  in 
each  county  through  the  County  Health  Of- 
fice, the  Health  Officer  acting  only  in  an  ad- 
ministrative capacity  becoming  an  educator 
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in  the  community  and  correlating  the  re- 
sults, as  well  as  acting  as  executive  secre- 
tary to  the  Medical  Society.  He  arranges 
the  schedule  for  both  rural  and  urban 
schools  to  conduct  physical  examinations 
for  all  pre-school  and  school  children;  all 
examinations  made  by  the  local  physician 


The  children  found  suffering  from  physi- 
cal conditions  that  cannot  be  cared  for  by 
the  family  physician  are  referred  by  him  to 
a specialist  qualified  to  render  the  necessary 
service.  The  more  common  things  encoun- 
tered are:  orthopedic,  eye,  ear,  nose  and 
throat  defects  and  behavior  problems.  The 


The  Children’s  Memorial  Hospital 
W.  K.  KELLOGG  FOUNDATION  POST  GRADUATE  GROUP 

October,  1933 

First  row  (left  to  right) — Charles  McIntyre,  M.D.,  Hastings;  T.  A.  Lucas,  M.D.,  Mulliken;  H.  S.  Wedell,  M.D., 
Freeport;  Charles  Flinn,  M.D.,  Allegan;  Robert  J.  Walker,  M.D.,  Saugatuck;  Joseph  Brennemann,  M.D.,  Chief  of  Staff, 
Children’s  Memorial  Hospital,  Battle  Creek;  C.  D.  Huber,  M.D.,  Charlotte;  Thomas  Wilensky,  M.D.,  Eaton  Rapids;  J.  B. 
Bradley,  M.D.,  Eaton  Rapids. 

Second  row  (left  to  right) — Matthew  Kinde,  M.D.,*  Hastings;  Clarence  Lathrop,  M.D.,  Hastings;  J.  W.  Davis,  M.D.,* 
Charlotte;  C.  L.  McLaughlin,  M.D.,  Vermontville;  V.  J.  Rickerd,  M.D.,  Charlotte;  J.  H.  Van  Ness,  M.D.,  Allegan;  James 
D.  Campbell,  M.D.,  Hopkins;  M.  H.  Hamelink,  M.D.,  Hamilton;  H.  A.  Moyer,  M.D.,  Charlotte. 

Third  row  (left  to  right)- — Eugene  T.  Brunson,  M.D.,  Ganges;  A.  B.  Mitchell,  M.D.,*  Allegan;  T.  C.  Ferwerda,  M.D., 
Wayland;  L.  E.  Clark,  M.D. , Otsego ; Harris  Woodburne,  M.D. , Hastings;  B.  W.  Morse,  M.D.,  Allegan;  J.  E.  Mahan,  M.D., 
Allegan;  Lewis  F.  Ladd,  M.D.,  Slartin;  G.  M.  Byington,  M.D.,f  Battle  Creek;  I.  M.  Imthun,  M.D.,  Grand  Ledge. 


assisted  by  the  nurse  assigned  to  the  par- 
ticular area. 

In  instances  where  physical  examination 
reveals  findings  that  need  further  attention, 
the  child  is  referred  to  the  family  physician. 
The  nurse  contacts  the  family  and  assists 
the  doctor.  The  parents  are  urged  to  be 
present  at  the  time  of  examination.  This  we 
feel  is  important,  placing  the  physician  in 
contact  with  the  family,  and  it  gives  him  an 
opportunity  to  advise  of  any  unusual  find- 
ings and  emphasize  the  importance  of  regu- 
lar physical  examinations. 

*Health  Officer. 

tW.  K.  Kellogg  Foundation. 


program  also  includes  smallpox  vaccination 
and  diphtheria  immunization,  these  being 
done  in  the  physician’s  office.  Arrangements 
through  the  medical  society  are  made  to 
care  for  expense  of  children  that  are  unable 
to  pay  for  this  service. 

Preceding  this  part  of  the  medical  pro- 
gram, a meeting  of  each  county  medical  so- 
ciety was  held  and  the  entire  evening  spent 
with  the  health  officer  and  representatives 
from  the  W.  K.  Kellogg  Foundation  dis- 
cussing the  plan  to  be  adopted ; endorsement 
was  given  by  each  county  group.  After  all, 
the  problem  is  a local  one  and  the  profes- 
sional men  are  in  position  to  know  what  is 
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required  and  how  best  results  can  be  ob- 
tained. With  the  aid  of  the  physicians,  suit- 
able blanks  have  been  developed  and  careful 
records  are  kept  of  each  child  during  his  en- 
tire school  life.  A record  may  contain,  be- 
sides the  medical  examination,  information 
regarding  dentistry,  eye,  ear,  nose,  throat, 
pulmonary,  heart,  orthopedic,  mental,  social 
history,  speech  defect,  camp  life,  x-ray,  and 
others.  A complete  record  furnishes  much 
data  and  becomes  invaluable.  There  are  a 
number  of  children  that  come  under  obser- 
vation in  need  of  closer  supervision  over  a 
period  of  time.  These  under-privileged 
children  are  given  an  opportunity  to  spend 
a period  of  time  in  a well  supervised  camp. 
The  medical  man,  with  assistance  of  the 
nurse  in  his  community,  selects  these  chil- 
dren and  each  child  has  a complete  physical 
examination  before  he  enters  camp.  During 
the  camp  period  every  effort  is  made  to  im- 
prove the  child’s  health ; all  medical  work  is 
done  by  local  physicians  residing  in  the  vi- 
cinity of  the  camp  on  a rotating  service. 
While  the  child  is  at  camp,  the  home  is  in- 
vestigated by  the  Social  Service  Department 
and  an  effort  to  improve  the  same  is  made. 
Each  child  on  his  return  home  is  kept  under 
supervision  for  at  least  one  year.  Approxi- 
mately 1,250  children  have  been  cared  for 
in  camp  since  January  1,  1933. 

In  order  to  stimulate  interest  and  speed 
the  program  up,  an  invitation  was  extended 
to  the  teachers  of  each  county  to  spend  a 
week-end  at  the  W.  K.  Kellogg  Foundation 
Camp  at  Pine  Lake.  Each  county  group  of 
teachers  was  entertained  separately  from 
Friday  night  to  Sunday  evening.  The  en- 
campments were  attended  by  the  County 
Health  staff,  nurses,  and  Foundation  mem- 
bers. Speakers  of  national  prominence  were 
secured  to  talk  on  some  phase  of  health  edu- 
cation each  Friday  and  Saturday  night. 
Saturday  was  devoted  to  giving  the  teach- 
ers an  opportunity  to  learn  how  a health 
program  could  be  developed  in  their  schools 
and  the  value  of  it.  Sunday  was  carried  on 
in  a less  strenuous  manner.  Recreation  was 
also  provided. 

The  County  Medical  Societies  are  assist- 
ed in  securing  desirable  men  to  appear  on 
their  programs  throughout  the  year,  the 
subject  presented  selected  by  the  program 
committee  of  the  Society.  In  May,  1933, 
the  Foundation  Board  established  what  is 
known  as  the  Post  Graduate  Scholarship 
for  physicians  residing  in  the  counties  of 
Allegan,  Barry  and  Eaton.  This  gives  each 


registered  physician  an  opportunity  of 
spending  two  weeks  at  a recognized  grad- 
uate school  of  medicine  with  tuition  and  all 
other  expense  paid.  Each  man  availing 
himself  of  this  offer  may  select  any  subject 
he  desires  insofar  as  it  is  something  that 
will  be  of  assistance  in  conducting  the  local 
program.  Further,  he  may  also  choose  the 
school  he  wishes  to  attend.  To  date,  fifty- 
three  men  have  attended  Post  Graduate 
courses.  The  majority  desired  to  have  a 
general  course  in  preventive  and  curative 
medicine.  This  was  arranged  in  Chicago, 
the  first  course  given  in  June,  1933,  under 
the  direction  of  Dr.  Maurice  L.  Blatt  and 
his  staff  at  Cook  County  Hospital.  The 
second  group  in  October,  1933,  were  under 
the  direction  of  Dr.  Joseph  Brenneman  and 
his  staff  at  Children’s  Memorial  Hospital 
in  Chicago.  The  two  courses  were  very  in- 
tensive, the  schedule  from  8:00  to  5:00 
daily — practically  a month’s  work  in  a 
period  of  two  weeks.  The  more  important 
subjects  covered  were  as  follows: 

1.  Preventive  Pediatrics 

2.  Pediatric  Technic 

3.  Contagious  Diseases 

4.  The  Newborn 

5.  Psychiatry 

6.  Speech  Correction 

7.  Infant  Feeding 

8.  X-ray 

9.  Medical  Clinics 

10.  Neurology 

11.  Syphilis 

12.  Nephritis 

13.  Urology 

14.  Allergy 

15.  Diabetes 

16.  Skin  Diseases 

17.  Blood  Diseases 

18.  Childhood  Tuberculosis 

19.  Heart  Clinics 

20.  Orthopedics 

21.  Pathological  Demonstrations. 

Each  course  offered  was  well  accepted  by 
men  attending;  nearly  all  have  written  let- 
ters of  appreciation  on  their  return  home. 
The  teaching  staff  was  the  best  obtainable 
and  ample  clinical  material  was  available. 
There  is  no  other  activity  as  important  as 
the  Post  Graduate  Scholarship  for  physi- 
cians, giving  to  them  up-to-date  information 
especially  on  preventive  medicine. 

In  conclusion,  it  would  seem  that  a com- 
munity participation  program  is  a very  sat- 
isfactory one.  It  develops  local  responsi- 
bility and  places  the  problems  where  they 
belong.  The  people  as  a whole  become  in- 
terested and  with  a little  encouragement  and 
direction  are  willing  to  assist ; the  physicians 
are  very  cooperative  and  enthusiastic  in 
carrying  on  the  preventive  medical  program. 
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PULMONARY  COMPLICATIONS  FOLLOWING  ANESTHESIA* 


CLARK  LEMLEY,  M.D.,  F.A.CS.f 

This  Report  Comes  from  the  Anesthesia  Committee  of  Receiving  Hospital,  Detroit 


CHART  I.  MONTHLY  INCIDENCE  PULMO- 
NARY COMPLICATIONS 


Pulmonary  complications  in  surgical  patients  following  anesthesia  present  problems  that 
require  careful  consideration.  In  the  past  few  years  numerous  reports  have  been  published 
and  interest  has  been  aroused  in  regard  to  these  conditions  that  several  years  ago  were  ac- 
cepted more  or  less  as  a matter  of  fact. 

Pulmonary  complications  have  been  found  to  occur  in  from  1 per  cent  to  5 per  cent  of 
all  postoperative  cases.  The  data  here  presented  cover  the  number  of  cases  that  occurred 
on  the  surgical  division  in  the  years  1931-1932  at  Receiving  Hospital  in  Detroit.  Most  of 
these  cases  were  classed  as  major  surgical 
procedures  and  occurred  on  general  sur- 
gery, the  specialty  services  of  neurology, 
urology,  gynecology  and  proctology.  We 
are  aware  of  the  fact  that  pulmonary  com- 
plications directly  attributable  to  the  anes- 
thesia do  occur  in  minor  operative  proce- 
dures. 

In  the  twenty-four  month  period  investi- 
gated there  was  a total  of  8,212  anesthetics 
given.  In  this  number  there  occurred 
eighty-seven  definitely  proven  postoperative 
pulmonary  complications  with  a fatal  out- 
come in  thirty-eight  cases,  giving  a morbid- 
ity of  1 per  cent  for  the  entire  group  and  a 
mortality  of  44  per  cent  for  the  smaller 
group.  This  mortality  figure  is  consider- 
ably higher  than  most  of  the  figures  pre- 
sented in  a table  of  authors  compiled  by 
Eliason  and  McLoughlin  in  1932.  Here 
are  thirty-eight  patients  that  had  a fatal 
termination,  sufficient  evidence  to  emphasize 
to  the  surgical  staff  the  seriousness  of  post- 
operative complications. 

Chart  I gives  the  incidence  of  pulmonary 
complications  in  various  months,  the  solid 
line  being  1931,  the  broken  line  1932,  a few 
less  than  in  the  previous  year.  Only  those 
cases  in  which  a definite  diagnosis  of  pulmo- 
nary complications  have  been  established  are 
here  reported.  In  fifty  instances  positive 
findings  were  obtained  by  x-ray.  There  were 
fifteen  of  the  cases  studied  at  autopsy  and 
only  three  cases  were  studied  and  treated  by 
bronchoscopic  examination. 

The  average  range  of  anesthetics  per 
month  varied  between  300  and  375. 


*Read  before  the  Section  on  Surgery  at  the  113th  Annual 
Meeting  of  the  Michigan  State  Medical  Society  at  Grand 
Rapids,  Michigan,  Sept.  14,  1933. 

fDr.  Lemley  is  a graduate  of  the  Virginia  Medical  School 
of  the  class  of  1924.  He  limits  his  practice  to  general  sur- 
gery. He  is  instructor  in  surgery  in  the  Detroit  College  of 
Medicine  and  Surgery  and  also  surgeon  of  the  Detroit 
Polyclinic. 


Total  1932—40 


Chart  II  shows  the  types  of  anesthesia 
used  and  the  number  and  kind  of  complica- 
tions. Ether  by  the  open  drop  method  was 
most  commonly  used,  spinal  anesthesia  was 
frequently  used  and  one  may  note  that  the 
number  of  complications  occurring  are 
practically  the  same  as  for  ether.  In  the 
past  the  anesthetic  agent  employed  has  been 
singled  out  as  a direct  causative  factor  in 
pulmonary  complications.  The  figures  in 
this  series  do  not  bear  out  that  assertion. 

Chart  III  shows  the  kind  of  operations 
and  the  number  of  complications  encoun- 
tered. Abdominal  operations  show  a pre- 
dominance in  the  incidence  of  postoperative 
pulmonary  complications.  Two  patients  in 
the  genito-urinary  group  shown  were  sub- 
jected to  the  simplest  of  operative  proce- 
dures. One  a circumcision  on  a child, 
another  a diagnostic  cystoscopy.  The 
youngest  patient  reported  with  pulmonary 
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CHART  II.  TYPES  OF  ANESTHESIA — PULMONARY  COMPLICATIONS 
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Emb.  Total 
1 37 

1 32 

0 9 

1 7 

0 1 

0 1 
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complications  was  thirteen  months  of  age, 
a circumcision,  and  he  recovered.  The  old- 
est patient  was  seventy-five  years  old  and 
he  expired  the  fifth  day  after  a perineal 
prostatectomy.  The  average  age  of  the 
patients  who  developed  postoperative  com- 
plications was  thirty-three  years.  Fifty 
of  the  patients  were  between  the  ages  of 
twenty  and  forty  years. 

Sixty-three  per  cent  of  this  series  oc- 
curred in  male  patients.  It  is  an  accepted 
axiom  that  male  subjects  show  a higher  in- 
cidence of  respiratory  infections.  There  is 
an  appreciable  increase  in  postoperative  pul- 
monary complications  in  the  male  over 
the  female,  the  ratio  being  3:2. 

Receiving  Hospital  is  one  of  Detroit’s 
largest  charity  institutions  and  is  main- 
tained for  emergency  medical  and  surgical 
conditions.  In  our  analysis  there  were 
nineteen  colored  patients  that  developed 
postoperative  pulmonary  complications, 
with  a fatal  outcome  in  fifteen  instances,  a 
mortality  rate  of  seventy-eight  per  cent  for 
the  group  developing  complications. 

It  has  been  reported  frecpiently  that  pul- 
monary complications  have  a greater  inci- 
dence following  abdominal  surgery.  This 
report  confirms  that  statement.  In  the  two- 
year  period  investigated  there  were  thirty- 
two  hundred  and  forty  laparotomies,  fol- 
lowed by  sixty-six  instances  of  postopera- 
tive pulmonary  complications.  Of  this 
number  there  were  twenty-eight  deaths,  a 
mortality  of  42  per  cent.  This  latter  figure 
is  slightly  less  than  the  total  percentage 
mortality  of  the  entire  series,  which  was  44 
per  cent. 

As  to  the  causative  factors  involved  in 
pulmonary  complications,  there  are  several 
that  have  been  advanced  with  clinical  re- 
ports in  support.  Henderson  describes  “the 
acapnial  position  of  the  lungs  as  one  near  or 
below  that  of  normal  expiration,  a condition 
of  prolonged  deflation.  In  this  position  the 
thoracic,  diaphragmatic  and  abdominal 


CHART  III.  OPERATIONS  AND 
COMPLICATIONS 
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Appendix — acute  

Appendix — chronic  
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movements  of  breathing  are  carried  on  at 
such  a low  level  as  to  leave  some  parts  of 
the  lung  unventilated,  thereby  permitting  an 
accumulation  of  mucus,  blocking  of  airways 
depression  of  tonus  in  those  muscles  which 
normally  keep  the  thorax  expanded.  This 
acapnial  atonic  state  applies  to  all  muscles 
of  the  body.  It  affords  an  explanation  not 
only  of  atelectasis  but  also  of  postoperative 
shock.  Loss  of  general  tonus  permits  stag- 
nation of  blood  in  the  A^enules,  it  contributes 
to  the  development  of  atelectasis,  for  any 
slowing  of  the  circulation  decreases  oxygen 
content  of  venous  blood  and  the  lowered  gas 
pressure  in  this  blood  promotes  absorption 
of  gases  from  any  occluded  spaces  in  the 
lung.  Inhalation  of  carbon  dioxide  in- 
creases the  general  tonus  of  the  body  and 
rapidly  restores  the  blood  alkali.’’  Muller, 
Overhalt  and  Pendergrass  recently  have 
shown  in  a series  of  patients  examined  by 
x-ray,  the  following  day  after  abdominal 
operations,  that  there  was  an  elevation  of 
the  diaphragm  and  reduction  in  its  move- 
ments. They  further  showed  that  there 
was  as  much  as  75  per  cent  reduction  in 
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the  lung  capacity.  This  favors  accumula- 
tion of  secretion  in  the  bronchial  tree  and 
subsequent  blockage  of  a bronchus. 

Hudson  and  Jarre  with  their  quick  series 
x-ray  films  have  demonstrated  clearly  the 
peristaltic-like  movements  in  the  bronchial 
tree  after  the  injection  of  an  opaque  oil. 
It  would  seem  that  the  excessive  use  of 
strong  sedatives  would  tend  to  decrease  the 
peristaltic  movements,  favoring  accumula- 
tion of  secretions  and  possible  subsequent 
blockage  of  the  bronchi.  There  are  many 
other  extraneous  factors  in  the  causation 
of  postoperative  pulmonary  complications, 
such  as  tight  abdominal  dressings,  allowing 
the  patient  to  slump  down  in  bed  when 
placed  in  semi-sitting  posture,  decreased 
fluid  intake  and  the  excessive  use  of  strong 
sedatives. 

Is  it  not  possible  that  the  routine  use  of 
morphine  and  atropine  before  operation  and 
the  rather  injudicious  use  of  morphine  post- 
operativelv  may  be  factors  leading  to  such 
complications  as  those  under  discussion? 
There  are  many  other  factors  that  could  be 
considered. 

Postoperative  pulmonary  complications 
do  occur  more  frequently  than  one  would 
expect.  Undoubtedly  many  of  these  condi- 
tions clear  up  with  little  or  no  treatment. 
The  majority  develop  into  serious  condi- 
tions that  require  careful  systematic  care. 
Those  in  charge  of  the  post-surgical  care 
should  be  educated  to  he  on  the  alert  for 
respiratory  conditions,  if  the  incidence  and 
mortality  rate  are  to  be  lowered.  Upper 
respiratory  complications  require  symptom- 
atic treatment.  Conditions  that  develop  in 
the  lungs  proper  require  immediate  and  per- 
sistent attention.  Frequent  change  in  posi- 
tion with  deep  breathing  exercises  may  suf- 
fice. The  frequent  use  of  carbon  dioxide 
inhalations  of  a 30  per  cent  mixture  has 
almost  a specific  action  against  the  develop- 
ment of  atelectasis.  If  these  efforts  have 
been  carried  out  efficiently,  and  the  desired 
results  have  not  been  obtained,  broncho- 
scopic  intervention  should  be  resorted  to  at 
an  early  date.  Excessive  tenacious  secre- 
tions can  be  removed  with  a minimum  of 
distress  to  the  patient,  oftentimes  avoiding 
a pneumonitic  process  or  a lung  abscess.  It 


may  be  necessary  to  do  repeated  broncho- 
scopic  aspirations. 

SUMMARY 

1 . Eighty-two  hundred  and  twelve  anes- 
thetics were  given  in  1931-1932.  A total 
of  eighty-seven  postoperative  complications 
occurred,  with  thirty-eight  fatalities. 

2.  Postoperative  morbidity  was  1 per 
cent. 

3.  Forty-four  per  cent  of  the  patients 
that  developed  postoperative  pulmonary 
complications  had  fatal  outcome. 

4.  The  anesthetic  agent  plays  little  or  no 
part  as  a causative  factor  in  postoperative 
pulmonary  complications. 

5.  The  greatest  number  of  complica- 
tions followed  abdominal  surgery. 

6.  Ratio  of  male  to  female  was  3:2. 

7.  A suggested  outline  for  the  post- 
operative care  of  pulmonary  complications 
is  presented. 

CONCLUSIONS 

1.  A program  of  prevention  should  be 
followed  closely.  This  would  include  the 
treatment  and  prevention  of  any  upper 
respiratory  infection. 

a.  Overindulgence  of  depressing  drugs 
such  as  morphine,  atropine  and  the 
barbituric  acid  derivatives  should  be 
avoided. 

b.  Promotion  of  deep  breathing  by  turn- 
ing the  patient  from  side  to  side.  Fre- 
quent administration  of  carbon  di- 
oxide mixtures. 

c.  Full  and  early  recourse  to  the  x-ray 
for  diagnostic  purposes. 

2.  When  above  measures  fail  to  prevent 
or  relieve  a developing  pulmonary  complica- 
tion, the  patient  is  entitled  to  the  free  access 
to  the  bronchoscopist. 

REFERENCES 

1.  Eliason,  E.  L.,  and  McLoughlin,  Chas. : Postoperative 

pulmonary  complications.  Surg.,  Gyn.  & Obst.,  1932, 
55:716. 

2.  Henderson,  Y. : Acapnia  as  a factor  in  postoperative 

shock,  atelectasis  and  pneumonia.  J.  A.  M.  A.,  1930, 
95:573. 

3.  Hudson,  W.  A.,  and  Jarre,  Hans:  Functional  studies  of 
tracheo-bronchial  tree  with  aid  of  Cin-ex  camera.  Brit. 
Jour.  Rad.  (Nov.),  1929,  new  series,  2:23. 

4.  Hudson,  W.  A.,  and  Jarre,  Hans:  Motor  phenomena  of 
tracheo-bronchial  tree.  Read  at  the  meeting  of  the  Na- 
tional Tuberculosis  Association,  Syracuse,  New  York, 
May  13,  1931. 

5.  Muller,  G.  P.,  Overhalt,  R.  H.,  and  Pendergrass,  E.  P. : 
Postoperative  hypoventilation.  Arch.  Surg.,  1929,  19: 
1322. 


January,  1934 


LYMPHOSARCOMA  INVADING  THE  ORBIT— SISSON 

LYMPHO-SARCOMA  INVADING  THE  ORBIT 


21 


R.  J.  SISSON,  M.D.,  F.A.C.S.+ 
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Orbital  tumors  are  comparatively  rare.  At  Morefield’s  Hospital  in  1930,  there  were 
52  372  out-patients.  In  this  group  of  patients  there  was  only  one  case  of  orbital  neoplasm 
diagnosed.  In  the  same  year,  at  the  New  York  Eye  and  Ear  Infirmary,  there  were  35,869 
out-patients;  nine  orbital  tumors  were  diagnosed  in  this  group. 


CASE  REPORT 

J.  N.,  male,  aged  fifty,  entered  Massachusetts 
Eye  and  Ear  Infirmary,  November  9,  1924.  Family 
history:  negative.  Past  history:  general  health 

good.  Gonorrhea  ten  years  ago.  Chancre  denied. 
There  had  been  no  loss  of  weight  and  no  serious 
illness  up  to  the  onset  of  the  present  illness. 

Present  Illness:  Chief  complaint,  pain  in  the 

left  eye.  Five  weeks  previous  to  entrance  patient 
had  an  attack  of  “la  grippe,”  with  nasal  discharge. 
The  eye  became  sore  at  the  same  time.  It  improved 
in  two  days,  but  became  painful  three  weeks  later. 
Treated  by  local  medical  doctor  with  hot  com- 
presses. Pain  steadily  increased.  About  two  weeks 
prior  to  entrance,  patient  noticed  protrusion  of  the 
left  eye,  which  had  increased.  Decreased  vision 
and  diminution  of  motility. 

Physical  Examination:  A well-nourished  male, 

lying  quietly  in  bed.  The  sinuses  transilluminated 
well.  There  was  no  evidence  of  nasal  infection. 

The  tonsils  were  not  enlarged.  There  were  many 
teeth  missing  and  much  pyorrhea  was  present. 
The  thyroid  was  not  enlarged,  and  there  were  no 
glandular  enlargements.  The  heart,  lungs  and  re- 
flexes were  normal.  Pulse,  72.  Temperature,  98.6. 
Respiration,  18.  Blood  pressure,  140/90. 

Ocular  Examination:  O.D.  Vision,  20/30,  im- 

proved to  20/20  with  correcting  lenses.  Extra- 
ocular movements  were  normal.  There  was  no 
ptosis.  Conjunctiva  was  not  congested.  There  was 
no  displacement  of  the  plica  semilunaris.  The  cor- 
nea was  of  normal  size,  and  of  normal  curvature, 
and  there  were  no  surface  abrasions  or  ulcerations. 
Tactile  sensation  was  normal.  Anterior  chamber 
was  of  normal  depth,  and  there  were  no  increased 
cells.  The  iris  was  of  dark  brown  color.  The  pupil 
was  4 mm.  in  diameter  and  reacted  promptly  to 
light,  both  direct  and  consensual,  and  to  accommoda- 
tion. The  fundus  showed  a moderate  sclerosis  of 
the  arteries,  with  some  hyperemia  of  the  disc.  The 
vitreous  was  normal.  The  visual  field  was  normal 
in  its  periphery  and  centrally.  Hertel  exophthal- 
mometer reading,  14. 

O.S.  Vision  20/100,  not  improved.  Hertel  exoph- 
thalmometer reading,  28.  The  conjunctiva  was  ex- 
tremely edematous  and  red,  to  the  point  that  it  was 
almost  over  the  edge  of  the  lower  lid.  Ocular  motil- 
ity was  almost  completely  paralyzed.  The  upper  lid 
was  markedly  ptosed.  The  intraocular  tension  was 
normal.  There  was  no  tenderness  of  the  globe  to 
pressure  and  with  a stethoscope  no  bruit  could  be 
heard,  and  no  thrill  was  palpable.  The  pupil  was  8 
mm.  in  diameter,  and  reacted  promptly  to  light,  both 
direct  and  consensual,  and  feebly  to  accommodation. 
In  the  anterior  portion  of  the  vitreous  there  were 
many  snow-ball-like  bodies  (asteroid  hyalitis).  The 
fundus  showed  a marked  venous  engorgement  and 
disc  hyperemia.  There  was  no  choking  of  the  disc, 

tDr.  Sisson  is  a graduate  of  Syracuse  University,  B.S., 
1920;  Medical  college,  M.D.,  1922.  He  was  House  Surgeon 
at  the  Massachusetts  Eye  and  Ear  Infirmary,  1923-24,  and 
was  elected  Fellow  of  the  American  College  of  Surgeons  in 
1929.  His  specialty  is  Ophthalmology.  He  is  on  the  staff 
of  Harper,  Children’s  and  St.  Mary’s  Hospitals,  Detroit. 


and  no  hemorrhages,  or  exudate.  There  was  no 
edema  over  the  mastoid  area. 

Laboratory  Findings:  Blood  Wassermann  and 

urine  negative.  White  blood  count,  7,500.  Poly- 
morphonuclear leukocytes,  65  per  cent.  Small  and 
large  lymphocytes,  35  per  cent.  No  eosinophiles, 
x-ray  of  the  sinuses  negative.  ,•  Basal  metabolism 
not  done. 

Clinical  Course. — There  was  no  temperature  at 
any  time,  and  the  patient  felt  well  at  all  times.  The 
case  history  suggested  thrombosis  of  the  cavernous 
sinuses,  except  that  the  patient  did  not  seem  to  be 
ill,  other  than  for  his  ocular  pain.  The  x-ray 
and  nose  and  throat  examinations  were  entirely 
negative.  The  diagnosis  of  orbital  new  growth  was 
made.  Vision  continued  to  decrease  to  the  point 
where  on  November  14,  1924,  the  pupil  did  not  react 
well  to  light  and  light  projection  was  present  in- 
feriorally  only.  The  pain  increased,  and  chemosis 
of  the  lower  conjunctiva  increased  to  the  point 
where  the  conjunctiva  was  extruded  over  the  lower 
lid.  It  was  deemed  advisable  to  do  an  exploratory 
operation  of  the  orbit. 

On  November  18,  1924,  a Kroenlein  operation  was 
done  on  the  left  orbit.  The  lateral  wall  of  the  orbit 
was  resected,  the  external  rectus  muscle  divided, 
after  which  a firm  nodular  tumor  could  be  palpated 
in  the  muscle  cone,  at  or  near  the  apex  and  extend- 
ing around  the  optic  nerve  nasally.  This  tumor  was 
removed  by  finger  dissection,  and  the  periosteum 
closed  with  catgut,  the  skin  and  muscles  with  silk 
and  catgut. 

The  pathological  report  of  the  excised  tissue, 
made  by  Dr.  F.  H.  Verhoeff,  was  “lympho-sarcoma 
invading  the  orbit.” 

On  December  3,  1924,  an  exenteration  of  the  left 
orbit  was  done.  This  was  very  difficult  because  of 
the  previous  operative  interference,  and  there  was 
a tremendous  amount  of  hemorrhage  and  tissue  re- 
action. The  inferior  orbital  plate  was  eroded  and 
so  was  the  lateral  wall  of  the  ethmoid. 

The  pathological  report  on  the  orbital  contents, 
made  by  Dr.  F.  H.  Verhoeff,  was  “lympho-sarcoma; 
exposure  keratitis  with  purulent  iritis ; optic  disc, 
slightly  cupped.” 

On  December  5,  1924,  the  patient  was  seen  by 
Dr.  Green,  of  the  Massachusetts  General  Hospital 
X-ray  Department,  who  advised  x-ray  therapy. 
Three  treatments  of  55  minutes  each  were  given 
between  December,  1924,  and  July,  1925. 

On  August  11,  1932,  he  reported  by  letter  that  the 
small  cavity  extending  from  the  orbit  into  the  nose 
never  healed  completely,  and  that  there  had  been  no 
recurrence  of  the  tumor,  and  that  his  general  health 
is  excellent,  and  he  has  had  no  further  trouble 
whatsoever. 

Differential  Diagnosis.- — The  following  conditions 
were  considered : 

1.  Thrombosis  of  the  cavernous  sinus. 

2.  Sinusitis. 

3.  Arterial  aneurysm. 

4.  Periostitis. 

5.  Trichiniasis. 

6.  Orbital  tumor. 
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1.  In  thrombosis  of  the  cavernous  sinuses,  the 
patient  would  present  a picture  of  a more  grave 
illness,  and  there  would  have  been  a venous  en- 
gorgement of  the  other  eye. 

2.  The  absence  of  pus  in  the  nasal  cavities,  the 
negative  local  examination,  and  the  negative  x-ray 
plates  ruled  out  sinusitis. 

3.  Although  the  absence  of  a pulsation  or  bruit 


Fig.  1.  November  16,  1924.  Exophthalmos,  edema  of  the 
conjunctive  and  ptosis  of  the  left  eye. 


did  not  entirely  eliminate  arterial  aneurism,  they 
made  it  very  improbable. 

4.  In  a periostitis  the  eyeball  is  not  usually  pro- 
ptosed  almost  directly  forward.  The  indication  was 
that  something  in  the  muscle  cone  Was  causing  the 
protrusion. 

5.  Trichiniasis  was  ruled  out  by  the  history,  the 
absence  of  eosinophilia  and  the  presence  of  the  nor- 
mal temperature. 

6.  By  exclusion  the  diagnosis  of  orbital  tumor 
was  considered  to  be  most  likely.  The  point  against 
this  was  the  short  duration  from  a history  point  of 
view.  This,  of  course,  was  not  accurate.  It  is 
probable  that  the  limitation  of  motion  and  the  ex- 
ophthalmia were  present  for  some  time  prior  to  the 
date  set  by  the  patient. 

Comment. — The  case  presented  was  diag- 
nosed by  exclusion.  There  was  extreme 
chemosis  of  the  conjunctiva  with  marked 
exophthalmos  and  immobility.  The  tem- 
perature, blood  count,  x-rays  of  the  sinuses 
and  laboratory  determinations  were  normal. 
The  tumor  proved  to  be  of  a malignant  type, 
and  the  fact  that  it  was  extending  into  the 
orbit  called  for  the  immediate  exenteration. 
The  fact  that  an  erosion  was  present  into 
the  lower  orbital  well  and  ethmoid  indicated 
that  the  tumor  had  been  growing  for  a con- 
siderable length  of  time.  The  complete  re- 
covery following  the  exenteration  and  x-ray 
treatments  demonstrated  that  even  a malig- 
nant tumor  with  extensions  beyond  the  orbit 
responded  to  the  therapeutic  measures  em- 
ployed, and  that  complete  reliance  cannot  be 
placed  on  x-rays  for  diagnostic  interpreta- 
tions. In  the  x-ray  the  floor  of  the  orbit 
should  have  shown  the  extending  process. 


THE  PRACTICE  OF  MEDICINE  IN  GERMANY* 
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Dr.  J.  W.  Rigterink  asked  me  to  read  to  you  a paper  on  the  Practice  of  Medicine  in 
Germany.  I take  great  pleasure  in  doing  so,  since  my  own  experience  of  about  four  years’ 
practice  in  Germany  and  about  eleven  years  in  the  United  States  has  taught  me  that  there 
are  some  decided  differences  in  the  practice  of  medicine  in  these  two  countries,  which  I 
believe  are  of  some  interest  to  you.  By  calling  yOur  attention  to  what  from  the  American 
viewpoint  might  be  called  “different,”  it  will,  in  my  opinion,  be  the  quickest  way  to  cover 
the  question.  Of  special  interest  are  three  subjects: 


‘Feature  paper  as  delivered  before  the  St.  Mary’s  Hospital 
Staff  Meeting. 

tDr.  Mollmann  received  his  medical  education  at  the  Uni- 
versities of  Heidelberg,  Munich  and  Wurzburg,  graduating 
from  Wurzburg  in  1919.  For  two  years  he  was  assistant  in 
head  surgery  in  the  clinic  of  Geheimrat  Terburggen  in  Hagen, 
and  for  one  year  assisted  in  general  surgery  in  various  sur- 
gical clinics  in  Germany.  In  1923  he  obtained  the  American 
license  in  Topeka,  Kansas,  and  at  present  is  practicing  sur- 
gery of  the  head  in  Grand  Rapids. 


1.  The  medical  training. 

2.  The  insurance  system. 

3.  Selected  items  of  interest  about  a few 
major  medical  problems  in  Germany. 

At  the  German  universities  the  education 
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in  medicine  covers  a minimum  of  five  years. 
The  clinical  subjects  are  treated  in  practical- 
ly the  same  manner  as  in  the  United  States. 
But  it  appears  to  me  that  the  basic  sciences 
as  physics  and  chemistry,  also  zoology  and 
botany,  including  some  mathematics,  are  cov- 
ered more  thoroughly.  These  subjects  are 
not  taught  by  medical  men,  but  by  the  chiefs 
of  the  respective  departments  of  the  univer- 
sities, who  also  conduct  the  examinations  in 
these  subjects  for  medical  students.  There 
are  only  two  examinations:  one  after  two 
and  one-half  years  called  the  “Phvsicum” 
and  the  other  after  five  years  called  the 
“Final”  examination.  During  these  five 
years,  the  German  student  enjoys  a remark- 
able freedom  which  is  rather  unknown  in 
other  universities.  He  chooses  his  teachers, 
his  courses,  his  hours  of  work  and  of  play. 
If  he  prefers  to  study  at  home,  he  may  do 
so;  if  he  prefers  to  attend  the  lectures,  it  is 
up  to  him  to  decide.  There  are  no  roll 
calls.  In  fact  he  may  do  as  much  or  as 
little  as  he  wishes  to.  Nobody  cares.  He 
is  encouraged  to  travel  from  one  university 
to  the  other  that  he  may  become  acquainted 
with  other  teachers  and  other  viewpoints. 
This  student  may  stay  at  home  for  an  entire 
semester  and  he  will  not  get  in  trouble  about 
his  matriculation.  But  as  soon  as  he  asks 
for  admission  to  any  examination,  matters 
are  entirely  different.  He  either  knows  or 
fails.  Naturally  under  this  system  of  re- 
markable freedom,  many  young  students 
neglect  their  studies  and  go  astray.  But  it 
is  the  opinion  of  the  German  educators  that 
the  academic  youth  has  to  know  what  he 
wants. 

The  internship  is  of  the  rotation  type,  as 
in  the  United  States.  The  intern  is  usually 
given  one  or  two  wards,  where  he  has  to 
do  all  examinations,  all  laboratory  work 
and  the  writing  of  records  of  his  ward 
cases.  For  advice  he  asks  his  supervisors, 
to  whom  he  is  responsible. 

Passing  the  final  examination  at  the  uni- 
versity gives  the  title  physician.  There  are 
no  State  Board  examinations.  The  degree 
of  doctor  is  a purely  academic  degree  and 
obtained  only  by  writing  a thesis,  which 
usually  is  accomplished  in  from  six  to 
twelve  months.  After  the  internship  is 
completed  by  a short  legal  procedure  the 
right  to  practice  medicine  as  general  practi- 
tioner is  obtained. 

If  the  general  practitioner  is  so  inclined 
and  has  a little  money,  he  takes  additional 


training  in  some  specialty  at  the  university 
clinics  or  at  some  large  municipal  hospital. 
In  order  to  call  himself  a specialist  he  has 
to  prove  additional  training  of  at  least  two 
years  in  the  specialties  of  internal  medi- 
cine, or  in  ear,  nose  and  throat  diseases, 
or  in  obstetrics  and  gynecology  or  derma- 
tology. About  six  years  ago  the  time  of 
specialization  was  increased  to  three  years 
in  the  specialties  mentioned.  In  order  to 
call  himself  a general  surgeon,  he  has  to 
prove  four  years  training  in  general  sur- 
gery. These  rules  are  rigidly  enforced  by 
the  German  medical  association. 

The  professorship  is  obtained  practically 
only  by  a prolonged  study  in  some  specialty 
at  the  university  clinics.  The  average  time 
for  the  advancement  to  professorship  is 
twelve  to  fifteen  years.  This  means,  that  a 
professorship  under  the  age  of  forty  is  prac- 
tically unknown. 

So  much  about  the  academic  life.  I be- 
lieve you  will  be  far  more  interested  in  the 
German  medical  insurance  system,  since 
there  seem  to  be  tendencies  in  the  United 
States  for  a generalized  health  insurance 
system. 

The  German  medical  insurance  system 
takes  its  origin  from  a recommendation  of 
the  old  chancellor  von  Bismarck.  He  stated 
in  1884:  “If  the  working  man  is  healthy, 
give  him  opportunity  for  work;  if  he  is  ill, 
give  him  medical  attention;  if  he  is  old,  give 
him  a pension  as  long  as  he  lives,”  When 
Bismarck  made  this  remarkable  recommen- 
dation to  the  German  government,  he  did 
not  know  what  would  develop  out  of  it.  At 
first  in  a few  small  bureaucratic  offices, 
money  was  collected  from  the  manufactur- 
ers for  the  purpose  of  giving  first  medical 
aid  to  the  working  man.  Everything  was 
quite  idealistic,  but  the  bureaucratic  clerks 
and  the  political  wire  pullers  very  soon 
learned  to  recognize  the  opportunity  to  gain 
influence  and  power.  The  insurance  agen- 
cies gradually  obtained  the  aid  of  govern- 
mental legislation  which  was  most  favor- 
able for  the  expansion  of  the  insurance  sys- 
tem. Very  gradually  a large  political 
machinery  developed.  Not  only  working 
men,  but  about  90  per  cent  of  all  German 
citizens  of  all  walks  of  life  were  included 
in  the  health  insurance  system.  By  gov- 
ernment law  a fair  percentage  of  money 
was  taken  directly  out  of  their  salary.  The 
money  traveled  at  first  to  the  insurance 
agencies.  After  the  insurance  agents  were 
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paid,  and  funds  were  created  for  the  expan- 
sion of  the  insurance  system,  the  rest  of  the 
money  was  divided  up  among  the  doctors, 
druggists,  and  hospitals  in  a ratio  as  doc- 
tors, druggists  and  hospitals  had  partic- 
ipated in  the  care  of  the  sick.  During  the 
last  twenty  years  under  the  strong  influence 
of  marxistic  regime,  the  gigantic  insurance 
system  in  Germany  became  the  welcome  tool 
of  its  powerful  leaders  and  managers  to 
still  increase  their  power  for  the  sole  ego- 
tistic purpose  of  political  influence.  The  im- 
mense system  ceased  to  be  an  organization 
for  the  purpose  of  general  welfare. 

Instead  of  the  patient  calling  his  doctor 
for  medical  aid,  the  patient  by  force  of  the 
law  calls  and  pays  his  insurance  organiza- 
tion, which  in  turn  hires  and  selects  the 
doctor,  the  hospital  and  the  druggist. 

Minimum  fees  were  calculated  for  the 
doctors,  the  druggists,  and  the  hospitals. 
Before  patients  could  go  to  a doctor,  they 
first  had  to  obtain  from  the  office  of  the 
insurance  agencies  a slip  of  paper,  guaran- 
teeing to  the  doctor  the  minimum  fee.  The 
insurance  agencies  had  definite  office  hours, 
where  the  patients  or  their  relatives  had  to 
stand  in  line  and  wait  for  the  slip  of  paper. 
I know  of  instances  when  it  was  necessary 
for  the  police  forces  to  guard  the  line  of 
the  waiting  people.  If  in  the  judgment  of 
the  health  insurance  agent  the  patient  had 
just  a minor  disease,  he  was  sent  in  to  some 
other  room  of  the  insurance  building  where 
some  nurse  would  apply  a diathermy  ma- 
chine, or  give  an  electric  light  treatment  or 
some  form  of  hot  air  treatment ; this  meth- 
od of  treatment  was  cheaper  for  the  insur- 
ance agencies  than  h>  hire  a doctor  at  the 
minimum  fee.  A patient  was  of  course  not 
supposed  to  get  sick  while  there  were  no  of- 
fice hours.  Should  this,  however,  occur  and 
the  patient  see  his  doctor  without  first  ob- 
taining tlie  slip,  then  the  doctor  would  have 
no  guarantee  for  ever  obtaining  his  mini- 
mum fee.  And  the  patient  would  have  duly 
to  explain  to  the  insurance  agent  why  he 
could  not  first  notify  the  office  of  the  insur- 
ance agent.  And  often  enough  the  insurance 
agent  would  act  very  stubborn  in  guarantee- 
ing the  medical  expenses  except  in  cases  of 
accident,  where  even  an  insurance  agent 
would  without  difficulty  understand  the 
need  of  immediate  medical  attention. 

During  the  past  twenty  years,  the  funds 
of  the  insurance  system  increased  so  tre- 
mendously, that  they  built  up  most  expen- 


sive mansions  and  palaces  for  their  offices 
in  practically  all  cities.  The  luxury  in  many 
of  these  palaces  is  so  pronounced  that  it 
provokes  the  sharpest  criticism  of  all  right 
thinking  citizens  who  witness  the  serious 
poverty  of  all  hospitals,  medical  centers  and 
private  medical  offices,  which  still  are  the 
proper  places  for  the  care  of  the  sick. 

Now,  how  does  the  system  affect  the  wel- 
fare of  the  patient?  The  patient  had  med- 
ical attention  in  all  cases  of  serious  illness, 
as  he  should  have  it,  but  also  the  patient 
was  at  liberty  to  call  a doctor  for  any  little 
discomfort  for  which  ordinarily  he  would 
not  and  ought  not  call  a doctor.  Experience 
has  shown  that  a great  number  of  patients 
did  take  advantage  and  called  him  upon  the 
slightest  provocation,  as  for  instance  a little 
headache,  nose  bleed,  sore  feet  or  sore  fin- 
gers, for  himself  or  his  family  at  any  time 
of  the  day,  and  especially  of  the  night.  This 
condition,  instead  of  being  duly  corrected, 
soon  became  a welcome  talking  point  to  ad- 
vertise the  humanitarian  mission  of  the  in- 
surance system  to  the  common  people  and 
to  gain  their  hearts  for  socialism  and  marx- 
ism. If  a working  man  was  clever,  and 
many  soon  learned  to  be,  he  had  always 
some  little  ailment  when  his  work  in  the  shop 
became  strenuous ; or  when  he  had  a dis- 
agreement with  his  superiors.  This  type  of 
working  man  also  knew  too  well  that  a most 
painstaking  physical  examination  may  re- 
veal nothing ; and  that  he  would  be  given 
the  benefit  of  the  doubt  as  long  as  be  stuck 
to  his  story.  The  number  of  this  type  of 
patient  was  legion.  Experience  had  shown 
that  insurance  agencies  were  very  lenient 
and  paid  rather  than  lose  the  socialistic 
vote  of  a working  man  who  might  become 
angry  and  turn  against  the  entire  system. 

Of  course  the  patient  paid  very  highly 
for  these  services,  but  since  the  money  was 
taken  out  of  his  salary  before  he  got  it,  he 
did  not  notice  it  as  painfully  as  he  should. 
Besides,  the  man  who  did  work  also  paid 
the  insurance  for  the  man  who  was  out  of 
work  or  did  not  want  to  work.  The  actual 
payments  ranged  from  5 to  10  per  cent  of  the 
income;  the  high  percentage  payments  were 
made  by  the  little  income  and  the  low  per- 
centage payments  by  the  high  income.  A 
short  mathematical  figuring  shows  that  5 
per  cent  of  an  income  paid  annually  will  ac- 
cumulate to  the  whole  value  of  the  income 
in  twelve  years  at  the  common  5 per  cent 
interest  rates.  At  the  10  per  cent  ratio,  the 
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whole  income  of  one  year  will  be  represent- 
ed in  seven  and  one-half  years.  Any  one 
knows  that  the  medical  attention  at  mini- 
mum fees  for  the  average  income  does  not 
cost  an  entire  yearly  income  every  seven  and 
one-half  or  twelve  years  out  of  the  pocket 
of  each  wage  earning  person. 

How  did  this  system  affect  the  doctors? 
Since  about  90  per  cent  of  all  citizens 
belong  to  the  insurance  system,  a doctor  had 
practically  no  chance  to  make  a living  un- 
less he  was  admitted  to,  or,  more  correctly, 
was  hired  by,  the  insurance  agencies.  As 
there  were  many  doctors,  the  insurance 
agencies  soon  began  to  restrict  their  number 
of  doctors.  And  the  unfortunate  doctors 
who  were  not  admitted  to  insurances  had  the 
choice  between  only  three  possibilities  for  a 
living.  Firstly,  they  could  defy  all  insur- 
ances and  try  to  make  a living  from  the  10 
per  cent  of  citizens  who  did  not  belong  to 
any  insurance.  This  could  be  attempted 
only  by  young  doctors  who  had  a lot  of 
money.  Secondly,  they  could  stay  for  five 
or  ten  years  or  even  more,  in  large  hospitals 
or  in  university  centers  and  obtain  an  en- 
viable training  and  experience  in  some  spe- 
cialty. This  was  the  choice  of  a young  doc- 
tor who  had  interest  in  institutional  work 
and  a fairly  good  financial  backing.  Other- 
wise he  could  not  afford  it.  The  third  pos- 
sibility was  the  most  pitiful  condition  of 
young  doctors  who  had  no  money  and  were 
not  admitted  to  the  insurance  system,  and  to 
whom  there  was  no  other  choice  than  to 
underbid  the  minimum  fees  of  the  insur- 
ances, or  to  make  a dishonest  fee-splitting 
private  contract  with  a dishonest  insurance 
agent. 

Let  us  consider  the  doctor  who  is  admit- 
ted to  the  insurance  system.  What  are  these 
minimum  fees?  If  the  dollar  be  considered 
at  is  gold  value,  then  the  insurance  doctor — 
he  may  be  a general  practitioner  or  a spe- 
cialist— would  receive  for  the  ordinary  office 
call  about  25  cents.  For  the  ordinary  house 
call  45  cents.  The  surgeon  would  receive 
for  a tonsillectomy  $5.00,  for  the  uncompli- 
cated appendectomy  or  herniotomy  $12.00 
for  a cholecystectomy  or  a mastoidectomy 
about  $20.00. 

If  one  considers  that  the  ordinary  com- 
modity prices  for  food  are  about  25  to  50 
per  cent  lower  in  Germany,  these  fees  are 
not  so  low  as  they  appear.  But  textiles  cost 
just  as  much  in  Germany  as  in  the  United 
States,  and  automobiles  and  gasoline  costs 


about  twice  as  much.  Now  you  will  under- 
stand that  the  general  practitioner  has  to 
have  about  thirty  to  forty  patients  a day  to 
make  a living.  In  order  to  get  them,  he  has 
to  ask  his  patients  to  return  to  his  office  for 
treatment,  unduly  frequently.  As  a natural 
result  he  has  very  little  time  to  spend  with 
the  individual  patient  and  accordingly  the 
patient  receives  a more  or  less  superficial 
and  less  exacting  examination.  The  doctor 
is  by  no  means  at  liberty  to  prescribe  for  his 
patients  as  he  deems  proper.  The  insurance 
agencies  flatly  refuse  to  pay  for  expensive 
medicines,  or  make  the  patient  pay  an  extra 
fee.  For  instance,  the  insurances  do  not  pay 
for  avertin,  if  avertin  anesthesia  is  given. 
In  the  famous  clinics  of  Professors  Sudeck 
and  Brauer  in  Hamburg  the  insurance  will 
pay  for  an  x-ray  of  a chest  only  if  Profes- 
sor Sudeck  or  Professor  Brauer  state  by 
their  personal  signature  the  necessity  of  the 
x-ray. 

You  will  now  understand  why  the  Ger- 
man medical  profession  has  several  times 
revolted  against  the  outrages  of  these  insur- 
ances which  have  broken  the  natural  rela- 
tion between  patient  and  doctor,  have  un- 
dermined his  dignity  and  professional 
standing,  which  has  crippled  his  services  to 
society  at  large.  But  strikes  against  the  in- 
surances were  always  without  success,  be- 
cause the  insurances  were  too  wealthy  and 
powerful.  A few  years  ago  the  insurance 
agencies  hired  special  physicians,  who  had 
nothing  else  to  do  but  to  watch  that  doctors 
did  not  prescribe  expensive  medicines,  or 
treat  their  patients  too  long  or  use  unneces- 
sary number  of  films  for  their  x-ray  pic- 
tures, or  an  unnecessary  number  of  ban- 
dages for  the  surgical  dressings. 

Now  we  can  draw  a few  conclusions: 

1.  The  German  Medical  insurance  sys- 
tem in  its  present  form  has  failed  in  its  very 
objective  as  a service  to  the  people. 

2.  The  patient,  instead  of  paying  to  the 
doctor  of  his  choice  a respectable  fee  within 
his  means,  pays  an  extravagant  fee,  of 
which  the  greater  part  goes  to  a political 
machine  and  a small  part  to  a doctor  whom 
he  did  not  choose,  and  he  has  to  pay  extra 
fee  for  certain  medicines  and  x-rays. 

3.  The  doctor  receives  a humiliating  fee 
which  cripples  his  ambition  and  decreases 
his  interest  in  academic  advancement.  He 
is  a hired  tool  of  a huge  political  system. 

4.  The  German  insurance  system  is  an 
excellent  example  of  the  disastrous  political 
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exploitation  of  the  natural  private  relations 
between  patients  and  doctors  by  a group  of 
shrewd  politicians  for  the  purpose  of  gain- 
ing tremendous  political  power  and  all  that 
for  the  apparent  justification  and  glorifica- 
tion of  the  socialistic  regime  of  Karl  Marx. 

Now  a few  selected  items  about  a few 
major  medical  problems  in  Germany,  which 
I believe  are  of  interest.  The  items  natural- 
ly must  be  very  selected  and  no  claim  is 
made  for  completeness. 

In  the  United  States  9 per  cent  of  all 
deaths  are  caused  by  tuberculosis ; in  Ger- 
many 12  per  cent.  This  figure  has  been  ex- 
plained by  the  congestion  in  the  cities.  Dur- 
ing and  immediately  after  the  war  the 
deaths  by  tuberculosis  increased  to  the  fear- 
ful figure  of  about  20  per  cent,  and  are  at 
present  again  about  12  per  cent.  Aside  from 
the  usual  treatment  with  sunshine,  rest, 
good  food  and  pneumothorax,  the  dissec- 
tion of  the  phrenic  nerve  as  recommended 
by  Sauerbruch  is  done  on  a large  scale  with 
good  results.  Thoracoplasty  is  done  quite 
frequently  and  not  only  in  the  last  stages. 
Kossel  in  Heidelberg  brought  out  the  sig- 
nificant fact  in  his  bacteriological  studies 
that  in  the  lymph-nodes  of  the  mesenterium 
and  the  neck  the  bovine  bacillus  was  found 
just  as  frequently  as  the  human  bacillus. 
Laryngologists  as  Spiess  and  Terbruggen 
maintain  that  there  is  such  a thing  as  a pri- 
mary tuberculosis  of  the  larynx,  at  least  pri- 
mary to  the  infection  of  the  lungs.  In  Mu- 
nich in  the  clinic  of  F.  Muller,  I learned 
that  the  search  for  the  tuberculosis  bacilli 
by  the  microscope  is  rendered  easier  by  the 
use  of  the  dark  field  upon  specimens  which 
were  stained  in  the  usual  manner  with  car- 
bolfuchsin  and  a contrast  stain.  The  Zeiss 
firm  has  constructed  a new  condenser  which 
by  moving  a little  lever  can  be  converted 
from  a light  field  to  a dark  field  and  again 
to  a light  field.  This  instrument  works  very 
well. 

The  syphilitic  problem  in  Germany  is  in- 
teresting. My  friends  who  practice  derma- 
tology and  internal  medicine  tell  me  that 
primary  and  secondary  lesions  have  practi- 
cally disappeared  from  their  offices.  This 
statement  is  of  course  not  correct  for  met- 
ropolitan cities  and  seaports.  For  the  diag- 
nosis of  the  primary  and  secondary  lesions 
the  dark  field  is  used  a great  deal  and  if 
this  should  fail  the  Giemsa  stain  is  applied 
to  a drop  of  serum  obtained  from  the  mar- 
gin of  the  doubtful  lymph  gland  by  a small 


aspirating  needle,  and  the  spirochetes  are 
demonstrated  in  about  90%  of  the  positive 
cases.  You  know  that  four  years  ago  at  the 
international  serological  congress  in  Copen- 
hagen the  Wassermann  reaction  was  about 
discontinued  as  being  less  reliable  than  the 
flocculation  tests.  Among  the  many  floccu- 
lation tests,  Kahn’s  test  obtained  the  best 
results.  It  is  the  degree  of  flocculation  in 
these  tests  which  allows  the  diagnosis.  Re- 
cently Meinecke  has  published  a test  by 
which  not  the  amount  of  flocculation  but  the 
degree  of  clarification  allows  the  reading  of 
the  result.  This  test  is  now  used  on  a large 
scale  in  Germany. 

Concerning  the  diagnosis  and  treatment 
of  the  lobar  pneumonia,  the  American  meth- 
od of  differentiating  four  types  of  pneumo- 
cocci by  agglutination  and  the  use  of  anti- 
pneumococci serum  for  Type  1 and  Type  2 
is  accepted  and  used  in  German  clinics  with 
great  enthusiasm.  Rosenau  states  that  the 
pneumococcus  III  is  identical  with  Schott- 
muller’s  streptococcus  mucosus  because  the 
latter  coccus  is  soluble  in  ox-bile  and  there- 
fore the  name  streptococcus  is  a misnomer. 
Schottmuller,  however,  states  that  his  bacil- 
lus is  not  soluble  in  bile  and  therefore  is 
streptococcus.  This  question  is  not  yet  set- 
tled. 

Since  films  are  expensive,  there  are  no 
films  used  for  the  teleoroentgenological 
measurement  of  the  size  of  the  heart.  A 
transparent  paper  is  placed  over  the  fluo- 
rescent screen  and  the  outline  of  the  heart 
is  traced  by  a red  pencil.  Then  certain 
mathematical  lines  are  drawn  on  the  paper 
and  the  findings  computed  according  to  the 
age,  size,  weight  and  chest  circumference 
of  the  patient.  At  present  the  tables  of  Gott- 
hardt  are  used  extensively.  Since  the  appa- 
ratus of  Einthofen  for  an  electrocardio- 
gram is  very  expensive,  the  study  of  arryth- 
mic  heart  is  frequently  done  by  simulta- 
neous tracings  of  the  heart-beat  and  the 
waves  of  the  jugular  vein  in  order  to  an- 
alyze the  phases  of  the  ventricles  and  the 
auricles. 

In  surgery  one  point  about  local  anesthe- 
sia is  of  interest.  For  about  ten  years  in  the 
leading  clinics,  novocain  has  been  dissolved 
in  a watery  solution  containing  7 grams 
sodium  chloride  and  4 grams  potassium  sul- 
phate per  liter.  The  addition  of  potassium 
sulphate  increases  the  anesthesia  effect  and 
at  the  same  time  decreases  the  toxicity  of 
novocain.  This  method  is  very  commend- 
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able.  Avertin  anesthesia  is  used  extensively 
as  basic  anesthesia  and  a few  drops  of  ether 
upon  a mask  are  often  added.  Surgical  dia- 
thermia  is  used  a great  deal  for  the  removal 
of  malignant  tumors,  because  the  current 
seals  the  lymphatics  as  it  cuts  them,  and  it 
never  transfers  living  tumor  cells  upon 
healthy  tissue. 

In  obstetrics  the  twilight  sleep  of  Gauss 
has  been  entirely  discontinued.  Avertin  is 
at  present  in  great  favor.  The  number  of 
cesarean  sections  has  increased  very  greatly 
during  the  past  15  years  in  order  to  avoid 
the  dangerous  high  forceps,  difficult  ver- 
sions and  craniotomies.  The  indications  for 
the  classical  and  the  low  cesarean  section 
are  about  the  same  as  in  the  United  States. 
Killand’s  forceps  is  quite  in  favor.  In  cases 
of  serious  hemorrhage,  Momburg’s  method 
is  occasionally  used,  as  it  gives  the  surgeon 


time  to  make  an  accurate  diagnosis  about 
atonia,  cervical  tears  or  placental  pieces  left 
in  the  uterus.  Momburg’s  method  is  not  so 
much  in  favor  in  the  United  States. 

The  very  bad  food  supply  in  Germany 
during  the  world’s  war  has  taught  two  facts 
to  the  obstetrician.  Firstly  the  weight  of  the 
child  is  not  influenced  by  poor  feeding  of 
the  mother.  Secondly,  there  was  a very  con- 
siderable decrease  of  the  number  of  cases 
of  eclampsia  during  the  war.  The  vegetable 
diet  of  the  war  must  have  been  as  much  a 
means  of  prophylaxis  of  eclampsia  as  the 
milk  diet  is.  Now,  milk  contains  a great  deal 
of  protein,  and  the  only  item  in  common 
between  the  milk  diet  and  the  German  war 
diet  is  the  very  high  content  in  inorganic 
salt.  Among  these  salts  much  discussion 
has  been  placed  around  the  calcium. 
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In  1919  in  collaboration  with  a number  of  local  physicians  the  writer  undertook  an 
investigation  of  the  value  of  intravenous  injections  of  neoarsphenamin  in  the  treatment 
of  various  protozoal  infections  of  the  intestines  of  man. 

During  a six  year  period  prior  to  the  beginning  of  this  work,  but  at  the  time  unknown 
to  the  writer,  at  least  fourteen  investigators  in  various  parts  of  the  world  attempted  to 
use  arsphenamin  and  neoarsphenamin  for  the  treatment  of  amebic  dysentery.  The  re- 
ported results  of  the  treatment  are  extremely  variable.  A study  of  the  reports,  how- 
ever, reveals  the  significant  fact  that  when 
comparatively  large  initial  doses  (0.6  gram 
or  more)  were  given  intravenously  appar- 
ently beneficial  results  were  obtained, 
whereas  if  small  initial  doses  were  given 
intravenously,  even  when  these  were  grad- 
ually increased  to  as  much  as  0.9  gram  dur- 
ing a course  of  treatment,  or  when  the  dose 
was  administered  as  a lavage,  the  organisms 
were  but  little  affected.  In  the  work  here 
reported  large  initial  doses  were  used  at 
the  outset.  The  use  of  large  doses  was  sug- 
gested by  the  report  of  Kofoid3  and  his 
associates  that  the  cysts  of  Giardia  muris 
(a  flagellate)  disappeared  from  the  feces  of 

* Approved  for  publication  as  Journal  article  No.  173 
(n.s.)  from  Michigan  Agricultural  Experiment  Station. 


infected  rats  following  intravenous  injec- 
tions of  heavy  doses  of  neoarsphenamin. 

The  first  attempts  by  the  writer  to  utilize 
intravenous  injections  of  neoarsphenamin 
for  the  treatment  of  intestinal  protozoal  in- 
fections were  carried  out  in  collaboration 
with  Dr.  E.  I.  Carr  of  Lansing  in  a case 
of  giardiasis.1  This  work  showed  that, 
while  a single  injection  of  0.6  gram  of  neo- 
arsphenamin caused  a temporary  disappear- 
ance of  the  cysts  of  giardia  from  the  stool 
of  the  patient,  three  intravenous  injections 
of  0.6  gram  apparently  completely  elim- 
inated the  organism.  In  subsequent  work 
in  which  various  physicians  cooperated 
(notably  Dr.  Oscar  A.  Bruegel  of  East 
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Endameba  Dysenteric  (histolytical) 


Case 

Stage  of 
organism 

Number 

of 

Injec- 

tions 

Stool  examinations 
following  first  injection 
(Consecutive  stool) 

6 days 
after 
final 

injection 

1 month 
after 
final 

injection 

6 months 
after 
final 

injection 

9 months 
after 
final 

injection 

1 year 
after 
final 

injection 

1st 

2nd 

3rd 

A.  D.  C. 

6 

mic.  cyst 

2 

+ 

— 

— 

6 — 

E.  w.  c. 

cyst 

1 

+ 

— 

— 

3 — 

M.  R.  C. 

cyst 

1 

+ 

— 

— 

— 

A.  R.  D. 

cyst 

1 

+ 

+ 

— 

— 

4 — 

6 — 

H.  E.  E. 

cyst 

1 

+ 

— 

— 

3 — 

W.  C.  E. 

cyst 

1 

— 

— 

— 

4 — 

A.  J.  F. 

cyst 

1 

— 

— 

— 

3 — 

O.  F. 

cyst 

3 

+ 

— 

— 

— 

6 — 

6 — 

10  — 

10  — * 

L.  J.  M. 

cyst 

1 

+ 

— 

— 

3 — 

W.  E.  O. 

cyst 

1 

+ 

— 

— 

3 — 

S.  S. 

motile 

5 

+ 

— 

— 

— 

6 — 

6 — 

H.  T. 

cyst 

1 

+ 

— 

— 

3 — 

R.  H.  W. 

cyst 

1 

+ 

— 

— 

3 — 

L.  W.  Z. 

cyst 

3 

+ 

+ 

— 

6 — 

L.  P.  B. 

cyst 

1 

0.3G. 

+ 

— 

— 

3 — 

+ 

... 

L.  P.  B. 

cyst 

3 

+ 

+ 

— 

6 — 

3 — 

F.  F. 

cyst 

3 

+ 

— 

— 

— 

6 — 

6 — 

6 — * 

Explanation  of  Signs  in  the  Above  Table 


*These  two  cases  were  examined  several  times  over  a 
period  of  ten  years.  From  six  to  ten  consecutive  stools 
were  examined  each  time. 

+ indicates  presence  of  the  organism  in  the  stool. 


— indicates  absence  of  the  organism. 

. . . indicates  no  data. 

The  numerals  at  the  left  of  the  minus  sign  indicate  the 
number  of  consecutive  stools  examined. 


Lansing  and  Drs.  W.  E.  McNamara,  E.  I. 
Carr,  G.  F.  Bauch  and  C.  A.  Stimpson  of 
Lansing)  several  hundred  infections  involv- 
ing eleven  different  species  of  intestinal  pro- 
tozoa of  man  have  been  successfully  treated 
with  three  intravenous  injections  of  from 
0.6  to  0.9  gram  of  neoarsphenamin  at  five- 
day  intervals. 

Protocols  of  the  data  collected  during  the 
first  year  of  these  investigations  were  pre- 
sented at  the  Michigan  Academy  of  Science 
at  Ann  Arbor  (1921)  but  publication  of 
these  data  was  withheld  for  several  reasons, 
principally  among  which  was  the  advisabil- 
ity of  checking  up  on  the  results  of  treat- 
ment by  the  examination  of  a number  of 
consecutive  stools  over  a period  of  more 
than  one  year,  especially  in  cases  of  End- 
ameba dy sentence  (histolytica) , which  at 
that  time  was  not  endemic  in  Michigan  and 
reinfections,  therefore,  unlikely.  In  view 
of  the  recent  epidemic  of  amebic  dysentery 
in  Chicago,  however,  further  delay  in  the 


publication  of  at  least  that  part  of  the  work 
dealing  with  the  dysenteric  ameba  would 
appear  to  be  inexcusable. 

The  dysenteric  ameba  is  apparently  more 
easily  eliminated  from  the  digestive  tract 
by  the  use  of  intravenous  injections  of  neo- 
arsphenamin than  some  of  the  other  intes- 
tinal protozoa.  In  the  initial  experiments 
on  this  organism,  the  protocol  of  which  is 
presented  below,  0.6  gram  was  used  as  a 
standard  dose.  In  the  work  with  other  or- 
ganisms, however,  it  was  observed  that 
some  of  these,  especially  the  trichomonads 
and  spirochetes  required  as  much  as  0.9 
gram  to  bring  about  their  complete  elim- 
ination. Since  the  microscopic  examina- 
tion of  a single  stool  or  even  the  examina- 
tion of  a series  of  stools  may  fail  to  reveal 
all  of  the  intestinal  protozoa  which  may  be 
present  in  any  given  case,  recommendations 
of  maximum  doses  (0.9  grams  in  the  case 
of  male  and  0.75  in  the  case  of  female  pa- 
tients) in  the  case  of  all  intestinal  protozoal 
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infections  would  seem  to  be  desirable  and 
have  been  the  standard  recommendations 
from  this  laboratory  for  the  past  thirteen 
years. 

Following  the  intravenous  injection  of 

0.6  gram  of  neoarsphenamin  invariably  the 
organisms  were  absent  from  the  third  con- 
secutive stool.  Often  these  were  not  found 
in  the  second  stool.  Even  in  the  case  where 
0.3  gram  was  injected  (first  treatment  of 
case  L.P.B. ) the  organisms  were  absent 
from  the  second  and  third  stools  follow- 
ing the  injection.  They  also  were  absent 
from  three  consecutive  stools  examined  one 
month  after  the  injection  but  found  in  stools 
examined  nine  months  after  the  injection. 
In  the  subsequent  treatment  three  injections 
of  0.6  gram  were  given  at  five  day  intervals. 
This  case  was  examined  at  intervals  for  sev- 
eral years  and  no  organisms  were  found. 

The  above  protocol  merely  presents  data 
on  the  initial  experimental  cases.  During 
the  past  fourteen  years  a large  number  of 
cases  have  been  treated  with  three  intrave- 
nous injections  of  from  0.6  to  0.9  gram 
of  neoarsphenamin.  In  each  case  the  symp- 
toms rapidly  disappeared,  even  in  cases  of 
liver  abscesses  and  arthritis.  Invariably  the 
organisms  disappeared  and  remained  absent 
from  the  patients’  stools. 


Many  physicians  hesitate  to  administer 
intravenously  large  initial  doses  of  neo- 
arsphenamin for  fear  that  the  patient  may 
be  sensitive  to  arsenicals.  In  our  experi- 
ence during  the  past  fourteen  years  no  ill 
effects  other  than  a slight  chill  were  ob- 
served following  injections  of  0.9  gram 
provided  that 

1.  The  neoarsphenamin  was  of  recent 
manufacture. 

2.  The  dose  was  administered  imme- 
diately after  dissolving. 

3.  The  dose  was  all  placed  into  the  blood 
stream  and  none  lost  in  the  other  tissues. 

The  amount  of  water  injected  with  the 
neoarsphenamin  appears  to  be  unimportant. 
Some  physicians  use  100  cubic  centimeters, 
others  only  ten  or  twelve  with  equally  good 
results.  Also  the  method  of  administra- 
tion, whether  by  the  gravity  method  or  the 
syringe  method,  seems  to  be  unimportant. 
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AMEBIC  DYSENTERY 

Twenty-six  cases  of  amebic  dysentery 
were  reported  to  the  Michigan  Department 
of  Health  from  August  first  of  this  year  to 
November  twenty-seventh.  Although  the 
history  is  not  complete  on  all  of  these  cases, 
it  is  evident  that  a great  majority  received 
their  infection  during  a visit  to  Chicago. 
Special  isolation  and  restriction  instructions 
are  being  sent  to  physicians  and  health  offi- 
cers having  cases  in  their  jurisdiction. 

Physicians  are  urged  to  be  on  the  alert 
and  report  any  cases  or  suspected  cases  im- 
mediately to  their  local  health  officer,  who 
in  turn  should  notify  this  department  with- 
out delay.  An  acute  intestinal  attack  with 
frequent  stools  containing  much  mucus  and 
perhaps  blood,  together  with  a history  of 


having  visited  Chicago,  should  suffice  for  a 
tentative  diagnosis  as  amebic  dysentery  un- 
til further  clinical  history  and  laboratory 
examinations  can  be  obtained. 

Stool  specimens  must  be  handled  in  a spe- 
cial manner  for  transportation  to  the  lab- 
oratory. It  is,  therefore,  wise  for  any  phy- 
sician having  a case  at  some  distance  from 
a laboratory  qualified  to*  make  such  exami- 
nations to  get  in  touch  with  the  Michigan 
Department  of  Health. 

While  it  is  not  anticipated  that  amebic 
dysentery  will  become  a major  problem  in 
communicable  disease  control  in  Michigan, 
an  outbreak  such  as  has  occurred  brings 
vividly  to  our  attention  the  fact  that  dis- 
eases which  we  have  considered  tropical  and 
rare  or  non-existent  in  this  state  may  at  any 
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time  become  a real  problem.  It  may  well  be 
that  we  have  had  more  cases  of  this  disease 
in  the  past  than  have  come  to1  our  notice. 
It  is  usual  to  have  a few,  perhaps  half  a 
dozen  or  less,  cases  reported  in  the  state 
each  year. 

Physicians  are  urged  to  read  carefully 
the  articles  in  the  Journal  of  the  American 
Medical  Association  for  November  18, 
1933,  on  the  amebic  dysentery  epidemic. 
Report  from  Chicago  lists  96  cities  that  are 
already  involved,  with  the  prospect  of  many 
more. 

C.  D.  B. 


ANNUAL  PUBLIC  HEALTH  CONFERENCE 

The  Thirteenth  Annual  Public  Health 
Conference  held  in  Lansing  on  November 
8,  9 and  10,  1933,  sponsored  jointly  by  the 
Michigan  Public  Health  Association  and  the 
Michigan  Department  of  Health,  had  a reg- 
istered attendance  of  279  health  officers, 
public  health  nurses,  practicing  physicians, 
dentists,  and  interested  laymen.  This  was  a 
slightly  larger  number  than  registered  last 
year,  and  the  proportion  of  non-registered 
visitors  was  even  higher. 

The  separate  round  tables  for  health  offi- 
cers and  public  health  nurses  that  featured 
the  opening  session  proved  as  popular  as 
ever  and  brought  out  the  largest  first  clay 
attendance  in  recent  years.  Discussion  of 
current  local  problems  occupies  the  round 
tables,  with  no  outside  speakers  and  no 
guests. 

A session  that  drew  an  interested  audi- 


ence was  that  at  which  Herbert  E.  Phillips, 
D.D.S.,  of  Chicago,  spoke  on  “Social 
Trends  as  They  may  Effect  Changes  in  De- 
livering Medical  and  Dental  Care.”  Anoth- 
er crowded  session  was  the  one  given  over 
to  consideration  of  the  effect  upon  nutrition 
and  health  of  present  economic  conditions, 
and  the  resources  available  for  state  emer- 
gency welfare  relief.  A communicable  dis- 
ease symposium  closed  the  Conference,  pre- 
senting the  typhoid  carrier  situation  in 
Michigan,  scarlet  fever,  products  for  diph- 
theria immunization,  and  encephalitis. 

CHILD  HYGIENE  NOTES 

A series  of  Women’s  Classes  is  being 
conducted  in  Wayne  County  by  Dr.  Ida 
Alexander.  The  classes  started  on  October 
31  and  will  continue  for  six  weeks.  During 
the  week  of  November  13  the  attendance 
reached  the  unusually  high  mark  of  736. 

Dr.  G.  B.  Corneliuson  is  giving  lectures 
on  child  hvgiene  and  communicable  disease 
control  before  the  county  normal  training 
classes  as  a part  of  the  Department’s  pro- 
gram of  assistance  in  teacher  training. 

Child  Care  Classes  are  being  conducted 
in  Manistee,  Clare,  Midland  and  Luce 
Counties  by  staff  nurses  of  the  Bureau  of 
Child  Hygiene  and  Public  Health  Nursing. 

Esther  Nash,  R.N.,  is  assisting  physi- 
cians in  Manistee  County  in  the  giving  of 
protective  treatments  against  diphtheria. 
The  following  towns  are  included  in  the 
program:  Wellston,  Stromach,  Filer  City, 
Copemish,  East  Lake,  Arcadia,  and  Bear 
Lake. 


USE  OF  LIVER  EXTRACT  INTRAVENOUSLY 
IN  TREATMENT  OF  PERNICIOUS 
ANEMIA 

Raphael  Isaacs,  Cyrus  C.  Sturgis,  S.  Milton 
Goldhamer  and  Frank  H.  Bethell,  Ann  Arbor, 
Mich.,  gave  1,000  intravenous  injections  of  liver  ex- 
tract to  140  patients  with  pernicious  anemia.  They 
observed  that  substances  causing  reactions  when 
liver  extract  is  given  intravenously  may  be  removed 
by  treatment  with  permutite  and  acetone.  Intra- 
venous injections  of  the  extract  made  from  100  to 
125  Gm.  of  liver  may  be  given  weekly  to  patients 
with  pernicious  anemia  until  the  red  blood  cell  count 
is  normal,  then  once  every  month  as  a maintenance 
dose.  Proper  checks  should  be  used  to  determine  the 
dosage  required  for  each  individual  patient.  A char- 


acteristic “reticulocyte  response”  is  induced  by  this 
type  of  therapy,  but  the  average  maximum  percent- 
age is  higher  than  that  reached  after  about  forty 
times  as  much  material  as  is  usually  taken  by  mouth 
in  divided  doses  daily.  The  subjective  changes  and 
neurologic  improvement  are  marked  features  with 
this  type  of  therapy.  The  intravenous  method  pre- 
sents a distinct  economy  in  the  use  of  liver  material 
and  allows  the  patient  freedom  from  daily  medica- 
tion, and  a nonlimited  diet.  It  also  assures  the  phy- 
sician that  the  patient  is  taking  a known  dose  of 
potent  material  at  regular  intervals.  A favorable  re- 
sponse is  obtained  by  the  intravenous  use  of  liver 
extract  in  a small  group  of  patients  with  pernicious 
anemia  who  do  not  respond  to  liver  or  desiccated 
hog  stomach  when  given  orally. — Journal  A.  M.  A. 
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1934 

The  opening  of  the  New  Year  is  a time 
not  only  for  retrospect  but  for  forecast.  We 
do  not  use  this  word  in  the  sense  of  proph- 
esying for  the  simple  reason  that  prophecy 
is  the  last  thing  we  would  indulge  in  under 
present  conditions.  It  would  be  interesting 
to  look  upon  the  present  social  and  eco- 
nomic situation  in  a detached  way,  as  a 
spectator,  for  in  this  way  only  may  we  be- 
hold it  in  its  true  light.  It  is  difficult,  how- 
ever, to  be  a mere  spectator  when  one  is  in 
the  midst  of  the  game. 

It  is  not  in  our  stars  but  in  ourselves  that 
we  are  underlings,  and  man  is  the  architect 
of  his  own  fortune.  We  have  been  taught 
also  that  there  is  a destiny  that  shapes  our 
ends.  In  the  long  perspective  of  history  one 
cannot  but  feel  that  there  is  a great  deal  to 
be  said  for  that  school  of  historian  which 
might  properly  be  called  determinist,  with 
whom  man  is  but  a pawn  on  the  great  chess- 
board of  life,  moved  backward  and  forward 
by  an  unseen  player — destiny.  The  year 
1933  has  proved  an  Armageddon  for  many. 
What  the  year  1934  may  have  in  store,  it  is 
impossible  to  forecast.  One  thing  is  certain, 
that  we  are  in  an  era  of  rapid  transition. 
The  world  has  witnessed  revolutions  in  gov- 
ernment on  a greater  scale  during  the  past 
two  decades  than  has  occurred  in  a thou- 
sand years.  To  one  whose  interests  are  in- 
clined towards  history,  politics  in  the  larger 
sense  was  never  so  important  as  today. 
Whatever  one’s  political  affiliations,  how- 
ever, it  behooves  him  to  be  patient  with  the 
President  of  the  United  States  in  his  efforts 
towards  recovery.  From  the  very  nature  of 
the  conditions  with  which  the  nation  is  sur- 
rounded, all  such  attempts  are  to  a greater 
or  less  extent  a matter  of  experiment.  Ef- 
forts for  recovery,  if  they  are  to  be  effective 
at  all,  will  be  largely  a matter  of  “trial  and 
error.”  It  would  be  an  almost  superhuman 
person  (and  none  exists)  who  could  chart 
a course  that  would  not  require  to  be  chang- 
ed or  modified  to  meet  conditions  as  they 
are  bound  to  arise.  The  president  and  the 
government  will  be  wise  if  they  do  not  make 
commitments  that  may  compromise  or 
jeopardize  the  future. 

For  centuries  feudalism  was  the  order  of 
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human  society.  Later  came  the  ushering  in 
of  the  industrial  era  with  the  invention  of 
the  steam  engine,  machines  and  so-called  la- 
bor saving  devices  and  with  them  capitalism 
and  the  profit  system.  The  present  genera- 
tion has  no  acquaintance  with  nor  any 
knowledge  of  any  other  form  of  society. 
Caution  therefore  is  the  order  of  the  day, 
with  perhaps  the  majority  in  this  country, 
though  in  European  countries,  particularly 
Germany,  Russia,  Italy,  the  old  and  tried 
forms  of  government  have  been  cast  to  the 
winds.  Many  of  us,  however,  feel  that  it  is 
better  to  bear  the  ills  we  have  than  to  fly  to 
others  that  we  know  not  of. 

The  present  is  a time  of  emergency  meas- 
ures. Who  can  foretell  when  it  will  all 
end?  Emergency  relief  in  the  way  of  pub- 
lic works,  feeding  and  clothing  and  housing 
the  unemployed ; emergency  relief  for  the 
indigent  sick.  The  demands  on  the  federal, 
state  and  local  treasuries  have  been  unprec- 
edented. In  the  end,  however,  the  taxpayer 
must  meet  the  obligation.  When  he  is  no 
longer  able  to  do  so,  what  then?  The  na- 
tion is  sick.  An  effort  is  being  made  to  re- 
vive it  by  stimulants.  There  comes  a time, 
however,  when  stimulants  or  sedatives  be- 
come depleted  or  inert,  when  “all  the  drowsy 
syrups  of  the  world”  lose  their  effect. 

Feudalism  of  centuries  ago  was  not 
a matter  of  choice;,  neither  was  industrial- 
ism and  capitalism,  of  more  recent  date.  If 
we  are  to  have  a new  order  of  society,  pa- 
ternalistic, socialistic  or  other,  its  ushering 
in  will  not  be  the  result  of  the  preaching  or 
propaganda  of  any  socialist  or  other  move- 
ment already  in  existence  but  will  be  the 
result  of  conditions  which  the  nations  of  the 
world  are  powerless  to  direct  or  control.  In 
the  meantime  experience  has  taught  us  the 
value  of  old  and  tried  methods  which  must 
be  adhered  to  with  tenacity.  To  the  student 
of  human  affairs  no  other  period  in  history 
is  so  interesting  as  the  present.  Much  is  be- 
ing written — much  of  it  nonsense — some  of 
it  wisdom;  but  out  of  free  discussion  should 
evolve  a stable  society.  For — 

“From  discussion’s  lip  may  fall 

With  life,  that,  working  strongly  binds — 

Set  in  all  lights  by  many  minds 
To  close  the  interests  of  all. 

* * * 

"Even  now  we  hear  with  inward  strife 
A motion  toiling  in  the  gloom — 

The  spirit  of  the  years  to  come 
Yearning  to  mix  itself  with  life.” 


AMEBIC  DYSENTERY 

The  widespread  incidence  of  amebic  dys- 
entery in  the  United  States  has  become  al- 
most general  knowledge.  The  proximity  of 
Michigan  to  Chicago  means  that  probably 
a larger  percentage  of  the  people  visited  the 
Century  of  Progress  than  those  of  any  other 
state  not  contiguous  on  the  State  of  Illinois. 
It  is  reported  that  cases  are  continuing  to 
appear  in  various  places  throughout  the 
United  States,  not  only  from  the  original 
focus  of  the  disease  but  from  secondary 
foci  as  well.  It  is  apt  to  spread  in  families 
where  a single  member  becomes  ill  of  the 
disease.  A characteristic  that  demands  care- 
ful observation  is  the  long  incubation  period 
which  ranges  from  nine  to  ninety-five  days. 

This  number  of  the  Journal  contains 
comment  by  Dr.  C.  C.  Slemons,  Commis- 
sioner of  Health,  who  reports  twenty-six 
cases  of  amebic  dysentery  from  August  1 
to  November  27,  1933.  Attention  is  called 
to  the  special  article  by  W.  L.  Chandler, 
Resident  Associate  in  Parasitology  at  Mich- 
igan State  College  prepared  at  the  request 
of  Dr.  Barrett,  Epidemiologist  of  the  Mich- 
igan State  Board  of  Health.  This  brief  ar- 
ticle is  particularly  valuable  inasmuch  as  it 
deals  with  the  neoarsphenamin  treatment  of 
intestinal  protozoal  diseases. 


1934  MEMBERSHIP 

The  fiscal  year  of  many,  perhaps  the  ma- 
jority, of  county  medical  societies  corre- 
sponds with  the  calendar  year,  which  is  a 
suggestion  that  membership  dues  should  be 
paid  as  promptly  as  possible  after  the  open- 
ing of  the  New  Year.  Probably  at  no  other 
time  in  the  history  of  county  medical  socie- 
ties or  state  medical  societies  is  the  need  of 
full  membership  so  urgent  as  at  present. 
The  medical  profession  has  its  back  against 
the  wall,  so  to  speak.  The  most  serious  as 
well  as  important  question  facing  us  as  a 
profession  is  whether  we  are  to  manage  our 
own  profession  or  have  it  managed  for  us 
by  non-medical  tribunals.  If  the  manage- 
ment of  the  social  and  economic  problems 
affecting  scientific  medicine  and  medical 
practice  are  to  remain  in  the  hands  of  the 
profession,  it  can  only  be  so  where  the  pro- 
fession is  a unit  and  when  it  is  willing  to 
subordinate  its  unimportant  differences  and 
unite  in  the  common  cause  of  the  group. 

To  quote  a contemporary,  the  Ohio  State 
Medical  Journal:  “To  meet  future  chal- 
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lenges  and  solve  satisfactory  new  questions 
of  concern  to  every  physician,  medical  or- 
ganizations must  function  systematically 
and  effectively.  It  has  done  so  in  the  past. 
No  sales  talk  is  necessary  to  emphasize  the 
importance  and  usefulness  of  medical  or- 
ganization from  the  standpoint  of  the  public 
and  the  medical  profession.  However,  to 
carry  on  to  strengthen  its  forces  to  meet  in- 
creasing problems,  medical  organizations 
must  have  the  enthusiastic  and  undivided  in- 
terest and  active  support  of  every  eligible 
physician.”  This  will  apply  to  Michigan 
with  all  the  force  that  it  applies  to  the  pro- 
fession of  our  neighboring  state  of  Ohio. 

We  have  said  repeatedly  that  next  to  the 
active  performance  of  one’s  duties  should 
come  membership  in  the  county  medical 
society. 

POST-GRADUATE  OPPORTUNITIES 

“A  little  learning  is  a dangerous  thing, 

Drink  deep  or  taste  not  of  Pierian  Spring.” 

How  often  have  we  heard  this  quotation 
as  sort  of  conclusive  evidence  against  lim- 
ited knowledge  of  any  subject.  We  would 
like  to  take  issue  with  this  sentiment  in  as 
much  as  a little  knowledge  is  not  a danger- 
ous thing  if  that  knowledge  is  correct  so  far 
as  it  goes  and  not  misinformation.  Further- 
more a little  knowledge  is  not  a dangerous 
thing  to  the  person  who  is  capable  of  real- 
izing his  limitations.  All  this  is  prefatory 
to  the  movement  which  has  become  popular 
in  Michigan  the  past  few  years  of  undertak- 
ing short  intensive  courses  in  many  medical 
subjects.  These  short  courses  devoted  to  a 
single  subject  have  been  found  of  untold 
advantage  to  physicians  and  surgeons  in  the 
active  practice  of  their  profession.  Last 
month  we  announced  a five  day  post-grad- 
uate course  in  psychiatry  and  neurology 
which  will  begin  January  22,  1934,  under 
the  auspices  of  the  Department  of  Post- 
Graduate  Medicine  of  the  University  of 
Michigan.  This  course  will  be  given  under 
the  direction  of  Dr.  A.  M.  Barrett,  Director 
of  the  State  Psychopathic  Hospital  and 
Professor  of  Psychiatry,  Dr.  Carl  Camp, 
Professor  of  Neurology,  Dr.  Max  Peet, 
Professor  of  Surgery,  and  Dr.  Udo  H. 
Wyle,  Professor  of  Dermatology.  They 
will  be  assisted  by  several  nationally  known 
psychiatrists  from  other  medical  centers. 
Among  other  things  the  course  will  include 
instruction  in  diagnosis  and  management  of 


minor  psychoses.  These  courses  will  be 
suited  to  the  needs  of  the  general  practition- 
er. As  announced,  the  neurological  section, 
which  will  occupy  about  one-third  of  the 
program,  will  present  diagnostic  and  clinical 
demonstrations  of  particular  value  in  gen- 
eral practice.  Further  particulars  in  regard 
to  this  course  may  be  obtained  on  direct  ap- 
plication to  the  Department  of  Post-Grad- 
uate Medicine  at  the  University  Hospital. 


MEMBERSHIP  AND  MEDICAL 
PROTECTION 

The  editor  feels  that  an  explanation  or 
apology  might  be  due  owing  to  the  frequen- 
cy this  subject  has  appeared  in  the  editorial 
department  of  this  Journal  during  the  past 
several  years,  were  it  not  a fact  no  other 
single  subject  has  received  more  attention 
in  state  journals  throughout  the  country. 
Attention  is  drawn  to  extracts  from  an  edi- 
torial in  the  Journal  of  the  Indiana  State 
Medical  Society  on  the  subject  (see  page 
34). 

As  we  have  said  many  times,  malpractice 
suits  would  be  few  and  far  between  were 
doctors  to  refrain  from  commenting  on  the 
results  of  other  physicians’  treatment,  it 
may  be  of  conditions  that  attending  physi- 
cians were  powerless  to  influence  either  fa- 
vorably or  unfavorably.  No  one  practising 
medicine  is  immune  to  charges  of  malprac- 
tice. The  least  skilful  may  go  a profession- 
al lifetime  without  any  threat,  while  the 
most  scholarly  and  skilful  may  be  the  victim 
of  indictment.  The  possibility  of  being 
ruined  financially  by  the  patient  he  has,  per- 
haps unsuccessfully,  endeavored  to  help, 
haunts  like  a spectre  the  most  altruistic  and 
humane  of  professions. 

The  method  of  dealing  with  charges  of 
malpractice  as  outlined  in  Northwest  Medi- 
cine, namely,  by  an  investigating  committee 
made  up  of  members  chosen  from  the 
County  Medical  Society,  has  much  in  its  fa- 
vor. But  here  again,  there  are  so  many 
qualified  physicians  and  surgeons  who  have 
either  permitted  their  memberships  to  lapse, 
or  have  never  thought  it  worthwhile  to 
identify  themselves  with  a local  medical  so- 
ciety. Full  membership  maintained  in  the 
County  Medical  Society  would  render  the 
investigating  committee  plan  extremely  val- 
uable by  way  of  preventing  what  has  come 
to  be  an  annoying  nuisance.  The  subject  of 
malpractice  was  thoroughly  discussed  at  the 
annual  meeting  of  State  Medical  Associa- 
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tion  and  Editors  which  met  in  Chicago  in 
September  last  where  the  consensus  of  opin- 
ion resolved  itself  into  emphasis  on  the  im- 
portance of  medical  society  membership 
with  the  esprit  de  corps  which  is  character- 
istic of  live  cooperation. 

The  cost  of  medical  defense  insurance 
has  a tendency  to  rise  with  the  increasing 
frequency  of  threats  and  suits.  Whether  is 
it  better  to  maintain  one’s  membership  in 
a county  medical  society,  or  to  pay  a private 
insurance  company  double  sized  premium 
for  protection  ? 


INSURANCE  MEDICINE 
Elsewhere  in  this  number  of  the  Journal 
appears  a paper,  “The  Practice  of  Medicine 
in  Germany”  by  Dr.  Arthur  H.  Mollmann, 
of  Grand  Rapids.  Dr.  Mollmann  has  prac- 
tised medicine  in  Germany  for  a number  of 
years.  For  the  past  eleven  years  he  has 
practiced  in  this  state.  He  has  made  several 
visits  to  Germany  since  locating  here.  One 
of  our  members  who  practices  in  Grand 
Rapids  writes  that  Dr.  Mollmann  has  an  in- 
terested audience  of  doctors  when  he  re- 
turns from  abroad  with  his  interesting  ex- 
periences and  observations.  The  readers  of 
this  Journal  are  given  the  opportunity  of 
perusing  a paper  that  was  read  before  a 
group  of  Grand  Rapids  physicians.  Dr. 
Mollmann’ s account  of  insurance  practice  of 
medicine  as  it  obtains  in  Germany  is  very 
illuminating.  Human  nature  varies  but  lit- 
tle and  there  is  little  doubt  that  such  condi- 
tions might  readily  be  duplicated  in  this 
country  were  this  species  of  socialized  med- 
icine ever  adopted. 


HEALTH  EXAMINATIONS  UNDER  CWA* 
John  W.  Smith,  Mayor  of  Detroit 

I wish  to  congratulate  you  members  of  the  Wayne 
County  Medical  Society  on  holding  this  Medical 
Economics  meeting.  From  the  presentations  and 
discussions,  I see  that  your  whole  interest  in  the 
subjects  on  tonight’s  program  is1  this:  the  welfare 
of  the  patient.  This  may  be  surprising  to  many 
citizens  of  this  and  other  municipalities ; to  me,  it  is 
not  surprising,  because  for  years  I have  been  watch- 
ing the  medical  profession  of  this  town,  and  I know 
and  realize  the  true  altruism  of  your  physicians.  I 
have  marvelled  at  the  inestimable  amount  of  free 
service  which  you  have  rendered  the  poor  and  un- 
fortunate, and  many  times  I have  gone  out  of  my 
way  to  correct  the  impression — which  unfortunately 
seems  to  be  general — that  the  Doctor  of  Medicine  is 
paid  for  all  the  fine  work  he  is  doing  in  clinics,  in 

•Address  made  by  the  Mayor  of  Detroit  before  the  Wayne 
County  Medical  Society  on  Wednesday,  December  20,  1933, 
in  the  Detroit  Institute  of  Arts. 


hospitals,  and  in  his  private  office.  I know  he  is 
NOT  being  paid,  though  I feel  he  should  be  reim- 
bursed for  this  wonderful  service  to  humanity,  espe- 
cially the  service  to  those  who  are  charges  of  the 
city,  county,  and  state  which  are  responsible  for 
their  well-being.  This  burden  has  been  carried  by 
the  medical  profession  of  the  country  for  years,  but 
it  has  become  so  heavy  in  the  last  four  years  that 
it  is  absolutely  beyond  the  means  of  the  profession 
longer  to  carry  it  alone.  May  I suggest,  gentlemen, 
that  you  cast  aside  your  professional  modesty  suf- 
ficiently to  tell  the  world  just  how  much  good  work 
you  are  doing,  how  much  free  service  you  are  daily 
rendering,  and  further  that  you  request  and  demand 
help  in  your  labors  from  those  elected  and  appointed 
to  bring  relief  to  the  distressed.  All  others  supply- 
ing necessities  to  these  people  are  paid  and  gain  a 
margin  of  profit;  it  is  not  right  nor  just  that  the 
medical  profession  should  be  left  out  in  the  cold, 
merely  because  they  have  generous  hearts  and  come 
closer  to  the  patients. 

A few  days  ago,  I was  in  Washington  and  en- 
joyed a wonderful  chat  with  the  President.  I also 
met  Harry  Hopkins,  administrator  of  the  CWA. 
He  asked  me  to  suggest  various  projects  to  get  men 
back  to  work,  to  get  money  in  circulation,  to  aid  the 
President’s  recovery  program.  Here’s  one  of  the 
suggestions  I gave  to  him,  on  which  he  seemed  to 
look  with  favor : 

For  the  benefit  of  the  people,  both  physically  and 
mentally,  give  each  and  every  person  who  is  unem- 
ployed, but  who  is  not  on  the  welfare,  a thorough 
health  examination,  and  pay  the  doctor  for  his  work. 
There  are  millions  who  are  unemployed  who  at  the 
present  time  are  not  receiving  adequate  medical  at- 
tention. They  are  worried  over  their  physical  con- 
dition and  some  are  getting  to  be  “neurotics”  and 
all  those  other  fancy  names  you  gentlemen  use 
which  mean  that  these  people  are  thinking  so  much 
about  themselves  and  their  ailments  that  they  are 
really  making  themselves  ill.  Psychologically,  this 
is  very  bad.  It  will  become  worse  if  immediate  action 
is  not  taken.  Why  not  encourage  these  unfortunate 
people;  give  them  a new  lease  on  life;  cheer  them 
up.  How?  Prior  to  their  employment  (and  they 
will  be  back  on  the  job  some  day — sooner  than  you 
imagine),  send  them  to  their  physician  for  a thor- 
ough health  audit.  Many  of  their  imaginary  ail- 
ments will  disappear,  other  incipient  diseases  will  be 
uncovered  so  that  timely  and  necessary  medical  at- 
tention can  be  administered  to  save  their  lives,  other 
medical  treatment  of  non-acute  conditions  will  be 
indicated  for  which  attention  can  be  procured  as  soon 
as  the  individual  returns  to  work,  and  finally,  the 
physical  examination  which  may  be  a condition  pre- 
cedent to  employment  will  have  been  done  so  that 
when  the  job  opens  up,  the  man  is  all  set  to  step 
into  the  position  without  delay. 

Employees  working  on  CWA  projects,  if  injured  in 
the  performance  of  their  duties,  are  entitled  to 
medical,  surgical  and  hospital  care,  and  to  compensa- 
tion benefits  similar  to  those  provided  by  the  United 
State  Employees’  Compensation  Act  of  1916. 

Another  feature  which  might  be  suggested  to  Ad- 
ministrator Hopkins  is  that  a health  examination 
of  all  employees  at  this  time  (some  52,000  in  Detroit 
alone)  will  protect  the  government  against  malin- 
gerers of  the  future.  That  will  be  a saving  to  the 
taxpayers  that  you  physicians  can  make.  The  doc- 
tor should  be  paid  for  this  service  which  will  save 
millions  of  dollars  for  the  government. 

Again,  members  of  the  Wayne  County  Medical 
Society,  I congratulate  you  for  your  great  work  in 
my  town.  No  other  group  is  so  unselfish,  no  other 
profession  or  trade  thinks  so  much  of  the  other 
fellow’s  good  and  so  little  of  his  own.  John  Citizen 
has  much  to  be  grateful  for,  to  you  Doctors  of 
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Medicine,  and  I feel  he  should  be  told  about  it  in 
headlines. 


THE  AFFLICTED  CHILD  LAW 
( Bulletin  of  the  Oakland  County  Medical  Society ) 

“We  invite  every  member’s  attention  to  an  editorial 
in  the  December  issue  of  the  Journal  of  the 
Michigan  State  Medical  Society.  The  substance 
of  this  editorial  is  extremely  pertinent  at  this  time. 
We  include  elsewhere  in  this  bulletin  a list  of  the 
state  laws  pertaining-  to  indigent  medical  care.  We 
quote  as  follows : ‘We  have  insisted  time  and  time 
again  that  the  care  of  the  indigent  sick  should  be  a 
community  duty  and  not  the  duty  of  any  segregated 
group.  Some  municipalities  seem  to  have  funds  for 
public  works  and  various  so-called  civic  improve- 
ments, but  not  a cent  to  recompense  the  medical 
profession  for  services  that  the  traditional  ethics  of 
the  profession  impels  its  members,  to  perform. 

“ ‘The  doctor  is  a citizen  who  at  great  expense  and 
effort  has  qualified  himself  to  render  service  to  the 
sick  and  afflicted.  He  must  himself  live  and  give 
his  family  advantages  in  the  way  of  education  com- 
mensurate with  his  station  in  life,  which  he  cannot 
do  with  the  numerous  inroads  that  have  been  made 
into  his  field  of  practice.  He  is  the  last  person  to 
ask  for  special  favors  of  any  description.  He  asks 
only  equity  and  justice.’  ” 


THE  MALPRACTICE  BUGABOO 
(Indiana  State  Medical  Journal) 

The  rapidly  increasing  list  of  malpractice  suits 
against  physicians  demands  more  than  passing  no- 
tice ; it  calls  for  drastic  action,  lest  it  become 
dragon-like  and  prove  a veritable  scourge.  We 
have  had  several  comments  on  the  situation  lately, 
but  seemingly  these  have  been  to  no  purpose,  for 
the  evil  continues  to  flourish  at  an  amazing  pace. 

* * * 

Northwest  Medicine,  for  October,  1933,  directs 
the  attention  of  its  readers  to  a few  salient  facts 
regarding  malpractice  suits.  After  considering  the 
matter  of  increase  in  their  number,  the  editor  goes 
on  to  give  what  we  believe  to  be  some  very  whole- 
some advice  as  to  the  method  used  in  combating  them. 
He  suggests  a special  investigating  committee,  ap- 
pointed from  the  local  society,  whose  duty  it  shall 
be  to  make  a thorough  investigation  of  the  affair ; 
he  clearly  points  out  that  it  should  ' not  he  left  to  the 
secretary  of  the  local  society.  This  committee  first 
consults  with  the  physician  threatened  with  a suit. 
The  merits  of  the  case  are  carefully  gone  into. 
Then  the  attorney  about  to  bring  the  suit  is  con- 
sulted and  the  position  of  the  committee  made  very 
clear.  If  a fellow  physician  is  to  appear  as  a wit- 
ness for  the  plaintiff,  the  committee  seeks  him  out 
and  has  a cold  turkey  talk  with  him.  All  this  would 
seem  to  be  designed  to  try  the  case  ere  it  gets  to 
court,  which  sounds  as  thought  it  might  be  good 
doctrine. 

Whatever  merit  there  may  be  to  the  plan,  we  have 
long  been  of  the  opinion  that  not  enough  activity  is 
displayed  by  the  county  society  in  these  cases ; our 
observation  has  been  that  a lot  of  sympathy  is  ex- 
pressed for  the  defendant  and  that  just  about  con- 
cludes the  manifest  interest  usually  displayed.  * * * 
We  again  urge  that  something  definite,  some- 
thing radical,  if  you  please,  must  be  done  about 
this  thing;  we  cannot  longer  sit  idly  by  and  permit 
this  evil  to  grow,  unhampered ; the  remedy  lies  sole- 
ly within  the  hands  of  organized  medicine;  it  is  to 
our  leaders  that  we  must  look  for  a solution  of  the 
problem  and  a direct  application  of  that  solution. 
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THE  DEVELOPMENT  OF  BIOLOGI- 
CAL STAINING* 

Stains  have  been  a most  important  ad- 
junct to  biological  sciences  during  the  past 
eighty  years.  In  fact,  the  whole  modern  de- 
velopment of  animal  and  plant  histology, 
the  study  of  cell  structures,  and  the  inves- 
tigation of  cell  division  and  chromosome  be- 
havior have  depended  upon  the  use  of 
stains.  Bacteriology,  morbid  histology  and 
hematology  are  three  medical  sciences  which 
could  not  have  reached  their  present  status 
without  stains.  The  increased  use  of  the 
compound  microscope  during  the  first  half 
of  the  nineteenth  century  led  naturally  to 
the  adoption  of  a technic  already  of  com- 
mercial importance  in  the  textile  industry. 
Of  the  three  types  of  biological  stains,  nat- 
ural dyes,  synthetic  dyes  and  metallic  stains, 
the  first  two  were  adopted  directly  from  in- 
dustrial usage. 

The  natural  dyes,  many  of  which  had 
an  ancient  origin,  were  derived  principally 
from  plant  products.  Among  these  were: 
indigo,  litmus,  alizarin,  cabbage  juice,  blue- 
berry juice,  saffron  and  madder.  These 
dyes  were  the  chief  coloring  materials  in 
Europe  up  to  the  fifteenth  century,  when 
fustic,  logwood  and  cochineal  were  intro- 
duced from  South  America  and  Mexico. 
Since  some  of  these  dyes  were  easily  wash- 
ed from  fabrics,  it  was  necessary  to  set 
them  with  alum  or  other  salts.  Tbis  proc- 
ess, known  as  “mordanting,”  is  almost  as 
old  as  dyeing  itself. 

The  first  known  application  of  dyes  to 
microscopy  was  the  use  of  carmin  (cochi- 
neal) in  an  investigation  of  wood  structure 
by  the  English  botanist,  Sir  John  Hill 
(1770).  Considerable  time  elapsed  before 
the  possibilities  of  Hill’s  technic  were  ap- 
preciated. Even  then,  carmin  and  madder 
were  used  with  only  indifferent  success  by 
Ehrenberg  (1838),  Goeppert  and  Cohn 
(1849)  and  Corti  (1851).  Later,  by  tbe 
addition  of  ammonia,  Hartig  (1854)  ob- 


*This  is  the  third  of  a series  of  historical  editorials  on 
the  evolution  of  methods  and  devices  that  have  aided  in  the 
progressive  development  of  Medical  Science.  That  in  the 
December  number  of  the  Journal  of  the  Michigan  State 
Medical  Society  discussed  the  evolution  of  the  microscope. 
It  is  readily  seen  that  without  the  discovery,  of  staining 
processes  the  microscope  would  be  very  much  limited  in  its 
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tained  a more  satisfactory  carmin  stain. 
The  first  really  successful  scientific  use  of 
carmin,  however,  has  been  attributed  to 
Gerlach  (1858),  who  accidentally  discov- 
ered that  dilute  solutions  of  dyes  were 
more  efficient  than  stronger  solutions.  In 
the  staining  of  tissues,  carmin,  or  any  other 
successful  microscopical  dye,  does  not  stain 
all  structures  uniformly  in  the  manner  of  a 
textile  dye.  Rather,  cell  membranes,  nuclei 
or  inclusions  are  differentiated  as  specific 
structures.  The  importance  of  Gerlach ’s 
discovery,  therefore,  lies  in  the  fact  that  a 
dilute  solution  of  carmin  produces  this  dif- 
ferentiation. Boettcher  (1869)  discovered  a 
further  improvement  in  the  method  of  dif- 
ferentiation whereby  excess  stain  could  be 
washed  out  of  the  cells  by  means  of  an  al- 
coholic solution.  Development  of  carmin 
during  the  next  decade  was  effected  by  the 
addition  of  alum  or  borax  as  mordants. 
Thus,  in  a few  years,  carmin  became  an 
important  stain  of  wide  application  as  its 
use  in  the  cytological  studies  of  such  men 
as  Flemming,  Hertwig  and  Boveri  might 
suggest. 

Another  natural  dye,  hematoxylin,  which 
is  derived  from  logwood,  was  used  as  a 
biological  stain  by  Waldeyer  (1863),  but 
with  relatively  poor  results.  Within  a dec- 
ade, however,  this  stain  became  invaluable 
through  the  work  of  Boehmer,  Benda  and 
M.  Heindenhain,  who  used  chromic  acid 
and  the  salts  of  copper  or  iron  as  mordants. 
In  a short  time,  hematoxylin  and  carmin 
had  entirely  supplanted  the  other  natural 
dyes,  and  they  have  not  yet  been  eliminated 
by  the  extensive  use  of  synthetic  dyes. 

These  synthetic  dyes  are  derived  from 
the  five  hydrocarbons:  benzene,  toluene, 

xylene,  naphthalene  and  anthracene,  which 
are  obtained  commercially  from  coal  tar. 
The  first  anilin  or  coal  tar  dye  appeared 
when  William  Perkin  (1854-6)  discovered 
a purple  dye  while  attempting  to  synthesize 
quinine.  This  dye,  which  he  called 
“mauve,”  was  the  first  of  hundreds  of  dyes 
synthesized  by  chemists.  Anilin  dyes  were 
employed  as  microscopic  agents  as  early  as 
1862  (Beneke),  and  almost  each  year  fol- 
lowing new  dyes  were  used.  Some  of  the 
more  important  with  the  date  of  their  first 
usage  are:  picric  acid  (1863,  Roberts), 

fuchsin  (1863,  Waldeyer),  eosin  (1875, 
Fisher),  safranin  (1876,  Ehrlich),  methy- 
lene blue  (1881,  Ehrlich),  orange  G (1884, 
Ehrlich)  and  neutral  red  (1894,  Ehrlich). 


Shortly  after  the  introduction  of  anilin 
dyes,  Schwartz  (1867)  and  Ranvier 
(1868)  introduced  the  principle  of  double 
staining  by  combining  carmin  and  picric 
acid.  Each  of  these  stains  tended  to  differ- 
entiate intercellular  structures  by  coloring 
them  either  red  or  yellow.  The  synthetic 
dyes  came  to  be  used  in  combination  or  with 
hematoxylin  and  carmin.  At  the  close  of 
the  nineteenth  century,  three  stains  were 
sometimes  combined,  as  in  those  of  Flem- 
ming and  Mallory. 

Subsequently,  an  important  use  of  the 
anilin  dyes  arose  as  a result  of  the  discov- 
ery of  bacteria,  since  carmin  and  hematoxy- 
lin proved  to  be  of  little  use  in  staining  these 
organisms.  Weigert  (1867),  Koch  (1877) 
and  Ehrlich  (1881)  introduced  technics 
suitable  for  bacteriological  staining.  With 
some  modification,  a formula  of  Ehrlich’s 
persists  at  present  as  the  familiar  Gram 
stain.  For  studies  of  the  blood,  Romanov- 
sky  (1891)  devised  a combination  of  meth- 
ylene blue  and  eosin  which  was  widely 
used,  and  the  now  popular  Wright  and 
Giemsa  stains  are  but  variations  of  the 
earlier  technic.  A relatively  modern  devel- 
opment is  the  use  of  non-toxic  dyes  in  stain- 
ing living  tissues  for  microscopic  observa- 
tion. 

In  1879,  Ehrlich  published  a paper  rec- 
ognizing the  chemical  and  histological  dis- 
tinction between  basic  and  acid  dyes.  These 
dyes  tended  to  stain  different  parts  of  cells, 
and  the  terms  “basophilic”  and  “acidophi- 
lic” were  used  to  indicate  structures  stained 
by  one  type  of  dye  or  the  other.  It  was 
later  considered  that  staining  indicated  a 
chemical  union  between  a basic  dye  and  an 
acid  cell  or  the  reverse.  At  present,  objec- 
tions are  raised  to  the  chemical  theory  of 
staining,  since  staining  activities  do  not 
seem  to  follow  the  law  of  mass  action  nor 
do  they  follow  a normal  thermal  accelera- 
tion of  rate.  Furthermore,  the  staining 
properties  of  cells  colored  by  two  stains  may 
vary,  depending  upon  the  sequence  of  their 
application.  Electrolytic,  adsorption  and 
precipitation  phenomena  have  been  used  to 
explain  certain  features  of  staining,  but  nei- 
ther the  chemical  nor  the  physical  theory 
will  adequately  account  for  the  process  of 
staining. 

The  foregoing  developments  of  staining 
are  essentially  products  of  German  micro- 
logical  research,  while  the  third  type  of 
stain,  namely  the  metallic  precipitation 
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stain,  is  of  distributed  European  develop- 
ment. By  impregnation,  a coloring  matter 
is  deposited  in  a tissue  as  a precipitate  with 
the  result  that  the  elements  become  opaque. 
Dilute  silver  nitrate,  after  absorption  by  a 
tissue,  is  reduced  to  metallic  silver  on  ex- 
posure to  light.  Flinzer  (1854)  and  Ran- 
vier  (1868)  developed  the  technic,  and 
modifications  designed  to  differentiate 
structures  better  were  suggested  over  a pe- 
riod of  years  by  Golgi,  Cajal  and  others. 
These  modifications  involved  the  prepara- 
tion of  the  tissues  for  the  silver  salts,  the 
precipitation  of  silver  by  photographic 
chemicals  and  the  toning  with  gold  and 
other  metals  to  produce  sharper  differen- 
tiations. 

It  has  long  been  an  aspiration  of  the  mi- 
croscopist  to  use  stains  as  indications  of  the 
chemical  characteristics  of  structures,  but 
this  has  met  with  many  difficulties.  The  in- 
creasing knowledge  of  the  chemistry  of 
dyes  and  the  recent  standardization  of  dye 
purity  and  performance  may  be  the  first 
steps  in  the  realization  of  such  an  ideal. 

W.  T.  D. 


OBITUARY 


DR.  JAMES  ERNEST  BROWNE 

Dr.  James  E.  Browne,  one  of  Howell’s  oldest  prac- 
titioners, died  of  cerebral  hemorrhage  on  November 
16,  1933.  He  came  to  his  end  very  suddenly  while 
enjoying  a hunting  trip  near  Barton  City,  Alcona 
County. 

Doctor  Browne  was  born  in  Oak  Grove  in  1867 
and  was  the  son  of  Dr.  and  Mrs.  Emery  Browne. 
His  father,  a practitioner  in  medicine,  eventually 
moved  to  Fowlerville,  where  the  deceased  received 
his  public  education.  He  later  attended  the  Michi- 
gan State  College  of  Agriculture  at  East  Lansing, 
and  subsequently  matriculated  in  Medicine  at  the 
University  of  Michigan,  graduating  in  1896.  He 
engaged  in  practice  at  Howell  and  had  a long  suc- 
cessful careei  in  this  community.  He  has  been  sur- 
geon for  the  Ann  Arbor  and  Pere  Marquette  Rail- 
roads, and  during  the  War  he  was  most  active  in 
the  medical  examination  of  soldiers.  For  his  faith- 
ful service  he  received  an  honorary  membership  in 
the  Civil  Legion.  Doctor  Browne  was  a member  of 
his  County  and  State  Medical  Societies  and  a Fellow 
of  the  American  Medical  Association.  He  was  active 
in  Masonry  and  Rotary. 

He  married  Mary  Ann  Browning  in  1897  and  to 
this  union  were  born  three  children,  one  of  whom, 
a son,  died  in  infancy.  He  is  survived  by  his  widow ; 
a son,  Browning  Browne,  of  Howell ; a daughter, 
Ernestine,  a teacher  at  St.  Clair  Shores;  and  two 
brothers,  Dr.  Temple  Browne,  of  Portland,  Michigan, 
and  William  Browne  of  Greenville,  Michigan. 


CORRESPONDENCE 


WE  ARE  OBLIGED 

Muskegon,  Michigan 
December  9,  1933 

F.  C.  Warnshuis,  Secretary 
Grand  Rapids 

Dear  Doctor : 

Your  December  issue  of  The  Journal  is  one  of 
the  most  practical  and  interesting  volumes  I have 
ever  received.  Am  preserving  it  in  full,  something 
rather  unusual.  For  the  past  several  months  it  has 
seemed  to  me  this  publication,  always  interesting  and 
helpful,  has  been  unusually  fine. 

Very  truly, 

Lunette  I.  Powers. 


To  The  Editor: 

I have  just  been  looking  through  the  December 
number  of  the  Journal  of  the  Michigan  State  Med- 
ical Society.  May  I offer  my  compliments  on  the 
contents  of  the  same.  Besides  the  well  balanced  sci- 
entific articles,  I enjoyed  very  much  that  entitled 
“The  Microscope.”  I trust  this  will  be  followed  by 
other  articles  of  a like  nature.  The  editorial  page 
seemed  to  be  unusually  good. 

W.  J.  Stapleton,  Jr. 

Detroit,  December  4,  1933. 


To  the  Editor: 

I am  sure  that  many  other  readers  of  the  Journal 
besides  myself  welcomed  the  promise  made  in  the 
footnote  to  “Hemostasis”  and  look  forward  to  the 
historical  sketches  of  devices  and  methods  which  are 
to  follow. 

From  various  sources,  there  has  been  cast  on  the 
doctor’s  desk  often  gratuitously  what  almost 
amounts  to  a plethora  of  biographies  of  the  Person- 
ages in  Medicine.  Excellent  as  these  vertical  col- 
umns of  the  table  may  be,  it  will  be  profitable  to 
scan  the  horizontal  rows  of  events  and  to  trace  the 
biographies  of  ideas  and  principles.  I believe  the 
latter  have  the  greater  significance. 

Sincerely, 

Wynand  Pyle. 

Detroit,  December  11,  1933. 


DARN  ’EM  BOTH! 

I put  my  money  in  a sock, 

The  sock  it  had  a hole; 

I wish  now  I had  used  a bank, 

For  I have  lost  my  roll. 

I put  my  money  in  the  bank, 

I wish  I’d  used  my  sock; 

For  fate  stepped  in  with  playful  prank 
And  put  that  bank  in  hock. 

— Birmingham  Age-Herald. 
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MID-WINTER  MEETING  OF  THE 
COUNCIL 

The  Council  will  convene  on  January  15, 
1934,  at  1 :00  P.  M.,  in  the  Statler  Hotel  in 
Detroit  for  its  regular  mid-winter  session 
and  for  the  transaction  of  such  business  as 
may  properly  come  before  the  Council. 

B.  R.  Corbus,  Chairman. 

F.  C.  Warnshuis,  Secretary. 

On  the  evening  of  January  15,  the  Coun- 
cil will  attend  the  regular  meeting  of  the 
Wayne  County  Medical  Society.  There  will 
be  addresses  by  the  President,  President- 
Elect,  Chairman  of  the  Council  and  the  Sec- 
retary. These  will  be  followed  by  a general 
discussion  of  organizational  activity. 


PREVENTIVE  MEDICINE  COM- 
MITTEE REPORT 

On  Wednesday,  November  15,  1933, 

more  than  200  physicians  gathered  at  the 
Herman  Kiefer  Hospital  in  Detroit  to  dis- 
cuss the  expansion  of  the  program  of  pre- 
ventive medicine  at  the  hands  of  the  family 
physician.  At  this  meeting,  which  was  held 
under  the  auspices  of  the  Committee  on  Pre- 
ventive Medicine  of  the  Michigan  State 
Medical  Society,  the  program  as  applied  in 
Allegan,  Berry  and  Eaton  Counties  under 
the  sponsorship  of  the  W.  K.  Kellogg  Foun- 
dation and  as  carried  on  under  urban  condi- 
tions by  the  Wayne  County  Medical  Society 
in  cooperation  with  the  Detroit  Department 
of  Health,  was  fully  outlined. 

It  is  generally  agreed  that  there  are  cer- 
tain preventive  medical  services  which  in  the 
past  have  been  provided  by  health  organiza- 
tions, both  official  and  non-official,  which 
should  be  gradually  transferred  to  the  phy- 
sician in  his  own  office.  Included  among 
such  services  are  diphtheria  immunization, 
smallpox  vaccination,  periodic  health  exam- 
inations, and  tuberculosis  case  finding.  The 
Committee  feels  that  in  this  transference  of 
service  to  the  family  physician  it  is  essential 
that  there  shall  be  in  each  locality,  prefer- 
ably each  county  or  district,  a full-time  local 
health  organization  whh  a oroperly  trained 
health  officer  and  a sufficient  personnel  with 
which  to  carry  on  a program  of  health  edu- 


cation. In  other  words,  there  is  nothing  in 
this  plan  of  medical  participation  which  de- 
tracts from  the  necessity  of  having  a proper- 
ly organized  local  health  department.  On 
the  contrary  the  health  department  is  the 
first  essential  of  the  program. 

It  is  common  to  most  communities  to  find 
a certain  degree  of  suspicion  and  antago- 
nism which  has  developed  between  the  coun- 
ty medical  society  and  the  health  depart- 
ment. The  former  frowns  upon  the  real  or 
mythical  inroad  of  socialized  and  state  medi- 
cine and  yet  fails  to  provide  a suitable  sub- 
stitute. Plans  and  suggestions  may  be  pro- 
posed but  rarely  are  these  executed.  The 
medical  society  has  neither  the  funds  nor 
the  personnel  needed  to  carry  on  a commu- 
nity health  service.  On  the  other  hand  the 
health  department  has  too'  frequently  over- 
looked the  viewpoint  of  the  practicing  phy- 
sician, has  allowed  his  organization  to  de- 
velop so  as  to  interfere  with  the  private  pre- 
rogatives of  the  physician  and  in  some  in- 
stances has  enticed  into  free  clinics  individ- 
uals who  can  well  afford  to  pay  the  family 
physician  for  his  sendee.  There  is  need  of 
a more  common  understanding  between  the 
organized  medical  profession  and  the  local 
health  agency,  both  of  which  have  a com- 
mon purpose,  the  preservation  and  conserva- 
tion of  human  life. 

It  has  been  amply  demonstrated  that  un- 
der either  urban  or  rural  conditions  a pro- 
gram of  medical  participation  and  health  ed- 
ucation can  be  put  into  operation  with  dis- 
tinct advantage  to  the  public,  the  health  de- 
partment and  the  medical  profession.  Once 
the  medical  profession  has  been  prepared  for 
the  program,  which  should  be  sponsored  by 
the  county  medical  society,  it  is  relatively 
easy  to  secure  public  interest  and  support 
through  the  normal  channels  of  health  edu- 
cation. It  is  the  intent  of  your  committee  to 
bring  to  the  attention  of  all  county  medical 
societies  in  Michigan  a series  of  statements 
with  respect  to  the  functioning  of  such  a 
program.  The  next  statement  will  deal  with 
the  problem  of  preparing  the  cooperating 
physician. 


A meeting  of  the  Committee  on  Preven- 
tive Medicine  was  held  on  November  15, 
1933,  at  the  Herman  Kiefer  Hospital  fol- 
lowing an  all  day  demonstration  of  medical 
participation  in  Public  Health.  Dr.  F.  B. 
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Miner  presided  in  the  absence  of  the  chair- 
man. 

It  was  moved  and  carried — 

( 1 ) That  the  Chairman  of  the  Commit- 
tee on  Preventive  Medicine,  together  with 
the  members,  obtain  suitable  literature  and 
develop  a tentative  plan  for  beginning  medi- 
cal participation,  this  information  to  be  fur- 
nished to  the  Secretary  of  the  Michigan 
State  Medical  Society,  who  will  distribute 
same  to  each  county  committee  on  preven- 
tive medicine  for  the  purpose  of  promoting 
local  interest.  Further,  that  the  State  Com- 
mittee will  be  pleased  to  assist  local  medical 
societies  in  every  practical  way. 

(2)  To  have  speakers  go  into  the  vari- 
ous counties  to  talk  upon  the  plan,  and  this 
should  include  one  or  two  of  the  field  men 
from  the  three  counties  who  have  actually 
been  recipients  of  the  plan,  as  well  as  mem- 
bers of  the  committee. 

There  was  considerable  discussion  on  the 
medical  care  of  the  indigent.  Dr.  Luce  felt 
that  this  Committee  should  not  attempt  that 
work  and  it  was  the  sense  of  the  entire 
group  that  we  confine  ourselves  to  the  plan 
of  preventive  medicine. 

It  was  decided  to  have  another  committee 
meeting  before  the  January  meetings  of  the 
Boards  of  Supervisors, 

L.  O.  Geib,  Chairman. 


WELFARE  RELIEF 
The  regulations  governing  medical  care 
for  those  on  welfare  relief  rolls  reflects  a 
compromise.  No  one  contends  that  the  pro- 
visions are  equitable  or  that  the  remunera- 
tion is  adequate.  There  were  circumstances 
that  induced  the  compromise. 

Our  state  is  not  matching  federal  funds 
because  of  lack  of  state  funds.  The  needs 
of  the  state  are  being  provided  for  by  addi- 
tional federal  funds.  By  reason  of  these 
conditions  expenditures  had  to  be  confined 
to  lower  levels.  This  is  the  sole  reason  for 
the  schedule  adopted,  which  provides  for 
larger  fees  than  those  first  announced.  This 
increase  was  secured  through  the  representa- 
tions of  your  officers. 

In  an  emergency  the  profession  is  again 
making  a contribution  to  public  welfare. 
However,  there  have  been  secured  additional 
benefits  that  will  produce  future  dividends. 
Certain  principles  have  been  recognized: 
(a)  patient-physician  relationship,  (b)  rec- 
ognition of  the  county  medical  societies,  (c) 


that  medical  services  are  best  supervised  and 
directed  by  the  profession’s  representatives 
and  not  by  social  or  government  lay  agents, 
and  (d)  that  the  medical  care  of  indigents 
is  a community  responsibility  and  not  the 
profession’s  sole  responsibility. 

The  acceptance  of  these  principles  will  be 
of  extreme  value  when  this  emergency 
passes  and  communities  again  accept  the  re- 
sponsibility for  providing  care  for  their  indi- 
gents. 

Hence  the  advice  is  given:  Accept  these 
provisions  during  the  emergency ; render  the 
highest  type  of  service;  demonstrate  a will- 
ingness to  aid  in  the  emergency.  By  so  do- 
ing, when  readjustments  are  made  you  will 
be  in  a position  to  formulate  new  regula- 
tions and  demand  their  acceptance. 

A word  of  caution  is  pertinent:  Quality 

of  service  was  questioned  by  government 
representatives.  Your  officers  assured  the 
Commission  that  service  adequate  in  qual- 
ity would  be  rendered.  The  profession  must 
make  good.  Further,  attempts  to  make  un- 
necessary calls  or  to  advise  unnecessary 
treatments  should  be  resisted.  Put  aside  all 
temptation  to  “pad”  your  service  Honest 
service  will  be  given  but  there  may  be  an  iso- 
lated individual  who  will  be  tempted.  This 
cannot  be  condoned. 

Recall,  also,  that  these  families  will  in 
many  instances  regain  their  independence. 
They  have  been  turned  from  clinics  to  a 
family  physician.  The  service  you  render 
now  will  determine  whether  you  will  be 
their  future  family  physician.  The  oppor- 
tunity is  yours  to  build  a future  independent 
practice. 

Chicago,  Illinois 
December  7,  1933. 

To  the  Secretaries  of  the  Constituent  State  Medical  Asso- 
ciations : 

Dr.  W.  C.  Woodward,  Director  of  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  American  Medical  Associa- 
tion, has  sent  me  from  Washington  a statement  concerning 
the  results  of  conferences  held  with  the  Federal  Relief  Ad- 
ministrator. I shall  attempt  in  this  communication  to  sub- 
mit to  the  secretaries  of  the  constituent  state  medical  asso- 
ciations what  seems  to  be  the  official  attitude  of  the  Fed- 
eral Relief  Administrator  as  it  is  understood  by  Dr.  Wood- 
ward : 

In  a prolonged  conference  with  Mr.  C.  M.  Bookman,  As- 
sistant Administrator  of  the  Federal  Relief  Administration, 
Doctor  Woodward  discussed  with  him  each  and  every  one 
of  the  problems  stated  in  letters  and  telegrams  received  from 
secretaries  and  other  officers  of  state  medical  associations 
in  reply  to  a telegram  which  I addressed  to  all  state  sec- 
retaries on  November  16.  All  of  these  problems,  Mr.  Book- 
man concluded,  were  local  problems  and  should  be  adjusted 
by  the  state  medical  associations  and  the  corresponding  state 
relief  administrations. 

The  several  state  relief  administrations  are  directed  by 
groups  of  responsible  men  and  women  appointed  by  the  gov- 
ernors of  the  several  states  with  the  approval  of  the  Federal 
Relief  Administration.  The  Federal  Relief  Administration 
has  laid  down  certain  principles  for  their  guidance  in  Rules 
and  Regulations  Number  7.  These  principles  were  laid 
down  along  broad  lines  so  as  to  leave  the  several  relief 
administrations  throughout  the  country  a wide  discretion  in 
organizing  state  relief  in  the  manner  best  suited  to  local 
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conditions.  The  Federal  Emergency  Relief  Administration 
is  loath,  therefore,  to  undertake,  through  federal  agents,  to 
determine  the  needs  of  the  several  states  and  to  direct  state 
relief  administrations  to  adopt  measures  not  approved  by  the 
best  judgment  of  the  state  agency. 

That  state  relief  can  be  organized  to  the  satisfaction  of 
the  medical  profession  in  accordance  with  principles  laid 
down  in  Rules  and  Regulations  Number  7 is  apparent  from 
the  fact  that  it  has  been  done  in  some  states.  Where  a sat- 
isfactory organization  has  not  been  effected,  the  state,  medi- 
cal association  should  get  together  with  the  state  relief  ad- 
ministrators to  determine  why  and  to  remove  obstacles  to  a 
successful  organization.  It  is  not  necessary  for  any  state 
medical  association  to  wait  for  a state  relief  administration 
to  take  the  initiative.  If  the  state  organization  is  such  as  to 
leave  sick  and  injured  persons  and  women  in  confinement 
without  adequate  medical  service,  concrete  evidence  of  that 
fact  should  be  submitted  to  the  state  relief  administration 
with  suggestions  for  correction.  The  suggestions  should 
take  into  consideration,  however,  not  only  federal  resources 
but  also  state  resources  susceptible  of  being  made  available 
or  already  available.  Only  in  event  of  the  inability  or  un- 
willingness of  a state  administration  to  utilize  available  re- 
sources for  medical  relief  with  resultant  unnecessary  suffering 
will  it  be  worth  while  to  take  the  matter  up  with  the  Fed- 
eral Relief  Administration.  Even  then,  if  it  is  taken  up  with 
the  federal  administration,  it  must  be  remembered  that  the 
state  relief  administration  is  made  up  of  men  and  women  . of 
standing  in  their  community,  selected  by  the  Governor  with 
the  approval  of  the  federal  authorities,  and  every  presump- 
tion will  be  in  favor  of  the  regularity  and  efficiency  of  their 
action. 

Men  and  women  taken  off  relief  rolls  and  placed  on  pay- 
rolls of  the  Civil  Works  Administration  will  not  be  entitled 
to  medical  relief  at  public  expense.  Physicians  who  attend 
such  employees  and  their  families  must  look  to  the  head  of 
the  family  for  payment.  If,  however,  such  an  employee  is 
so  situated  that  the  wages  he  receives  are  inadequate  to  pay 
for  medical  service  for  himself  and  dependents,  he  may  sub- 
mit his  case  to  the  state  or  local  relief  administration.  If 
the  relief  administration  determines  that  the  situation  of  the 
applicant  is  such  as  to  warrant  the  furnishing  of  medical 
service  at  public  expense,  it  will  make  some  arrangement  to 
furnish  it.  Just  how  this  will  be  done,  whether  by  placing 
the  applicant  on  the  relief  rolls  or  in  some  other  way,  is  a 
matter  to  be  worked  out  locally.  The  situation  is  one  that 
is  likely  to  call  for  a large  amount  of  free  service  from  the 
medical  profession,  for  it  is  unlikely  that  many  persons  sud- 
denly taken  from  relief  rolls  and  placed  on  the  civil  works 
rolls  will  be  able  to  pay  for  medical  service.  This  will  be 
true  particularly  in  the  case  of  those  transferred  workers 
who  are  heads  of  families.  If  a person  is  able  to  provide 
himself  and  his  family  with  food,  clothing,  fuel  and  shelter 
but  is  unable  to  provide  medical  service,  he  may  be  placed 
on  the  relief  roll  and  needed  medical  service  provided  at 
government  expense. 

It  would  seem,  from  the  attitude  of  the  Federal  Relief  Ad- 
ministration as  above  set  out,  that  in  the  matter  of  provid- 
ing medical  service  for  persons  who  have  been  taken  off  re- 
lief rolls  and  placed  on  payrolls  of  the  Civil  Works  Admin- 
istration the  medical  profession  will  simply  have  to  make  the 
best  out  of  the  situation  that  it  can.  It  is  to  be  doubted 
that  the  profession  can  ask  that  the  pay  of  all  workers  on  the 
civil  works  rolls  be  increased  so  as  to  enable  them  to  pay 
for  medical  service  or  that  the  pay  of  some  of  them  who 
need  medical  service  be  increased  above  the  pay  of  others 
not  so  situated  while  both  are  engaged  on  the  same  class  of 
work. 

It  is  important  to  note  that  an  applicant  for  relief  at 
government  expense  must  be  placed  on  the  relief  roll  by  the 
Emergency  Relief  Administration,  even  though  the  only  re- 
lief he  seeks  is  medical  relief,  and  that  an  order  from  the 
relief  administration  is  necessary  if  the  attending  physician 
expects  the  government  to  pay  for  his  services. 

I am  incluned  to  the  opinion  that  an  increasing  number 
of  physicians  in  various  parts  of  the  country  entertain  grave 
doubt  as  to  the  desirability  of  accepting  direct  payment  for 
medical  services  from  the  government.  I gather  from  state- 
ments which  have  come  to  me  from  a comparatively  large 
number  of  physicians  that  some  feel  that  the  acceptance  of 
compensation  from  the  government  in  nominal  amounts  may 
constitute  a precedent  whereby  it  will  be  made  exceedingly 
difficult  to  maintain  fee  schedules  heretofore  adhered  to,  if 
and  when  there  has  been  distinct  improvement  in  the  general 
economic  situation.  Many  others  appear  to  entertain  the 
fear  that  the  acceptance  of  compensation  at  the  hands  of 
the  government  may  encourage  the  development  of  some  sys- 
tem of  governmental  control  of  medical  practice.  However 
this  may  be,  it  is  undoubtedly  a fact  that  many  physicians 
in  various  parts  of  the  country  have  about  come  to  the  end 
of  their  own  resources,  and  that  it  will  be  difficult  for  them 
to  carry  on  unless  they  can  receive  some  compensation 
from  some  source. 

We  shall  be  greatly  obliged  if  you  will  keep  us  advised  as 
to  any  further  developments  in  your  state  with  respect  to 
emergency  medical  relief. 

Very  sincerely  yours, 

Olin  West,  Secretary, 
American  Medical  Association. 


THE  UNIVERSITY  OF  MICHIGAN 
MEDICAL  SCHOOL 
and 

THE  MICHIGAN  STATE  MEDICAL 
SOCIETY 
Announce  a Course 
in 

PSYCHIATRY  and  NEUROLOGY 

UNIVERSITY  HOSPITAL,  ANN 
ARBOR,  MICHIGAN 

January  22-27,  1934 

This  course  for  qualified  graduates  in 
Medicine  stresses  the  fundamental  factors 
of  the  minor  psychoses  and  their  importance 
in  the  treatment  of  functional  and  organic 
disease  from  the  psychiatric  and  neurologic 
standpoint. 

The  increase  of  neuroses  in  the  general 
population  in  recent  years  has  made  the  sci- 
entific advances  in  methods  of  diagnosis  and 
treatment  of  particular  concern  to  the  phy- 
sician, and  a comprehensive  understanding 
in  the  broad  field  between  sanity  and  the 
major  psychoses  is  of  particular  advantage 
in  evaluating  symptoms  which  usually  have 
received  only  irregular  attention. 

We  have  been  fortunate  in  being  able  to 
arrange  that  this  course  be  complimentary 
to  members  of  the  profession  of  Michigan. 
Enrollment  is  limited  and  registration  will 
be  in  order  of  application. 

PROGRAM 


Monday,  January  22,  1934 
AM. 


9:00  Registration.  Room  2040. 

10:00  Neurology.  Methods  of  History  Taking. 

The  Physical  Examination. 

Dr.  Carl  D.  Camp 

11:00  The  Interpretation  of  Neurological  Findings  with 
Illustrative  Cases. 


Dr.  Carl  D.  Camp 


P.M. 

1:30  Psychiatry.  Heredity  and  Constitutional  Factors  in 
Mental  Disorders. 

Dr.  Albert  M.  Barrett 
3:15  The  History  and  the  Examination  of  the  Psychiatric 
Patient. 

Dr.  Albert  M.  Barrett 


Tuesday,  January  23,  1934 
AM. 

9:00  Neurology.  Indication  for  Spinal  Puncture. 

Technic.  The  Spinal  Cell  Count. 

Dr.  L.  E.  Himler 

10:00  Intraspinal  Therapy.  Spinal  Block.  Interpretation  of 
Findings. 

Dr.  L.  E.  Himler 

11:00  Demonstration  of  Neurological  Cases. 

Dr.  Carl  D.  Camp. 


P.M. 

1:30  Psychiatry.  Psychoneuroses.  Anxiety  States.  Com- 
pulsions. Phobias.  The  Hysterical  Reaction. 

Dr.  Albert  M.  Barrett 
3:00  Mental  Deficiency:  Training  of  the  Defective  Child. 

Dr.  Robert  H.  Haskell 
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Wednesday,  January  24,  1934 

AM. 

9:00  Psychopathic  Personalities. 

Dr.  John  M.  Dorsey 
10:00  Emotional  and  Neurotic  Factors  in  Somatic  Disorder. 

Dr.  Franz  Alexander 
Chicago 

P.M. 

2:00  Unconscious  Mechanisms  in  Somatic  Illness. 

Dr.  Franz  Alexander 

8:00  Psychoanalysis  and  General  Medicine. 

Dr.  Franz  Alexander 

Thursday,  January  25,  1934 

AM. 

9:00  Neurology.  The  Diagnosis  of  Intracranial  Lesions. 
Physiological  Considerations,  Symptoms  and  Physical 
Signs. 

Dr.  R.  W.  Waggoner 
10:00  Diagnosis  of  Intracranial  Lesions.  X-ray  Studies. 
Value  of  the  Encephalogram.  Illustrative  Cases. 
Pathology. 

Dr.  R.  W.  Waggoner 
11:00  Demonstration  of  Common  Neurological  Conditions. 

Dr.  Carl  D.  Camp 

P.M. 

1:30  Psychiatry.  The  Schizophrenic  (Dementia  Praecox) 
Reaction. 

Dr.  Albert  M.  Barrett 

3:00  The  Cyclothymic  (Manic  Depressive)  Reaction. 

Dr.  Albert  M.  Barrett 

Friday,  January  26,  1934 

AM. 

9:00  Therapeutics  in  Mental  Disorders. 

Dr.  Robert  R.  Dieterle 
10:00  Behavior  Problems  of  Children. 

Dr.  David  Levy 
New  York  City 

P.M. 

1:30  Behavior  Problems  of  Children. 

Dr.  David  Levy 

3:15  Psychiatric  Reactions  in  Organic  Brain  Diseases: 
General  Paresis:  Toxic  Psychoses:  Puerperal  Mental 
Disorders. 

Dr.  Albert  M.  Barrett 
7:30  Demonstration  of  the  Pathological  Anatomy  Asso- 
ciated with  Psychiatric  Disorders. 

Dr.  Konstantine  Lowenberg 

Saturday,  January  27,  1934 

A.M. 

9:00  Treatment  of  Neurosyphilis. 

Dr.  Udo  J.  Wile 

10:00  What  Neurosurgery  Offers  in  the  Relief  of  Intrac- 
table Pain.  Demonstration  of  Cases. 

Dr.  Max  M.  Peet 
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ALPENA  COUNTY 

Dr.  W.  B.  Newton  was  elected  president  of  the 
Alpena  County  Medical  Society  at  the  annual  meet- 
ing Thursday  evening,  December  7. 

Dr.  Newton  succeeds  Dr.  Leo  F.  Secrist,  moving 
to  the  office  from  the  position  of  secretary-treasurer. 

Other  officers  elected  were  Dr.  William  E.  Nesbitt, 
vice  president ; Dr.  Harold  Kessler,  secretary-treas- 
urer; Dr.  F.  J.  O’Donnell,  delegate  to  the  state  con- 
vention of  the  society,  and  Dr.  A.  R.  Miller  of  Har- 
risville,  alternate. 

One  of  the  best  addresses  ever  made  before  the 
society  was  that  by  Dr.  Oliver  W.  Lohr,  director  of 
the  national  pathological  laboratory  in  Saginaw.  Dr. 
Lohr,  discussing  appendicitis  and  tumors,  used  nat- 
ural color  slides  to  illustrate  his  talk  and  the  society 
was  unanimous  in  praise  of  the  address.  Dr.  Lohr, 
who  has  the  largest  collection  of  tumor  and  patho- 
logic specimens  in  the  country,  proved  to  be  highly 
entertaining  and  informational. 

Out-of-town  guests  included  Dr.  Lloyd  Campbell 
of  Saginaw,  son  of  Mr.  and  Mrs.  W.  H.  Campbell 
of  this  city;  Dr.  A.  J.  Schmaler,  Hillman;  Dr.  C.  A. 


Carpenter,  Onaway ; Dr.  A.  C.  McKinnon,  Atlanta ; 
Dr.  A.  R.  Miller  of  Harrisville,  and  Dr.  Lohr. 

The  retiring  president,  Dr.  Leo  F.  Secrist,  had 
charge  of  the  program.  A venison  dinner  preceded 
the  business  meeting. 


DICKINSON-IRON  COUNTY 

Dickinson-Iron  County  Medical  Society  held  its 
annual  society  meeting  on  December  7 at  the  Milli- 
man  Hotel,  Iron  Mountain.  Eighty  per  cent  of  all 
the  members  were  present,  which  was  the  best  at- 
tendance we  ever  had.  The  following  officers  were 
elected : Dr.  W.  J.  Kofmehl,  Stambaugh,  president ; 

Dr.  A.  L.  Haight,  Crystal  Falls,  vice  president;  Dr. 
C.  P.  Drury,  Iron  Mountain,  secretary-treasurer. 
Last  year’s  Public  Relations  Committee  and  the  Pro- 
gram Committee  were  continued  in  office.  Dr.  Boyce, 
retiring  president,  named  a new  committee,  called 
the  Medical  Economics  Committee,  to  watch  closely 
the  local  Emergency  Relief  situation  and  to  repre- 
sent the  society  in  any  dealings  with  the  local  Emer- 
gency Relief  Agencies. 

Dr.  Boyce  as  president  read  a paper  in  which  he 
gave  us  a resume  of  the  trend  of  the  practice  of 
medicine  during  the  past  year,  especially  in  its  eco- 
nomic aspect. 

Dr.  H.  H.  Haight,  after  collaborating  with  several 
other  members,  offered  the  following  motion  which 
was  passed  unanimously:  Moved  that  the  Dickinson- 
Iron  County  Medical  Society,  as  individuals  and  as 
a unit,  agree  to  cooperate  with  the  Emergency  Re- 
lief Commission ; but  no  agreements  as  to  fees  or 
codes  shall  be  entered  into  except  as  shall  be  in 
agreement  with  those  approved  by  the  Michigan 
State  Medical  Society.  Furthermore,  those  families 
or  individuals  working  under  CWA  shall  be  expected 
to  pay  for  medical  services  at  the  recognized  fee 
schedule. 

Charles  P.  Drury,  Secretary. 


GOGEBIC  COUNTY 

The  annual  meeting  and  banquet  of  the  Gogebic 
County  Medical  Society  was  held  at  the  Curry  Hotel, 
Ironwood,  on  December  5,  1933,  at  8:30  P.  M.  The 
committee  in  charge  was  P.  R.  Lieberthal,  W.  L. 
Maccani  and  C.  C.  Urquhart.  The  usual  reports  of 
committees  were  given  and  election  of  officers  was 
held. 

Dr.  F.  G.  H.  Maloney  of  Ironwood  was  elected 
president ; Dr.  C.  E.  Anderson,  vice  president ; Dr. 
Frank  L.  S.  Reynolds,  secretary  and  treasurer,  and 
Dr.  W.  E.  Tew,  Bessemer,  state  delegate.  The  meet- 
ing was  well  attended,  with  twenty-four  members 
present. 

The  new  president,  Dr.  Maloney,  discussed  the 
work  for  the  year  with  special  reference  to  the 
entertaining  of  the  Upper  Peninsula  Medical  So- 
ciety in  1934.  Mr.  Wm.  Carlson,  speaker  of  the 
evening,  from  the  University  of  Michigan,  discussed 
his  experiences  in  Greenland.  The  meeting  adjourned 
at  11:00  P.  M. 

Frank  L.  S.  Reynolds,  Secretary. 


GRAND  TRAVERSE-LEELANAU 
COUNTY 

At  a special  meeting  of  the  Grand  Traverse- 
Leelanau  County  Medical  Society  held  at  the  J.  D. 
Munson  Hospital  on  November  14,  1933,  the  fol- 
lowing action  was  taken  : 

By  unanimous  vote,  it  was  decided  that  the  sec- 
retary communicate  with  the  directors  of  both 
Grand  Traverse  and  Leelanau  County  Welfare  Re- 
lief Commissions,  and  inform  them  that  our  mem- 
bership will  refuse  to  render  medical  service  to  wel- 
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fare  indigent  sick  for  fees  such  as  are  proposed  in 
the  letter  of  November  8,  1933,  from  the  Michigan 
State  Emergency  Welfare  Relief  Commission. 

Further  that  a copy  of  this  action  be  sent  to  our 
state  secretary,  secretary  of  the  American  Medical 
Association,  and  also  to  the  secretaries  of  our  sur- 
rounding county  medical  societies. 

Complaints  have  been  received  from  Dr.  J.  W. 
Gauntlett  of  Traverse  City,  concerning  interference 
with  the  medical  profession  by  field  nurses  of  the 
Couzens  Fund  operating  in  and  about  Lake  City. 
He  states  that  he  has  had  similar  trouble  with  the 
Couzens  Fund  nurse  in  Benzie  County.  This  com- 
plaint is  submitted  with  the  sanction  of  our  local 
membership. 

E.  F.  Sladek,  M.D.,  Secretary. 


GRATIOT-ISABELLA-CLARE 

COUNTY 

The  December  dinner  meeting  of  the  Gratio.t- 
Isabella-Clare  County  Medical  Society  was  held  in 
the  Wright  Hotel,  Alma,  Thursday,  December  7. 
Twenty-two  members  and  two  visitors  had  dinner 
together.  Three  members  came  in  after  dinner. 

President  Carney  called  the  meeting  to  order. 
The  minutes  of  the  previous  meeting  were  read  and 
approved.  The  application  of  Dr.  Rex  A.  Wilcox, 
having  previously  been  referred  to  the  Board  of 
Censors  and  recommended  by  them  for  member- 
ship, was  read.  Motion  was  made  and  supported 
that  Doctor  Wilcox  be  admitted  to  membership  to 
this  society;  motion  carried. 

The  Secretary’s  annual  report  was  read,  which 
showed  we  have  held  ten  regular  and  three  special 
meetings  during  1933.  Eight  of  these  were  addressed 
by  doctors  from  outside  the  society  and  two  pro- 
grams were  given  by  our  own  members.  We  now 
have  thirtv-two  members.  The  expenses  of  the  so- 
ciety for  the  past  year  were  as  follows : 


Flowers  (Doctor  Smith) $10.00 

Expenses  of  invited  guests - 23.39 

Postage  6.50 

Telephone  and  Telegrams 4.11 

Stenographer  10.00 

Secretary  25.00 


Total  $79.00  $79.00 

Balance  on  hand  January  1,  1933 $16.44 

Surplus  from  Supervisors’  meeting 2.95 

32  members  ($1.25  each) 40.00 


Total  cash  received $59.39  59.39 


Showing  a deficit  of - $19.61 

Special  collection  to  make  up.  above  deficit 23.00 


Balance  on  hand $ 3.39 


Motion  was  made  and  carried  that  the  report  be 
accepted.  A suggestion  was  made  that  the  Secretary 
collect  $1.00  from  each  member  to  make  up  the  defi- 
cit, which  was  done.  Motion  was  made  and  carried 
that  the  County  Society  dues  for  1934  be  $2.00  per 
member. 

The  report  of  the  nominating  committee  was  as 
follows:  President,  A.  D.  Hobbs,  St.  Louis;  vice 
president,  L.  F.  Hyslop,  Mt.  Pleasant ; secretary, 
E.  M.  Highfield,  Alma;  delegate,  T.  J.  Carney, 
Alma;  alternate,  W.  L.  Harrigan,  Mt.  Pleasant. 

Motion  was  made  and  carried  that  the  report  of 
the  nominating  committee  be  accepted  and  the  above 
be  declared  elected  as  officers  for  1934. 

President  Carney  then  introduced  Dr.  J.  P.  Pratt 
from  the  Henry  Ford  Hospital,  who  discussed  bleed- 
ing in  relation  to  ovulation  and  pregnancy.  After 
talking  nearly  an  hour  the  doctor  obligingly  an- 
swered questions  on  the  subject. 

President  Carney,  in  a few  well  chosen  words, 
explained  how  he  had  enjoyed  serving  as  President 
for  the  past  year  and  urged  the  same  cheerful  co- 


operation from  the  members  to  the  officers  for 
1934.  He  also  asked  for  a rising  vote  of  thanks  to 
Doctor  Pratt,  which  was  given  with  enthusiasm. 

E.  M.  Highfield,  M.D.,  Secretary. 


JACKSON  COUNTY 

The  business  meeting  of  the  Jackson  County 
Medical  Society  for  December,  1933,.  was  held  at 
Foote  Memorial  Hospital  Tuesday  afternoon,  De- 
cember 12,  at  4 :30  P.  M.  After  the  minutes  of  the 
preceding  meeting  were  read  and  approved  Dr. 
Ransom  gave  the  treasurer’s  report.  This  was  audit- 
ed by  Drs.  Hungerford  and  O’Meara  and  ap- 
proved. Dr.  John  Smith  gave  a brief  report  of  the 
meeting  of  the  Board  of  Directors  for  the  year. 

The  Society  then  proceeded  to  the  election  of  of- 
ficers for  the  coming  year.  Dr.  Clyde  Leonard  was 
elected  president;  Dr.  John  Ludwick,  president- 
elect; Dr.  R.  H.  Alter,  secretary;  Dr.  F.  G.  Ran- 
som, treasurer ; and  Dr.  Kudner,  Dr.  Crowley  and 
Dr.  Leahy  on  the  Board  of  Directors.  Dr.  Riley 
and  Dr.  O’Meara  were  elected  delegates  with  Dr. 
Clarke  and  Dr.  Horatio  Brown  alternates.  Dr. 
Leonard  was  appointed  to  act  as  the  representative 
of  the  Medical  Society  at  the  Chamber  of  Com- 
merce meetings.  Dr.  Horace  Porter  was  elected  as 
Editor  of  the  Bulletin  for  the  coming  year. 

The  application  of  Dr.  Caldiera,  who  had  made 
application  for  membership  in  the  Jackson  County 
Medical  Society,  was  laid  on  the  table  as  it  was 
understood  he  was  planning  to  leave  the  city.  The 
applications  of  Dr.  Page  and  Dr.  Rice  were  ac- 
cepted. The  application  of  Dr.  Tate  will  be  voted 
upon  at  the  next  meeting. 

Dr.  Riley  moved  that  the  Society  give  Dr.  Rodg- 
ers a weekly  pension,  the  amount  of  which  is  to 
be  decided  by  the  newly  elected  Board  of  Directors. 
The  motion  was  seconded  by  Dr.  O’Meara  and 
carried. 

The  new  officers  were  installed  at  a dinner  party 
held  on  Thursday  evening  at  the  Hayes  Hotel,  at 
which  Dr.  Gus  Dwyer,  Professor  of  Economics  at 
Vanderbilt  University,  gave  a very  amusing  and  in- 
structive talk  on  economic  conditions.  Dancing  fol- 
lowed with  Dr.  Strong’s  orchestra  furnishing  the 
music. 

R.  H.  Alter,  M.D.,  Secretary. 


LIVINGSTON  COUNTY 

The  November  meeting  of  the  Society  was  held 
at  the  State  Sanatorium  at  Howell  on  the  third  of 
the  month.  A business  meeting  followed  the  usual 
dinner  and  current  matters  of  importance  were  dis- 
cussed. A letter  was  read  from  Dr.  George  L.  Le- 
Fevre,  of  Muskegon,  asking  for  the  approval  of  our 
Society  to  the  proposed  appointment  of  Dr.  Howard 
H.  Cummings,  of  Ann  Arbor,  as  counselor  for  the 
14th  District,  to  fill  the  vacancy  caused  by  the 
resignation  of  Dr.  James  D.  Bruce.  The  choice  of 
Doctor  Cummings  was  heartily  approved. 

The  President,  Doctor  Leslie,  appointed  Dr.  H.  P. 
Melius,  of  Brighton,  chairman ; Dr.  J.  J.  Hendren, 
of  Fowlerville ; and  Doctors  Hollis  Sigler  and  D.  C. 
Stephens,  of  Howell,  to  act  as  a joint  committee  on 
“Preventive  Medicine  and  the  Care  of  the  Indigents.” 

Dr.  Earl  I.  Carr  of  Lansing  was  then  presented  to 
the  Society  for  the  second  time  within  a year.  Doc- 
tor Carr  gave  an  interesting  discourse  on  “Trau- 
matic Surgery,”  illustrating  his  talk  with  some  inter- 
esting x-ray  films.  Perhaps  the  outstanding  point 
made  by  Doctor  Carr  is  the  necessity  on  the  part  of 
the  physician  or  surgeon  called  to  administer  to  a 
case  of  traumatic  injury  of  taking  all  the  possibili- 
ties of  the  case  into  consideration.  This  can  best 
be  done  by  a careful  history  of  the  accident  and  a 
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clear  reconstruction  in  the  mind’s  eye,  by  the  surgeon, 
of  exactly  what  happened.  By  this  method  one  can 
often  correctly  judge  the  actual  severity  of  the  ac- 
cident itself  and  thereby  anticipate  symptoms  of 
hidden  injury  and  future  complications  not  apparent 
at  first,  especially  with  only  a superficial  examination 
of  the  case. 

The  regular  December  meeting  was  held  at  the 
Sanatorium,  Friday,  December  1.  Dr.  P.  V.  Wagley, 
assistant  superintendent  of  the  State  Hospital  at 
Pontiac,  addressed  the  Society  on  “The  Borderline 
Mental  Case.”  Dr.  Wagley  presented  an  unique  idea 
of  the  mechanism,  diagnosis  and  treatment  of  the 
better-known  psychoneuroses.  Here  again  the  de- 
tailed history  is  half  the  solution  of  the  problem,  and 
the  average  physician  is  usually  too  hasty  in  his  con- 
sideration of  the  case  to  get  at  the  root  of  the 
trouble.  A tactful,  painstaking  inquiry  concerning 
the  emotional  life  of  the  patient  is  absolutely  neces- 
sary to  the  correct  diagnosis  of  most  of  these  cases. 
An  adequate  investigation  frequently  requires  many 
contacts  with  the  patient  before  the  true  and  intimate 
factors  of  the  case  are  finally  brought  to  light.  Doc- 
tor Wagley  urged  an  attitude  of  consummate  self- 
confidence  on  the  part  of  the  examining  physician  as 
necessary  in  the  successful  management  of  the 
psychoneurotic  individual. 

Following  the  medical  phase  of  the  evening,  a 
business  meeting  was  called  to  order  by  the  Presi- 
dent, Doctor  Leslie.  Dr.  H.  G.  Huntington  presented 
a resolution  to  the  effect  that  the  County  Society  ap- 
proves the  McPherson  Memorial  Hospital,  of  Howell, 
as  an  efficient  institution  for  the  treatment  of  general 
medical  and  surgical  cases.  The  resolution  was 
adopted. 

Doctor  Melius  reported  his  attendance  at  the  con- 
ference on  Preventive  Medicine  held  at  the  Herman 
Kiefer  Hospital,  at  Detroit,  on  Wednesday,  Novem- 
ber IS.  He  also  gave  a resume  of  the  valuable  work 
done  by  his  joint  committe  on  “Preventive  Medicine 
and  the  Care  of  the  Indigents.”  A motion  was  pre- 
sented and  passed  that  a copy  of  the  complete  report 
of  this  committee  should  be  sent  by  the  Secretary 
to  the  private  practitioners  throughout  the  county. 
This  committee  is  working  in  collaboraion  with  the 
County  Welfare  Directors. 

The  Secretary  read  the  resolution  on  Hospital 
Practice  as  recently  adopted  by  the  Michigan  House 
of  Delegates  and  published  on  Page  601  of  the  No- 
vember issue  of  the  Journal  of  the  Michigan 
State  Medical  Society. 

The  annual  election  of  officers  then  took  place, 
with  Dr.  Bruce  Stocking,  of  the  State  Sanatorium 
Staff,  acting  as  temporary  chairman.  The  following 
were  reelected  to  office : President,  George  L.  Leslie, 
State  Sanatorium;  delegate,  Harry  G.  Huntington, 
of  Howell ; alternate  delegate,  J.  J.  Hendren,  of 
Fowlerville;  secretary-treasurer,  R.  S.  Anderson, 
State  Sanatorium. 

R.  S.  Anderson,  Secretary-Treasurer. 


MECOSTA  COUNTY 

The  regular  meeting  of  the  Mecosta-Osceola 
County  Medical  Society  was  held  at  the  Western 
Hotel,  Big  Rapids,  Tuesday,  November  14,  1933,  the 
guests  of  Drs.  Yeo  and  Winsor. 

Members  present:  Drs.  Campbell,  MacIntyre,  Yeo, 
Treynor,  Franklin,  Bruggema,  Chess,  Grieve  and 
Burkart.  Dentists  Pryor,  Rogers,  and  Zetterstedt. 
Guest:  Dr.  C.  C.  Slemons,  State  Commissioner  of 

Health,  Lansing. 

The  meeting  was  called  to  order  by  President 
Campbell  at  7 :45  P.  M.  On  motion  of  Drs.  Treynor 
and  Yeo,  the  regular  order  of  business  was  suspended 


temporarily  to  permit  Dr.  Slemons  to  get  away  as 
early  as  possible.  Dr.  Slemons  then  gave  a very  in- 
teresting account  of  his  visit  to  the  leper  colony  at 
Carville,  La.,  and  compared  it  with  other  colonies 
that  he  had  visited. 

The  chairman  of  the  Program  Committee  then  pre- 
sented two  reels  of  moving  pictures  showing  gall- 
bladder diseases  and  operative  measures  to  relieve. 

The  regular  order  of  business  was  then  taken  up. 
The  Secretary  read  the  minutes  of  the  last  regular 
meeting;  approved  as  read.  Communication  from 
the  Secretary  of  the  State  Medical  Society  was 
read,  calling  attention  to  the  new  fee  schedule  for 
medical  and  surgical  attendance  to  indigents,  sug- 
gested by  the  Secretary  of  the  State  Society,  but 
not  yet  approved  by  the  State  Welfare  Commission. 
On  motion,  recommendations  of  the  State  Society 
relative  to  postponing  any  action  on  change  of  fees 
for  services  to  indigents,  concurred  in.  The  secretary 
was  instructed  to  inform  all  absentees  of  this  action. 

President  Campbell  announced  the  following  named 
members  on  the  Preventive  Medicine  Committee: 
John  L.  Burkart,  chairman,  Big  Rapids;  Louis  K. 
Peck,  Barryton ; Jacob  Bruggema,  Evart. 

Dr.  Franklin  moved  that  all  absent  members  be 
informed  of  the  action  of  this  Society  on  the  sub- 
ject of  welfare  work  and  recommendations  thereof. 
On  motion,  the  president  was  authorized  to  appoint 
a committee  to  act  in  conjunction  with  the  State 
and  County  Welfare  organization  on  all  matters  of 
dispute  pertaining  to  the  fee  for  services  to  indigents 
of  the  county,  wherever  disputes  arise.  The  presi- 
dent announced  the  members  of  the  foregoing  com- 
mittee as  Drs.  T.  P.  Treynor,  chairman;  Glenn 
Grieve;  G.  H.  Yeo;  B.  J.  Franklin,  and  John  L. 
Burkart. 

A rising  vote  of  thanks  was  tendered  the  speaker 
of  the  evening  and  our  hosts,  Dr.  Winsor  and  Yeo, 
and  the  Program  Committee. 

John  L.  Burkart,  Secretary. 


MONROE  COUNTY 

At  its  regular  meeting  November  16.  the  Monroe 
County  Medical  Society  passed  a motion  that,  as 
long  as  the  fee  schedule  offered  by  the  State  Emer- 
gency Welfare  Relief  Commission  was  “temporary,” 
the  society  would  comply  “temporarily”  so  that  no 
hardship  to  the  indigent  ill  would  arise.  However, 
the  Society  felt  that  the  fees  offered  would  not  even 
pay  the  overhead  cost  of  the  work  done,  to  say 
nothing  of  paying  the  physician  a living  wage.  The 
Society  voted  to  take  no  definite  action  until  fur- 
ther information  from  the  State  Society  arrives, 
because  if  the  Welfare  Commission  is  working  on 
a state  basis  it  appears  logical  that  they  should  deal 
with  the  State  Medical  Society.  Are  we  right  in 
this?  The  Economics  committee  appointed  consists 
of  Drs.  H.  W.  Landon,  A.  W.  Karch,  J.  J.  Siffer. 

The  proposed  schedule  first  submitted  was  in 
many  instances  above  the  usual  fees  we  receive  here. 

Dr.  Philip  D.  Amadon,  delegate,  gave  a report  of 
the  State  meeting. 

Dr.  Neil  Bentley,  Detroit,  spoke  on  “Ear  Compli- 
cations Accompanying  Acute  Respiratory  Infec- 
tions.” We  all  profited  much  by  Dr.  Bentley’s  care- 
ful discussion  of  this  subject. 

Dr.  Robert  J.  Williams  was  received  into  mem- 
bership. Dr.  Williams  has  recently  come  to  Mon- 
roe to  specialize  in  Eye,  Ear,  Nose  and  Throat 
diseases. 


Monroe  County  Medical  Society  held  its  regular 
meeting  at  the  Park  Hotel,  December  14,  beginning 
with  dinner  at  6:30  P.  M. 

Dr.  Osborne  A.  Brines,  pathologist,  Receiving 
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Hospital,  Detroit,  spoke  on  “Malignant  Tumors  of 
the  Uterus.” 

Dr.  Herbert  W.  Landon,  chairman  of  the  com- 
mittee to  deal  with  the  County  Emergency  Welfare 
Committee,  reported  that  the  second  fee  schedule 
sent  out  by  the  State  Society  had  been  adopted. 
This  schedule  included  no  fees  for  surgery.  The  so- 
ciety requested  the  committee  to  continue  its  work 
and  attempt  to  arrive  at  a system  of  fees  for  sur- 
gical work. 

Dr.  Harry  Mealy,  who  has  recently  come  to 
Monroe  from  Newton  Falls,  Ohio,  to  be  surgeon 
to  the  Newton  Steel  Company,  was  the  guest  of 
the  society. 

Some  members  have  offered  to  pay  1934  dues. 

Florence  Ames,  M.D.,  Secretary. 


NORTHERN  MICHIGAN 

The  regular  meeting  of  the  Northern  Michigan 
Medical  Society  was  held  at  the  Hotel  Perry,  Petos- 
key,  on  November  9,  1933. 

Meeting  called  to  order  by  President  Frank.  Min- 
utes of  the  last  meeting  were  read  and  approved. 
Correspondence  was  read.  Reports  of  various  com- 
mittees were  heard,  and  the  report  of  Dr.  Wood, 
delegate  to  the  State  Meeting,  was  read  and  entered 
into  the  files. 

The  December  meeting  was  held  at  the  Hotel 
Perry,  Petoskey,  on  December  14,  1933. 

The  meeting  was  called  to  order  by  President 
Frank.  Minutes  of  the  last  meeting  were  read  and 
approved,  and  correspondence  was  read. 

It  was  moved  and  supported  that  the  Society 
approve  of  the  Charlevoix  Hospital  as  an  affiliated 
hospital  of  the  Crippled  Children’s  Commission. 
Carried. 

Miss  Foley,  Emmett  County  welfare  director,  then 
spoke  on  the  relation  of  the  Emergency  Welfare 
Relief  and  the  physician.  She  also  answered  ques- 
tions asked  by  various  doctors. 

By  unanimous  vote  the  following  officers  were 
elected  for  1934:  Dr.  Fraley  McMillan,  Charlevoix, 
president;  Dr.  Walter  Larson,  Levering,  vice  presi- 
dent; Dr.  Ervin  Brenner,  East  Jordan,  secretary  and 
treasurer;  Dr.  Fred  Mayne,  Cheboygan,  delegate; 
Dr.  Ed.  Christie,  Cheyboygan,  alternate  delegate. 

It  was  moved  and  supported  that  dues  for  1934 
be  $10.00.  Carried.  Drs.  Wessels  and  Mayhew  of 
Mancelona  were  admitted  to  membership.  Drs. 
Armstrong  and  Conway  were  appointed  to  the  Pro- 
gram Committee  for  January. 

E.  J.  Brenner,  Secretary. 


SAINT  CLAIR  COUNTY 

A regular  meeting  of  the  Saint  Clair  County  So- 
ciety was  held  at  Port  Huron  Hospital,  Tuesday, 
November  21,  1933.  Supper  was  served  to  nineteen 
members  and  Dr.  E.  W.  Caster  of  Yale,  who  was  a 
visitor. 

The  meeting  was  called  to  order  by  President  D. 
J.  McColl  at  7:15  P.  M.  The  minutes  of  the  pre- 
ceding meeting  were  read  and  approved.  Several 
communications  were  read  from  the  Secretary  of 
the  Michigan  State  Medical  Society.  Doctor  McColl 
made  a verbal  report  of  a recent  conference  he  had 
with  Mr.  Glassford,  chairman  of  the  County  Federal 
Emergency  Relief  Commission,  who  expressed  the 
opinion  to  Doctor  McColl  that  medical  relief  under 
the  Commission  would  hardly  be  organized  to  func- 
tion before  January.  The  Commission  had  a fee  list 
representing  a cut  of  70  per  cent  from  the  regular 
minimum  fee  list  now  in  effect,  Mr.  Glassford  stated 
that  the  Federal  Government  desired  the  indigent  to 
receive  medical  relief  from  their  regular  family  phy- 
sicians, if  possible. 


A motion  by  Doctor  Heavenrich,  supported  by 
Doctor  McKenzie,  was  carried,  as  follows:  “No 

member  of  the  Saint  Clair  County  Medical  Society 
shall  accept  any  calls  under  Federal  Relief  plan  un- 
til the  Society  shall  approve  such  plan.”  Doctor 
Heavenrich  suggested  an  item  be  written  for  publi- 
cation in  the  local  newspaper  giving  our  side  of  the 
matter  of  fees,  etc.  Doctor  McColl  expressed  an 
opinion  that  this  action  would  be  unwise  and  pre- 
mature. A motion  by  Doctor  McKenzie  supported 
by  Doctor  Burley  was  carried,  as  follows : “Each 

member  of  the  Saint  Qair  County  shall  sign  an 
agreement  not  to  perform  any  professional  services 
in  cooperation  with  the  County  Federal  Emergency 
Relief  Commission  until  such  time  as  a fee  schedule 
agreed  upon  by  the  Saint  Clair  County  Medical  So- 
ciety be  adopted.”  Eighteen  members  in  attendance 
signed  such  an  agreement  after  adoption  of  the  mo- 
tion. 

The  Censors  recommended  that  the  applications  of 
Dr.  Donald  Pollack  of  Yale  and  Dr.  Garnet  W.  Ault 
of  Port  Huron  be  acted  upon  favorably  by  the  So- 
ciety. Ballots  were  passed  by  Doctors  Brush  and 
Schaefer  and  both  physicians  were  elected  to  mem- 
bership in  the  Society.  Doctor  Patterson,  chairman 
of  the  Committee  on  Medical  Relief  to  the  Indigent, 
reported  upon  the  applications  of  small  hospitals  in 
Yale  and  Capac  to  be  approved  by  the  Society  so 
that  crippled  children  could  receive  treatment  in  those 
institutions.  No  definite  action  was  taken.  Doctor 
Callery,  chairman  of  the  Committee  on  Preventive 
Medicine,  made  a short  report  of  the  recent  meeting 
at  the  Herman  Kiefer  Hospital  at  Detroit.  Doctor 
McColl  was  instructed  by  the  Society  to  change  the 
date  of  our  next  meeting  to  December  7 so  as  not 
to  conflict  with  a combined  meeting  of  the  four 
luncheon  clubs  of  Port  Huron.  A motion  by  Doctor 
De  Gurse,  supported  by  Doctor  Patterson,  in  which 
the  Society  was  to  assume  control  of  all  clinics  oper- 
ating in  Saint  Clair  County  and  approve  same  before 
members  of  the  Society  could  serve  therewith,  was 
finally  defeated  by  a vote  of  eight  to  five  with  sev- 
eral members  not  voting. 

Dr.  E.  W.  Meredith  read  a splendid  and  most  com- 
prehensive paper  upon  “Conditions  Associated  with 
Low  Basal  Metabolism.”  The  essayist  covered  myx- 
edema, cretinism,  post-surgical  hypothyroidism  and 
other  phases  of  the  subject  in  a fine  manner.  Dr. 
A.  B.  Armsbury  read  a paper  upon  “Some  Old  and 
Maybe  Forgotten  Remedies.”  The  doctor  spoke 
briefly  on  aconite,  belladonna,  bryonia,  gelsemium, 
arsenic,  hydrastis,  zinc  phosphid  and  nux  vomica. 
The  paper  was  enjoyed  very  much  by  all  who  were 
present.  Discussion  of  both  papers  followed  and 
nearly  every  one  present  took  part  therein.  Before 
adjournment  President  McColl  expressed  his  pleasure 
at  the  large  attendance  in  spite  of  the  inclement 
weather  and  stated  that  he  had  known  for  a long 
time  that  members  of  the  Society  were  capable  of 
presenting  verv  fine  papers.  The  meeting  adjourned 
at  10:10  P.  M. 

George  M.  Kesl,  Secretary-Treasurer. 


TUSCOLA  COUNTY 

The  regular  annual  meeting  of  the  Tuscola  Coun- 
ty Medical  Society  was  held  November  9,  1933,  at 
the  Caro  Community  Hospital.  By  a unanimous  vote 
the  present  officers  were  commended  for  the  work 
in  the  past  year  and  were  retained  for  the  ensuing 
term. 

The  Tuscola  County  plan  for  care  of  the  indigent 
was  brought  up  for  consideration  and,  with  the 
amended  offer  to  include  costs  of  drugs  and  sundries, 
was  voted  on  and  carried. 

Dr.  O.  C.  Johnson  gave  an  address  as  retiring 
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president,  which  dealt  with  political  economy,  par- 
ticularly with  medical  economics,  and  its  relation  to 
fundamentals  of  medical  ideals.  Dr.  Johnson  stressed 
the  necessity  of  keeping  the  profession  intact,  also 
the  relationship  of  patient  to  doctor. 

The  officers  of  Tuscola  County  Medical  Society 
for  the  next  year  are:  President,  Dr.  O.  C.  Johnson, 
Mayville;  vice  president,  Dr.  A.  S.  Rundell,  Vassar; 
secretary-treasurer,  Dr.  L.  L.  Savage,  Caro. 


The  secretary’s  report  shows : 

Number  of  regular  meeting  for  1932 11 

Social  meeting  1 

Membership,  beginning  Dec.  1,  1932 24 

New  members  5 

Average  attendance  22 

Scientific  papers : 

Public  Health — Dr.  E.  C.  Swanson. 


Blood  Count  in  Appendicitis — Dr.  T.  E.  Hoffman. 
Benign  Hypertrophy  of  Prostate — Dr.  R.  R.  How- 
lett. 

Maternal  Death  Rate  in  U.  S.  A.  and  Michigan — 
Dr.  B.  Starmann. 

Diagnostic  Clinic — Dr.  G.  H.  Kaven. 

Economics : 

Trends  in  Medical  Economics — Dr.  L.  L.  Savage. 
Summary  of  Majority  Report — Dr.  I.  D.  McCoy. 
Summary  of  Minority  Report — Dr.  Geo.  Bates. 
Address  by  President — Dr.  O.  C.  Johnson. 

Lloyd  L.  Savage,  M.D.,  Secretary. 
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A NEW  YEAR 

We  are  beginning  another  year  in  our  organiza- 
tion, a year  in  which  I am  hoping  we  may  grow  and 
become  more  useful  to  our  medical  societies.  To 
do  this  we  need  to  have  a clear  conception  of  the 
purpose  of  our  organization. 

The  great  reason  for  the  existence  of  the  auxiliary 
is  to  assist  the  medical  profession  in  whatever  way 
they  consider  advisable  and  suitable  in  solving  the 
problems  confronting  them.  It  is  important  that 
we  work  very  closely  under  the  guidance  of  our 
Advisory  Board,  otherwise  we  may  do  more  harm 
than  good. 

Each  community  has  its  own  particular  problems 
besides  the  ones  confronting  the  state.  To  help  in- 
telligently, every  member  should  thoroughly  under- 
stand the  situation  on  which  she  is  to  act.  For  this 
reason,  we  must  devote  the  largest  part  of  our  aux- 
iliary time  and  efforts  to  self  education.  We  can  not 
expect  to  educate  others  until  we  are  thoroughly 
educated  ourselves. 

The  greatest  service  we  can  render  to  the  medical 
profession  and  to  the  public  is  to  carry  this  knowl- 
edge out  to  the  laywomen  through  our  daily  contacts 
in  clubs,  churches,  and  social  gatherings.  The  Aux- 
iliary members  who  is  already  an  active  worker,  a 
director,  or  board  member  of  another  organization 
has  a tremendous  power  in  her  influence  over  health 
programs  and  in  moulding  public  opinion.  Each  aux- 
iliary member  should  make  an  effort  to  become  ac- 
tive in  at  least  one  other  group  and  to  accept  posi- 
tions of  leadership  on  boards  carrying  on  public 
health  projects. 

After  all  it  is  the  women,  mothers  of  families, 
who  control  the  health  of  the  public  to  a great  ex- 
tent. It  through  our  contacts  with  women’s  clubs, 


with  their  millions  of  members,  consisting  of  intel- 
ligent wives  and  mothers  with  voting  powers,  that 
we  may  be  of  most  service.  These  women  are  willing 
and  anxious  to  learn  the  best  way  for  prevention 
of  disease,  the  facts  that  pertain  to  the  health  and 
welfare  of  their  families  and  of  the  entire  commu- 
nity, and  are  influenced  in  their  decisions  by  you, 
when  they  have  confidence  in  the  knowledge  coming 
to  them,  from  you,  not  as  a doctor’s  wife,  but  as  a 
friend  and  co-worker. 

This  incident  occurred  this  last  week  at  a meet- 
ing given  under  the  auspices  of  the  Wayne  County 
Auxiliary  to  which  members  of  two  hundred  fifty 
women’s  clubs  had  been  invited.  Dr.  Clarence  C. 
Little  gave  a talk  on  “How  Women  Can  Help  Pre- 
vent Cancer.’’  The  talk  was  followed  by  questions 
and  discussion.  Someone  in  the  audience  had  very 
recently  lost  a member  of  her  family  by  death  from 
cancer  which  had  been  treated  by  a serum.  This 
question  from  a laywoman  followed:  “Why  doesn’t 
the  Medical  Society  protect  the  public  from  quack 
doctors?”  This  does  cause  us  to  stop  and  wonder 
if  we  are  doing  all  we  can  to  educate  the  public. 

I believe  every  doctor’s  wife  should  become  a 
member  of  the  Auxiliary.  So  many  times  I have 
heard  this  excuse,  “Oh,  I already  belong  to  so  many 
clubs!”  That  is  all  the  more  reason  the  Auxiliary 
needs  you  who  have  already  established  contacts 
and  you  need  the  Auxiliary  equally  as  much,  that 
you  may  have  the  exact  knowledge,  the  true  facts, 
and  know  the  way  to  present  these  facts  that  they 
will  be  the  most  helpful  to  the  medical  profession 
and  to  the  public. 

I am  sure  that  every  doctor’s  wife  feels  that  her 
husband’s  profession  is  one  of  the  finest.  For  that 
reason,  regardless  of  the  other  organizations  to 
which  she  belongs,  she  should  wish  to  center  her  in- 
terest and  energies  on  the  work  that  lies  nearest 
her  home  and  her  heart  and  be  willing  and  glad  to 
be  of  whatever  service  she  can. 

(Mrs.  E.  L.)  Irene  H.  Whitney, 
President. 


WAYNE  COUNTY 

Tuesday,  December  5,  was  another  red  letter  day 
for  the  Woman’s  Auxiliary  to  the  Wayne  County 
Medical  Society.  On  this  date  the  third  regular 
meeting  was  held  at  the  Book  Cadillac  Hotel  at 
one  o’clock.  The  time  was  advanced  from  the  usual 
hour  to  make  it  possible  for  doctors  to  attend  and 
to  accommodate  the  speaker.  There  was  a capacity 
crowd  as  the  meeting  was  open  to  the  public  and 
letters  of  invitation  had  been  sent  to  the  Parent- 
Teacher  Association  and  all  federated  clubs  in  the 
city. 

Mrs.  Claire  L.  Straith,  president  of  the  Auxiliary, 
opened  the  meeting,  and  Dr.  Alexander  W.  Blain, 
president  of  the  Wayne  County  Medical  Society, 
spoke  a few  words  of  greeting.  After  the  recording 
secretary,  Mrs.  Audrey  O.  Brown,  read  the  minutes 
of  the  last  meeting,  Mrs.  Frank  W.  Hartman,  pro- 
gram chairman  of  the  organization,  took  charge.  She 
presented  Dr.  H.  Wellington  Yates,  who  introduced 
the  speaker  of  the  day,  Dr.  Clarence  Cook  Little. 

Dr.  Little,  former  president  of  the  University  of 
Michigan  and  now  director  of  the  Roscoe  B.  Jack- 
son  Memorial  Laboratory  for  Cancer  Research  at 
Bar  Harbor,  Me.,  spoke  on  “How  Women  Can  Help 
Control  Cancer.” 

Dr.  Little  said  that  doctors  need  the  assistance  of 
women  in  fighting  cancer  to  spread  preventive  in- 
formation among  their  families  and  friends.  He  said 
that  modern  loose-fitting  fashions  are  helping  to 
eradicate  common  types  of  cancer  among  women — 
anything  causing  inward  or  outward  irritation  to 
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the  body  being  provocative  of  cancer.  “Because 
women  have  become  expert  in  skin  hygiene,  cancer 
of  the  skin  is  seldom  found  among  them,”  Dr.  Little 
declared.  He  also  said  that  the  weapons  with  which 
cancer  can  be  fought  are  exceedingly  simple,  and 
that  “prudery,  ignorance,  and  delay”  are  the  three 
worst  enemies  of  cure.  He  stressed  the  necessity  for 
periodic  examinations,  especially  after  the  age  of 
thirty-five. 

There  was  a question  period  after  the  lecture,  and 
this  was  followed  by  the  business  meeting.  Later  a 
What-not  and  Bake  Sale  was  held. 

During  the  month  there  was  another  Bridge 
Tournament  at  the  club  house.  This  was  on  Tues- 
day evening,  November  21.  There  were  two  sewing 
meetings — one  at  the  home  of  Mrs.  A.  Gerald  Wal- 
ters on,  November  23,  and  the  other  at  the  home  of 
Mrs.  Clarke  M.  McColl  on  December  8.  The  Wel- 
fare Committee,  which  is  in  charge  of  these,  reports 
that  four  of  the  maternity  kits,  being  made  by 
the  ladies  for  the  use  of  members  of  the  Wayne 
County  Medical  Society  in  their  charity  work,  are 
nearly  completed. 

On  November  22  Mrs.  Milton  A.  Darling,  chair- 
man of  the  membership  committee,  entertained  this 
group  at  a desert-bridge  at  her  home. 

November  27,  Mrs.  Roger  V.  Walker  called  a 
meeting  of  the  social  committee  at  the  Women’s 
City  Club. 

The  officers  and  committee  chairmen  of  the  Wom- 
an’s Auxiliary  were  the  guests  of  Mrs.  Claire  L. 
Straith,  president,  and  Mrs.  Frank  W.  Hartman, 
vice  president,  at  a most  delightful  luncheon  and 
board  meeting  at  Mrs.  Straith’s  home  on  Tuesday, 
November  28. 

But  the  date  which  was  voted  by  the  youngest 
group  the  most  important  of  all  was  December  16. 
On  this  afternoon  Santa  Claus  visited  the  Wayne 
County  Medical  club  house;  and  to  heap  thrills  upon 
thrills  a magician  accompanied  him.  A most  de- 
lightful play,  “A  Christmas  Dream,”  was  also  on 
the  program  for  the  Children’s  Party.  Nina  Maris, 
danseuse,  presented  some  of  her  pupils  in  this  fan- 
tasy. Chief  among  the  characters  were  Lucille  Pick- 
ard, Martha  Sutton,  and  Bill  Pickard.  Anton  Carl 
Boyke,  pianist,  assisted  with  the  musical  background 
of  the  play.  The  members  of  the  Auxiliary  were 
hostesses  to  their  young  guests  on  this  occasion,  and 
Mrs.  Orlando  W.  Pickard  was  in  charge  of  the  pro- 
gram. 

Lorraine  E.  Loranger, 
Publicity  Chairman. 
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Dr.  L.  J.  Gariepy  and  family  of  Detroit  left  De- 
cember 22  from  New  York  on  the  Statendam  for  a 
two  weeks’  cruise  in  the  Carribean  Sea. 


Two  outstanding  medical  events  of  the  past  month 
in  Wayne  County  are  the  annual  Highland  Park 
Clinic  and  the  address  by  Dr.  Clarence  Cook  Little, 
December  4,  before  the  Wayne  County  Medical  So- 
ciety on  the  subject  of  “Cancer.”  Both  were  greeted 
by  capacity  audiences. 


Dr.  T.  G.  Yeoman  of  Saint  Joseph,  Michigan,  was 
elected  president  of  the  Michigan  State  Board  of 
Registration  of  Medicine.  Dr.  J.  D.  Brook  of 
Grandville  was  made  vice-president  and  Dr.  J.  Earl 
McIntyre  of  Lansing  was  re-elected  secretary  and 


executive  officer;  Dr.  J.  J.  Walch  was  reappointed 
member  of  the  board.  The  annual  meeting  took 
place  on  October  13. 


Past-Presidents’  Night  of  the  Wayne  County 
Medical  Society  will  be  held  on  January  15,  1934. 
After  the  scientific  meeting,  a social  hour  will  be 
held  in  the  club  roms  of  the  Society  to  honor  Past- 
President  Frank  A.  Kelly  (1923-24)  and  Past-Presi- 
dent Henry  A.  Luce  (1925-26).  This  will  be  third 
in  the  series  of  such  affairs  to  bring  recognition  to 
those  who  in  the  past  helped  lay  the  foundation 
stones  on  which  the  organization  now  stands. 


Executive  Secretary  Wm.  J.  Burns  is  publishing 
in  the  Detroit  Medical  News,  weekly  bulletin  of 
the  Wayne  County  Medical  Society,  a series  of  arti- 
cles explaining  Michigan’s  laws  and  Federal  enact- 
ments touching  the  practice  of  medicine.  Mr.  Burns 
is  a lawyer  who  has  been  associated  with  medical 
organization  work  since  1925.  His  articles  to  date 
have  included  treatises  on  the  FERA,  the  Michigan 
Afflicted  Child  Act,  and  the  Michigan  Afflicted 
Adult  Act. 


The  Beaumont  Foundation  in  connection  with  the 
Wayne  County  Medical  Society  will  hold  the  annual 
lectures  at  the  auditorium  of  the  Institute  of  Arts 
on  the  evenings  of  February  19  and  20,  1934.  The 
speaker  will  be  Dr.  John  F.  Fulton,  Sterling  Pro- 
fessor of  Physiology,  Yale  University.  Professor 
Fulton  is  a former  Fellow  at  Magdalen  College, 
Oxford  University.  The  1934  series  will  consist  of 
two  instead  of  three  lectures.  A cordial  invitation  is 
extended  to  every  member  of  the  Michigan  State 
Medical  Society. 


A meeting  to  discuss  economic  phases  of  the  prac- 
tice of  medicine  was  held  under  the  auspices  of  the 
Wayne  County  Medical  Society  on  December  20. 
This  meeting  was  very  largely  attended.  Mr.  W.  J. 
Burns,  executive  secretary  of  the  society,  explained 
in  detail  the  Federal  grant  for  the  medical  care  of 
the  indigent  and  also  the  operation  of  the  Afflicted 
Child's  Law  in  this  state.  Mayor  John  W.  Smith 
of  Detroit  made  an  address  which  appears  in  this 
issue  of  the  Journal.  This  address  is  printed  be- 
cause the  subject  discussed  therein  concerns  every 
county  in  this  state.  Mr.  Smith’s  address  was  the 
outcome  of  a recent  visit  to  Washington. 


“Michigan  State  Medical  Society  Night”  is  the 
title  of  the  program  of  the  Wayne  County  Medical 
Society’s  general  meeting  of  January  15,  1934.  The 
program  will  sponsor  the  presence  of  the  officers 
and  the  council  of  the  State  organization.  The  sub- 
jects and  lecturers  will  be: 

1.  “State  Society  Objectives — President  Geo.  L. 
LeFevre,  Muskegon. 

2.  “State  Institutions” — President-Elect  Rich.  R. 
Smith,  Grand  Rapids. 

3.  “Council  Responsibilities”- — Chairman  R.  B. 

Corbus,  Grand  Rapids. 

4.  “The  State  Society,  its  Activities,  Strength  and 
Weakness — Secretary  F.  C.  Warnshuis,  Grand 
Rapids. 

5.  Questions  and  Inquiries. 


MEETING  OF  THE  CANCER  COMMITTEE 
OF  THE  MICHIGAN  STATE 
MEDICAL  SOCIETY 

A meeting  of  the  Cancer  Committee  of  the  Michi- 
gan State  Medical  Society  was  held  in  the  Wayne 
County  clubrooms  on  December  4,  1933.  The  mem- 
bers of  the  Cancer  Committee  are  as  follows : Dr. 
Osborne  A.  Brines,  Detroit,  chairman ; Dr.  C.  V. 
Weller,  Ann  Arbor;  Dr.  Henry  J.  VandenBerg, 
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January,  1934 

Grand  Rapids ; Dr.  J.  G.  R.  Manwaring,  Flint ; and 
Dr.  A.  R.  McKinney,  Saginaw. 

The  following  attended  the  meeting  as  guests  of 
the  Committee : Dr.  Clarence  Cook  Little,  Bar  Har- 
bor, Me. ; Dr.  Frank  L.  Rector,  Evanston,  111. ; and 
Dr.  H.  Wellington  Yates,  Detroit,  all  three  repre- 
senting the  American  Society  for  the  Control  of 
Cancer;  Dr.  C.  C.  Slemons  and  Dr.  Deacon,  of  the 
State  Health  Department ; and  Dr.  Charles  E. 
Dutchess,  former  chairman  of  the  Committee.  Plans 
were  formulated  for  a more  exhaustive  study  of 
the  cancer  problem  in  Michigan  and  for  the  develop- 
ment of  a comprehensive  educational  program 
throughout  the  state. 


NORTHERN  TRI-STATE  MEDICAL  SOCIETY 


The  annual  meeting  of  the  Northern  Tri-State 
Medical  Society  will  be  held  at  Flint,  Aprd  10,  1934. 
The  Tri-State  Medical  Society,  as_  is  well  known, 
includes  Michigan,  Indiana,  and  Ohio.  The  place  of 
meeting  is  the  auditorium  of  the  Hurley  Hospital, 
Flint.  Lunch  will  be  served  in  the  dining  rooms  of 
the  hospital  and  a banquet  will  be  held  in  the  evening 
in  the  Durant  Hotel.  The  program  is  as  follows : 


8:00  A.M. 
8:15  A.M. 
8:30  A.  M. 

8:45  A.M. 
9:00  A.M. 

9 :45  A.  M. 


10:30  A.  M. 


11:15  A.  M. 


Noon. 

1:00  P.M. 

1 :45  P.  M. 


2 :30  P.  M. 


3:15  P.M. 
3 :30  P.  M. 


4:15P.M. 


6:00  P.M. 


Dr.  Wm.  Clift,  Flint,  Mich. — “Upper 
Cervical  Dislocations.” 

Dr.  A.  Dale  Kirk,  Flint,  Mich. — “Infant 
Mortality.” 

Dr.  M.  S.  Chambers,  Flint,  Mich. — 
“Principles  in  Treatment  of  Diseases  of 
the  Heart.” 

Dr.  George  Curry,  Flint,  Mich. — “Mus- 
culo-Spiral  Paralysis.” 

Dr.  Carl  A.  Hedblom,  Professor  of 
Surgery,  University  of  Illinois,  Chicago 
— “The  Selective  Surgical  Treatment  of 
Pulmonary  Tuberculosis.” 

Dr.  Clifford  G.  Grulee,  Professor  of 
Pediatrics,  Rush  Medical  College,  Chi- 
cago, 111.— “Some  Interesting  ^Condi- 
tions  in  the  Newly-born  Infants.” 

Dr.  Wm.  M.  Donald,  Professor  of  Med- 
icine, Detroit  College  Medicine  and 
Surgery,  Detroit,  Mich. — “What  to  Do 
When  the  Diabetic  Comes.” 

Dr.  George  C.  Hale,  Professor  of  Med- 
icine, University  of  Toronto,  Canada, 
London,  Ont.,  Can. — -“Sleep.” 

Luncheon. 

Dr.  Frank  Smithies,  Chicago,  111. — “Re- 
gional, Infectious,  Ulcerative  Colitis.” 
Dr.  Norman  F.  Miller,  Professor  of 
Obstetrics,  University  of  Michigan,  Ann 
Arbor,  Mich. — “The  Anticipation  and 
Management  of  Toxemia  of  Preg- 
nancy.” 

Dr.  Herman  L.  Kretschmer,  Professor 
of  Urology,  Rush  Medical  College,  Chi- 
cago, 111. — “Changing  Trends  in  the 
Treatment  of  Prostatic  Obstructions.” 
Business  Meeting. 

Dr.  Louis  J.  Hirschman,  Professor  of 
Proctology,  Detroit  College  of  Medi- 
cine and  Surgery,  Detroit,  Mich. — “The 
Sclerosing  Treatment  of  Hemorrhoids 
— Its  Indications  and  Limitations.” 

Dr.  Wilder  Groves  Penfield,  Professor 
of  Neurological  Surgery,  McGill  Uni- 
versity, Montreal,  Quebec,  Canada — 
“Epilepsy.”  “Classification  and  Man- 
agement of  Cases.” 

Banquet — Address  : Dr.  Frank  H.  Lahey, 
Director  of  Lahey  Clinic,  Boston,  Mass. 
—“Management  of  Goiter.” 


WHITNEY  FAMILY’S  INTEREST 

IN  MEDICINE  \ . 

The  afternoon  of  Sunday,  December  3,  will  live 
long  in  the  memory  of  the  many  members  of  the 
Wayne  County  Medical  Society  and  the  Auxiliary 
who  attended  the  reception  in  their  club  house  to 
honor  the  Whitney  family  and  welcome  them  back 
to  their  old  home.  This  affair  was  occasioned  by 
the  visit  to  Detroit  of  Mr.  John  Jacob  Hoff  and  his 
wife  (the  former  Grace  Whitney)  of  Paris,  France. 
Others  of  the  immediate  family  present  were  Mr. 
Tracy  McGregor,  of  Washington,  D.  C.,  Mrs.  Hoff’s 
brother-in-law;  Mrs.  David  C.  Whitney,  her  sister- 
in-law;  Mrs.  David  M.  Whitney,  her  niece;  and  Mrs. 
David  M.  Whitney,  Jr.,  her  grand-niece. 

Mrs.  Claire  L.  Straith,  president  of  the  Woman’s 
Auxiliary,  spoke  a few  words  of  greeting  to  the 
Whitney  family  and  expressed  the  appreciation  of 
her  organization  for  the  use  of  this  beautiful  home. 
She  presented  Dr.  Alexander  W.  Blain,  president  of 
the  Wayne  County  Medical  Society,  who  in  turn 
thanked  the  Whitney  family  for  their  generosity  in 
making  the  building  available  to  the  Society. 

Mrs.  Hoff  spoke  to  the  gathering,  reminiscing  on 
her  life  in  this  lovely  old  mansion.  She  requested  to 
speak  from  the  archway  between  the  library  and  the 
hall,  as  that  was  the  spot  where  she  stood  when 
she  was  married. 

She  spoke  on  the  “noble,  upright  life”  of  her 
father,  who  built  the  house,  and  said  that  she  felt 
she  was  expressing  his  sentiment  in  speaking  at 
this  time.  She  said,  “It  means  much  to  us  that  this 
house,  filled  with  sacred  memories,  is  now  given 
over  to  such  a glorious  organization  as  the  Wayne 
County  Medical  Society,  and  that  the  society’s  spirit 
of  unity  and  cooperation  should  be  centered  here. 
The  doctors  have  had  a vital  part  in  the  making  of 
Detroit,  and  today,  when  the  need  is  for  home-mak- 
ing, the  doctors  are  the  very  foundation  of  our 
homes.” 

She  spoke  of  the  breakfast  hour,  when  the  dining 
room  curtains  were  drawn  exactly  at  8 o’clock — not 
one  minute  before  or  after.  How  the  family  came 
out  to  gather  again  at  a long  table  in  the  hallway 
to  open  the  morning  mail.  How  her  father  pre- 
ferred a couch  in  the  hall  to  a more  secluded  spot 
for  his  nap,  so  he  could  “hear  what  was  going  on 
while  he  slept.” 

Then  she  recalled  her  wedding  feast  in  the  dining 
room  on  April  3,  1900,  when  the  health  of  the  bride 
and  groom  was  drunk  with  Apollinaris  water. 

Mr.  McGregor  also  spoke.  He  said,  “Members  of 
the  family  who  lived  here  always  had  a medical 
slant.  The  late  Mrs.  David  Whitney  was  a member 
of  the  board  of  Woman’s  Hospital,  and  Mrs.  Mc- 
Gregor was  a volunteer  social  worker,  following  in 
the  steps  of  her  sister,  Mrs.  Hoff. 

“This  afternoon  I remember  two  things  in  par- 
ticular about  Mr.  Whitney.  I remember  that  he  was 
a good  patient  for  a doctor,  because  he  always  did 
what  his  doctor  told  him  to  do ; and  I remember 
how  he  loved  the  timber  in  this  home.  Due  to  his 
lumber  interests  he  knew  wood  and  its  use,  and 
the  beautiful  paneling  in  this  house  expresses  his 
lo'-'e  of  trees  and  what  came  out  of  them.” 

Dr.  George  McKean,  a trustee  of  the  organiza- 
tion, said  that  the  home  would  mean  much  more 
to  the  Society  from  having  had  these  intimate  touches 
of  family  association. 

Musical  selections  were  played  by  Dr.  Robert  Ber- 
man and  Dr.  Victor  Marburger ; and  then  tea  was 
served  in  the  dining  room,  with  Mrs.  Blain  and 
Mrs.  H.  Wellington  Yates  presiding  at  the  tea  table. 

The  editor  is  indebted  to  Mrs.  C.  B.  Loranger,  chairman 
of  the  press  committee  of  the  Woman’s  Auxiliary  of  the 
Wayne  County  Medical  Society,  for  the  splendid  write-up  of 
this  social  event. 
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HISTOLOGY.  By  S.  Ramon-Cajal,  M.D.,  F.R.S.,  LL.D., 
Director,  Royal  Cajal  Institute  for  Medical  Research; 
Emeritus  Professor  of  Pathology,  University  of  Madrid; 
Nobel  Premiate  in  Medicine.  Revised  by  J.  F.  Fello- 
Munoz,  M.D.,  Professor  of  Pathology,  University  of 
Madrid;  Authorized  translation  from  the  tenth  Spanish 
edition  of  M.  Fernan-Nunez,  M.D.,  Professor  of  Pa- 
thology, Marquette  University  school  of  medicine.  535 
ill.,  738  pp.,  photograph  of  Cajal.  $8.00.  Wm.  Wood  & 
Co.,  Baltimore,  1933. 

This'  textbook  by  the  dean  of  European  histolo- 
gists has  passed  through  ten  editions  in  its  native 
language,  and  now,  the  tried  and  mature  work  is 
available  to  English  readers.  In  organization,  in 
emphasis  and  in  the  abundance  of  illustrations 
showing  sections  stained  by  the  silver  precipitation 
technic,  the  work  is  distinguished  from  the  current 
American  texts.  The  whole  field  of  histology  is 
well  surveyed  and  the  section  on  nervous  tissues  is 
worthy  of  the  master  neuro-anatomist.  The  work 
is  well  indexed  and  contains  an  appendix  on  his- 
tological technic. 


STARLING’S  PRINCIPLES  OF  HUMAN  PHYSIOLOGY. 
Edited  and  revised  by  C.  Lovatt  Evans,  D.Sc.,  F.R.C.P., 
F.R.S.,  Jodrell  Professor  of  Physiology  in  University 
College,  London.  The  chapters  on  “The  Central  Nervous 
System  and  Sense  Organs”  revised  by  H.  Hartridge, 
M.A.,  M.D.,  Sc.D.,  F.R.S.,  Professor  of  Physiology  at 
St.  Bartholomew’s  Medical  College.  Sixth  edition,  en- 
larged and  revised.  Octavo,  1,122  pages  with  562  illus- 
trations, 10  in  color.  Cloth,  $8.75  net.  Philadelphia; 
Lea  and  Febiger,  1933. 

Those  acquainted  with  former  editions  of  Star- 
ling’s Physiology  will  welcome  this  revision  which 
embodies  the  latest  findings  in  a rapidly  changing 
branch  of  Medical  Science.  We  have  here  presented 
a general  view  of  the  entire  subject.  As  medicine 
advances,  more  clearly  is  seen  the  importance  of 
keeping  informed  in  regard  to  the  latest  research 
results  in  the  subject  of  function.  This  work  is 
strongly  recommended  as  affording  a clear  and  pre- 
cise presentation  of  the  principles  of  normal 
physiology. 


OBSTETRICS  AND  GYNECOLOGY.  By  eighty  leading  spe- 
cialists. Edited  by  Arthur  Hale  Curtis,  M.D.,  Professor 
and  Head  of  the  Department  of  Obstetrics  and  Gynecol- 
ogy, Northwestern  University  Medical  School;  Chief  of 
the  Gynecologic  Service,  Passavant  Memorial  Hospital, 
Chicago,  111.  Complete  in  three  volumes  and  separate 
desk  index.  3,500  pages  with  1,664  illustrations,  many  in 
colors.  Per  set,  cloth  $35.00  net.  Philadelphia  and  Lon- 
don; W.  B.  Saunders  Company,  1933. 

The  third  volume  of  Curtis’  Gynecology  and  Ob- 
stetrics with  desk  index  completes  the  set.  This 
comprehensive  volume,  like  the  other  two,  is  written 
in  most  part  in  a simple,  direct  way  accompanied 
by  many  illustrations  which  reflect  the  practice  of 
the  thirty-seven  contributors  in  an  admirable 
manner. 

Chapters  65  and  66  by  Joseph  L.  Baer  and  Lillian 
K.  P.  Farrar,  respectively,  dealing  with  retrodis- 
placements  and  injuries  of  the  pelvic  floor  are  clear- 
ly writen  and  accompanied  by  many  original  illus- 


trations which  are  well  worth  careful  perusal.  Sev-  I 
eral  chapters  are  by  Emil  Novak  on  dysfunction  of 
the  uterus  and  ovaries,  pathology  of  the  endome- 
trium and  gynecological  endocrinology  which  com- 
mand special  attention  because  of  the  outstanding 
work  of  this  author.  Of  interest  to  everyone  is  the 
timely  written  and  beautifully  illustrated  chapter  on 
Lesions  of  the  Cervix  by  Frederick  C.  Holden — § 
your  reviewer  feels  this  chapter  is  worth  the  price 
of  the  volume.  Over  180  pages  are  devoted  to  x- 
ray  and  radium,  giving  a comprehensive  idea  of 
their  value  in  gynecology.  All  in  all,  these  three  I 
volumes  of  Curtis  are  outstanding  in  their  prepara- 
tion and  the  publishers  have  nearly  outdone  them- 
selves in  the  character  of  this  completed  work. 

H.  Wellington  Yates. 


FOOD,  NUTRITION  AND  HEALTH.  By  E.  V.  McCol- 
lum,  Ph.D.,  Sc.D.,  and  J.  Ernestine  Becker,  M.A.  Pro- 
fessor, and  Associate,  of  Biochemistry,  School  of  Hy- 
giene and  Public  Health,  Johns  Hopkins  University, 
Baltimore,  Md.  Third  Edition  Rewritten.  Published  by 
E.  V.  McCollum  and  J.  Ernestine  Becker,  East  End 
Post  Station,  Baltimore,  Md.  Price  $1.50  Postpaid. 

While  this  little  work  is  rewritten  so  as  to  be  in- 
telligible to  the  educated  layman,  the  standing  that 
the  authors  hold  as  nationally  known  nutritional 
chemists  will  render  the  book  of  more  than 
usual  value  to  the  medical  profession.  The  authors 
go  into  detail  in  regard  to  the  much  discussed  sub- 
ject of  vitamins  and  have  clarified  the  subject  very 
satisfactorily.  Among  other  subjects  dealt  with  are 
The  Protein  Element  in  Nutrition,  The  Mineral 
Elements  in  Nutrition,  Life  History  in  Relation  to 
Diet,  Dietary  Properties  of  Foodstuffs,  Coffee  and 
Tea,  The  Reducing  Diet,  How  to  Increase  Weight, 
and  The  Diet  and  Acidosis.  The  fact  that  there  has 
been  a demand  for  six  reprintings  and  revisions  of 
this  work  since  1925  indicates  its  popularity. 


METABOLIC  DISEASES  AND  THEIR  TREATMENT. 
By  Dr.  Erich  Grafe,  Professor  of  Medicine  and  Director  j 
of  the  Clinic  of  Medicine  and  Neurology  at  the  Univer- 
sity of  Wurzburg,  Germany;  Eugene  F.  DuBois,  M.D., 
Medical  Director,  Russell  Sage  Institute  of  Pathology, 
Professor  of  Medicine,  Cornell  University  Medical  Col- 
lege, New  York;  and  Henry  B.  Richardson,  M.D.,  Asso- 
ciate Professor  of  Medicine,  Cornell  University  Medical 
College.  New  York.  551  pages,  illustrated  with  37  en-  ! 
gravings.  Philadelphia:  Lea  & Febiger,  1933.  Cloth, 
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The  important  discoveries  of  the  last  few  years 
have  put  the  treatment  of  metabolic  diseases  on  a 
more  secure  footing  than  it  has  formerly  had.  In 
this  first  American  edition  the  subject  matter  of  the 
original  work  has  been  completely  revised  and  all 
the  latest  advances  in  this  field  have  been  included. 

The  work  opens  with  a general  discussion  of 
metabolism  and  nutrition  covering  the  physiochem- 
ical  action  of  the  various  foods.  After  a considera- 
tion of  the  nature  and  treatment  of  nutritional  dis- 
orders, the  chief  metabolic  diseases  are  treated  in 
detail  with  particular  attention  to  Obesity,  Habitual 
Undernutrition  (Magersucht),  Diabetes  Mellitus, 
Diabetes  Insipidus,  Gout,  Alcaptonuria,  Cystinuria 
and  Aminuria.  The  appendix  covers  briefly  other 
conditions  not  properly  classified  as  metabolic  dis- 
eases but  usually  associated  with  them. 
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END  RESULTS  IN  ARTHROPLASTIES  OF  THE  HIP* 


WILLIS  C.  CAMPBELL,  M.D.f 

MEMPHIS,  TENNESSEE 

A report  of  the  end  results  of  arthroplasty  of  the  hip  was  presented  in  1926,  at  the 
request  of  the  Program  Committee  of  the  American  Orthopedic  Association.  Since  that 
time  a much  wider  experience  has  been  acquired  and  sufficient  time  has  elapsed  to  deter- 
mine the  endurance  and  physiological  reaction  after  arthroplasty  of  the  hip  in  an  appre- 
ciable number  of  cases.  Previous  publications  have  considered  in  detail  the  etiology, 
pathology  and  physiology  of  ankylosis  in  the  hip  joint  and  the  indications  for  the  opera- 
tion. Therefore,  on  this  occasion  the  remarks  will  be  confined  chiefly  to  a presentation 
of  the  end  results,  following  arthroplasty  in 
monarticular  and  bilateral  ankylosis. 

The  operative  procedure  has  also  been  de- 
scribed previously,  but  an  improvement  in 
technic  has  been  made  since  the  former  pub- 
lication. The  U-shaped  incision  of  Kocher 
has  been  discarded  and  the  anterior  ap- 


*Read  before  the  annual  meeting  of  the  Michigan  State 
Medical  Society,  Grand  Rapids,  September  13,  1933. 
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School  of  Medicine. 


proach  as  described  by  Smith-Peterson  is 
employed  routinely;  the  hip  joint  may  be 
reached  by  following  the  fascial  planes  be- 
tween the  tensor  fascia  lata  and  the  sarto- 
rius,  without  severance  of  the  muscle  fibers. 
The  joint  capsule  is  severed  transversely. 
The  osseous  ankylosis  between  the  superior 
wall  of  the  acetabulum  and  superior  surface 
of  the  head  of  the  femur  is  divided  first. 
A large  Murphy  chisel  is  used  and  should 


49 


50 


ARTHROPLASTIES  OF  THE  HIP— CAMPBELL 


Jour.  M.S.M.S. 


be  driven  into  the  bone  at  right  angle  to  the 
pelvis  in  order  to  secure  a horizontal  plane 
to  the  roof  of  the  acetabulum;  otherwise 
the  socket  may  slant  upward  and  outward, 


Fig.  1.  Skin  incision  for  arthroplasty  of  hip. 


which  is  obviously  conducive  to  instability 
or  even  actual  dislocation.  To  sever  the 
remainder  of  the  osseous  between  the  inner 
and  inferior  aspect  of  the  head  and  the 
acetabulum  it  is  usually  necessary  to  employ 
a curved  woodcarver’s  chisel.  After  sever- 
ance of  the  ankylosis  the  hip  is  dislocated, 
care  being  taken  not  to  strip  the  soft  tissues 
from  the  neck  and  trochanteric  region  of 
the  femur.  Severance  of  the  ankylosis  de- 
stroys one  of  the  chief  sources  of  blood  sup- 
ply to  the  head  of  the  bone,  and,  if  there  is 
further  interference  of  circulation  by  exten- 
sive dissection,  aseptic  necrosis  of  the  head 
may  ensue.  The  operation  for  making  a 
new  joint  is  facilitated  by  wide  exposure, 
but  the  physiology  of  the  part  must  be  duly 
.regarded  if  satisfactory  restoration  of  joint 
contour  is  to  be  maintained. 

If  possible  the  head  of  the  femur  should 
be  made  slightly  smaller  than  normal  and 
the  acetabulum  about  the  normal  size. 
There  should  be  a space  of  from  one-half 
to  three- fourths  of  an  inch  between  the  head 
and  the  acetabulum  at  all  points.  If  the 
relation  between  the  head  and  acetabulum 
is  out  of  proportion  there  will  be  motion 
but  with  instability,  resulting  in  a typical 
listing  limp.  The  exact  relation  between 
the  head  of  the  femur  and  the  acetabulum 
after  operation  depends  on  the  quality  of 
the  bone  structure  and  the  extent  to  which 
the  disease  process  has  involved  the  head, 
neck  and  acetabulum.  For  example,  the 
head  of  the  bone  may  be  atrophic  or  show 
numerous  small  cavities  filled  with  fat,  so 


that  more  bone  than  is  desired  must  be  re- 
moved. In  consequence  the  size  of  the  head 
and  the  depth  of  the  acetabulum  is  not  an 
arbitrary  equation  but  an  individual  one.  In 
bilateral  ankylosis  or  in  those  with  deform- 
ity of  such  a degree  as  to  prevent  weight- 
bearing, osseous  structure  is  always  defec- 
tive. 

A separate  incision  is  made  over  the  lat- 
eral aspect  of  the  thigh  and  a strip  of  fascia 
lata,  approximately  4X6  inches,  is  excised 
and  folded  longitudinally  at  about  the  cen- 
ter. This  double  layer  is  then  placed  over 
the  head  with  the  fold  at  the  junction  of  the 
inferior  aspect  of  the  head  and  neck,  and 
anchored  with  one  or  two  sutures  to  the  soft 
structures  at  this  point,  or  to  the  bone 
through  small  drill  holes.  One  flap  is  drawn 
over  the  head  and  sutured  to  the  remains 
of  the  capsule  at  the  junction  of  the  head 
and  neck  on  the  superior  aspect,  thus  invest- 
ing completely  the  head.  The  other  free 
end  is  grasped  at  each  corner  by  an  assistant 
with  small  forceps  and  with  a bone  skid  in- 
troduced between  the  two  layers,  the  head 
is  carefully  reduced  into  the  socket.  After 
reduction,  the  upper  portion  of  the  folded 
fascia  lata  approximates  the  raw  surface  of 
the  acetabulum,  investing  same.  The  free 
end  of  this  fold  is  attached  to  the  bone  or 
capsule  at  the  superior  margin  of  the  acetab- 
ulum by  three  or  more  interrupted  sutures 
of  No.  1 chromic  catgut.  Thus  is  secured 
a double  layer  of  fascia  lata  reproducing  a 
facsimile  of  the  primitive  embryological 
joint.  The  rough  outer  surface  of  the 
fascia  lata  is  applied  to  the  bone  of  the  head 
and  acetabulum,  as  this  surface  is  composed 
of  loose  areolar  tissue  adaptable  to  invasion 
by  new  blood  vessels  from  the  interosseous 
spaces.  The  smooth  glistening  inner  sur- 
face of  the  fascia  forms  the  articular  sur- 
face of  the  entire  joint,  thereby  facilitating 
motion.  No  effort  is  made  to  close  the  cap- 
sule or  suture  the  muscles,  as  they  are  satis- 
factorily approximated  when  the  head  is  re- 
placed into  the  acetabulum.  The  deep  fascia 
and  muscular  attachments  to  the  crest  of  the 
ilium  are  resutured  by  No.  1 chromic  catgut, 
and  the  skin  closed  in  routine  manner. 

When  the  operation  is  completed  a double 
spica  cast  is  applied  with  excessive  padding 
about  the  extremity  and  with  traction  of 
from  ten  to  twenty  pounds  weight  on  the 
leg.  On  the  fourteenth  day  the  cast  is  bi- 
valved,  and  active  and  passive  movements 
instituted  by  the  patient  through  the  aid  of 
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a system  of  sling  and  overhead  pulleys.  The 
patient  remains  in  the  bivalved  cast  for  a 
period  of  four  to  six  weeks,  when  walking 
is  permitted  with  the  aid  of  crutches.  Great 


stances  one  cannot  expect  to  restore  a nor- 
mal anatomical  joint,  but  arthroplasty  may 
induce  by  surgery  nature’s  method  of  repair. 
A joint  similar  to  one  formed  after  arthro- 


Fig.  .2.  Exposure  of  muscles.  Fig.  3.  Complete  exposure  of  anky-  Fig.  4.  Excision  of  ankylosis  and 

losed  hip,  being  careful  not  to  remove  dislocation  of  the  head,  being  careful 

any  more  attachments  of  the  soft  tis-  to  alter  the  contour  as  little  as  possible, 

sues  about  the  neck  of  the  femur  than 
is  absolutely  necessary. 


Fig.  5.  Smoothing  off  the  head  with 
rasp,  leaving  the  head  large  and  glob- 
ular. 


Fig.  6.  Interposition  of  free  fascia 
lata  placed  to  cover  the  head  and  acetab- 
ulum, making  a double  layer  or  prac- 
tically closed  sac  when  the  reduction 
is  made. 


Fig.  7.  Complete  reduction;  new 
joint  completely  relined  with  fascia  lata. 


care  must  be  exercised  for  six  months  to 
prevent  flexion  and  adduction  contracture, 
and  if  there  is  the  slightest  tendency  to  such 
a deformity  the  patient  is  required  to  hyper- 
extend  the  hip  at  intervals  during  the  day 
by  lying  prone  on  a firm  surface  with  sand 
bags  under  the  lower  anterior  aspect  of  the 
thigh.  Also  he  may  be  placed  in  a cast  or 
splint  to  maintain  the  proper  position  at 
night  and  at  certain  periods  during  the  day. 
Physiotherapy  in  various  forms  is  of  value, 
but  especial  attention  must  be  given  to  culti- 
vation of  the  hip  muscles,  particularly  the 
flexor  group,  otherwise  motion  wiii  be  in 
excess  of  function.  As  previously  empha- 
sized, the  status  of  bone  structure  must  be 
the  guide  to  increased  weight-bearing.  In 
those  with  extensive  osteoporosis  an  abduc- 
tion brace  with  a Thomas-ring  is  employed 
until  the  roentgenogram  demonstrates  that 
there  is  a sufficient  increase  in  density. 

Even  under  the  most  favorable  circum- 


plasty  is  occasionally  observed  after  com- 
plete destruction  of  a joint  by  a pathological 
process.  This  is  more  often  illustrated  in 
the  hip  than  in  any  other  joint,  and  good 
function  may  at  times  be  secured  after  the 
articular  surfaces  of  the  head  of  the  femur 
and  acetabulum  have  entirely  disappeared. 
In  the  Sir  Robert  Jones  lecture  entitled 
“The  Physiology  of  Arthroplasty,”  the 
author  demonstrated  that  the  types  of  joints 
secured  after  arthroplasty  and  after  a de- 
structive process  when  ankylosis  did  not 
occur,  were  histologically  and  mechanically 
identical.  Opportunity  has  been  afforded 
of  exploring  joints  from  one  or  two  years 
after  arthroplasty.  At  the  end  of  one  year 
there  is  a joint  cavity  with  synovial  fluid, 
and  the  structure  of  the  new  articular  sur- 
face is  composed  from  within  outward  of 
three  strata:  fibrous  tissue,  fibrocartilage 
and  spongy  bone,  the  fibrous  tissue  of  the 
osseous  interspaces  being  continuous  with 
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the  deeper  portion  of  the  fibro-cartilage. 
Even  after  one  year  the  fibrous  layer  re- 
sembles so  closely  the  original  fascia  lata 
that  it  is  strongly  suggested  that  this  struc- 


Fig.  8.  Photomicrograph  of  fascia  lata,  (a)  Inner  or 
visceral  surface  which  is  smooth  and  glistening,  (b)  Outer 
surface  which  consists  of  loose  areolar  tissue. 


ture  has  become  revitalized  and  not  substi- 
tuted. A synovial  membrane  is  reformed 
which  secretes  lubricating  fluid,  with  usage 
the  fibrous  layer  is  gradually  replaced  with 
cartilage.  There  may  be  irregularities  in 
the  contour  of  the  joint,  which  have  been 
shown  to  be  due  to  aseptic  necrosis  follow- 
ing operative  disturbances  in  circulation.  In 
many  instances  such  irregularity  is  consis- 
tent with  excellent  function  and  endurance. 
However,  this  complication  can  usually  be 
avoided  to  a large  degree  by  care  not  to 
impair  the  circulation  by  stripping  the  soft 
tissues  from  the  adjacent  bone. 


TABLE  i 


A— Monarticular 

Operations 

Cases 

1.  Acute  pyogenic  infection 

43 

43 

2.  Low  grade  infections 

9 

9 

3.  Traumatic 

5 

5 

57 

57 

B — Bilateral 

1.  Acute  pyogenic 

29 

15 

2.  Progressive  polyarticular 

(atrophic  rheumatoid) 

41 

22 

127 

94 

An  analysis  of  all  cases  of  arthroplasty  of 
the  hip  cannot  be  made  collectivelv,  as  there 
are  many  factors  which  materially  influence 


the  end  result,  namely,  etiology,  pathology 
and  distribution  of  ankylosis  (single,  bilat- 
eral or  multiple),  and  duration  No  method 
of  analysis  is  absolutely  satisfactory,  but  for 


Fig.  9.  Photomicrograph  of  specimen  of  articular  sur- 
face removed  one  year  after  arthroplasty,  showing  layer 
of  dense  fibrous  connective  tissue  containing  few  cells 
closely  attached  to  a cartilaginous  layer  and  underlying 
cancellous  bone. 

the  purpose  of  description  it  has  been  found 
convenient  to  classify  the  cases  according  to 
(1)  distribution  (monarticular  or  poly- 
articular), (2)  etiology  or  pathology:  One 

hundred  twenty-seven  arthroplasties  form 
the  basis  of  this  discussion,  and  may  be 
divided  as  shown  in  Table  I. 

Acute  pyogenic  infection  is  the  most  fre- 
quent cause  of  ankylosis.  The  Neisser 
diplococci  is  undoubtedly  the  most  frequent 
etiological  agent  in  monarticular  infections, 
but  an  accurate  history  cannot  always  be 
secured.  The  pathological  process  induced 
by  each  of  the  pyogenic  bacteria  is  so  nearly 
identical  that  the  differentiation  of  gonor- 
rheal arthritis,  staphylococcic  arthritis,  etc., 
as  separate  clinical  entities,  is  not  warranted. 
At  operation,  four  types  are  encountered. 
First,  those  in  which  the  infectious  process 
has  been  confined  largely  to  the  joint  cavity 
and  the  adjacent  bone  is  invaded  only  a 
short  distance  beneath  the  articular  surfaces. 
Since  it  is  possible  to  reconstruct  the  new 
joint  in  normal  osseous  tissue,  this  type  will 
give  the  most  favorable  results.  Secondly, 
those  in  which  there  has  been  an  extensive 
osteomyelitis  involving  the  entire  upper  ex- 
tremity of  the  femur  and  the  ilium,  ter- 
minating in  dense  eburnated  bone  which 
does  not  form  so  satisfactory  a basis  for  the 
natural  re-formation  of  the  new  articulation 
as  the  first  type,  because  the  circulation  to 
the  joint  surfaces  is  more  or  less  sluggish. 
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This  type  of  bone  is  not  suitable  for  artho- 
plasty  when  it  occurs  about  the  knee  joint, 
but  it  does  not  contraindicate  arthroplasty 
in  the  hip.  Thirdly,  when  there  has  been 


extensive  loss  of  continuity  of  the  head  of 
the  femur  and  the  acetabulum  with  more  or 
less  upward  displacement  of  the  head. 
Fourthly,  cystic  areas,  usually  filled  with 
fatty  marrow,  may  be  encountered  in  the 
head  of  the  bone,  which  requires  more  re- 
section of  the  head  than  is  desirable.  This 
type  is  observed  more  often  in  those  in 
whom  there  has  been  no  weight-hearing,  and 
is  more  frequent  in  bilateral  ankylosis  than 
in  unilateral. 

After  the  pathological  process  has  com- 
pletely subsided  the  reconstruction  of  a new 
joint  is  feasible,  but  the  nature  of  the  joint 
secured  depends  much  on  the  status  of  the 
osseous  structure  and  the  contour  of  the 
parts  involved.  If  there  has  been  extensive 
destruction  of  the  head  of  the  femur  or 
acetabulum  it  is  obviously  not  possible  to 
secure  the  same  degree  of  efficiency  as  when 
it  is  possible  to  conserve  even  approximately 
the  normal  relations.  However,  it  is  often 
surprising  to  note  the  degree  of  function 
that  may  be  acquired  after  arthroplasty  in 
which  the  contour  of  the  parts  is  far  more 
normal. 

Arthroplasty  of  the  hip  is  indicated  in  all 
low  grade  monarticular  affections  after  the 
process  has  subsided,  with  the  exception  of 
tuberculosis.  An  afebrile  type  of  infectious 
arthritis  is  often  the  cause  of  the  condition 
and  usually  there  is  fibrous  ankylosis,  pain 
on  motion,  and  superficial  involvement  of 
the  osseous  surfaces;  otherwise  the  structu- 


ral changes  are  apparently  the  same  as  those 
encountered  in  acute  pyogenic  infections 
confined  to  the  articular  surfaces.  The  so- 
called  “Coxa  Malum”  may  be  encountered 


with  massive  hypertrophy  of  the  head  and 
neck  of  the  femur,  with  often  a hood  of 
bone  extending  about  the  margins  of  the 
acetabulum.  This  condition  may  be  caused 
by  any  process  that  induces  gross  articular 
incongruity,  as  infectious  arthritis,  coxa 
plana  or  epipyseal  separation.  The  structure 
of  the  bone  is  so  dense  and  the  head  of  the 
femur  and  acetabulum  so  large  that  even 
after  reconstruction  the  desired  proportion 
cannot  always  be  secured,  or,  if  secured,  tire 
circulation  to  the  head  may  be  so  defective 
that  satisfactory  contour  cannot  be  main- 
tained. 

Ankylosis  of  the  hip  as  the  result  of 
trauma  is  comparatively  rare,  but  as  there 
has  usually  been  no  infection,  the  area  in- 
volved is  most  favorable  for  operative 
procedures.  However,  there  is  often  such 
extensive  comminution  of  the  head  and  the 
acetabulum  that  the  desired  relations  cannot 
he  obtained. 

The  end  result  after  arthroplasty  of  the 
hip  should  not  be  estimated  until  the  elapse 
of  two  years,  as  it  has  been  found  that  this 
period  of  time  is  required  by  nature  for 
complete  reconstruction  of  the  new  articu- 
lation. In  some  instances  there  has  been  an 
increase  in  the  range  of  motion  after  this 
period  and  frequently  excellent  function 
has  been  secured  earlier,  and  maintained 
for  many  years  thereafter,  but  as  definite 
changes  which  affect  the  functional  status 
may  become  apparent  after  twelve  months, 


Fig.  10.  End  result  following  arthro-  Fig.  11.  X-ray  showing  end  result  fol- 

plasty  of  the  hip.  Note  width  of  joint  lowing  arthroplasty  of  hip. 

space  and  regularity  of  articular  surfaces. 
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final  conclusions  should  not  be  made  before 
the  end  of  the  second  year. 

The  end  results  of  arthroplasty  in  unilat- 
eral ankylosis  are  summarized  in  Table  II. 


complished  by  fixing  the  head  against  the 
acetabulum,  by  the  contraction  of  the  pelvic 
and  femoral  muscles  and  employing  compen- 
satory movements  of  the  spine.  Pain  after 


Fig.  12.  X-ray  one  year  following 
arthroplasty  of  hip.  Later  there  oc- 
curred aseptic  necrosis  and  absorption 
of  the  head  of  the  femur,  due  to  inter- 
ference with  the  blood  supply. 


% 
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Fig.  13.  Same  as  Figure  12  one 
year  later,  showing  necrosis  of  head  of 
femur. 


Fig.  14.  Same  as  Figure  12  and  Fig- 
ure 13  two  years  later,  showing  com- 
plete absorption  of  head  of  femur,  dem- 
onstrating necessity  of  conservation  of 
circulation. 


TABLE  II 


Excel- 

lent 

Good 

Failure 

Un- 

known 

Acute  pyogenic 

23 

3 

6 

11 

Low  Grade 

3 

3 

2 

1 

Traumatic 

1 

3 

0 

1 

“Excellent”  signifies  a joint  in  which 
there  is  satisfactory  endurance,  practically 
no  limp,  or  a very  slight  one,  with  motion 
varying  from  160°  to  90°  flexion,  and  other 
movements  in  the  same  proportion.  Muscle 
power  in  nine  cases  was  not  commensurate 
with  the  extent  of  motion,  but  was  sufficient 
for  all  practical  purposes.  For  example,  a 
patient  may  be  able  to  flex  the  hip  only  to 
110°  against  gravity,  while  passively  the  hip 
may  be  flexed  to  60°.  The  Trendelenburg 
sign  in  these  patients  is  positive.  In  thirteen 
cases  active  motion  can  be  carried  out  to 
the  limit  of  the  range  of  motion  secured. 
In  these  the  Trendelenburg  sign  is  usually 
negative. 

“Good”  signifies  a satisfactory  range  of 
motion,  but  a definite  limp  and  deficient 
muscle  power,  which  is  apparently  due  to 
unsatisfactory  relations  between  the  head  of 
the  femur  and  the  acetabulum;  usually  the 
head  is  too  small.  Muscle  power  is  sufficient 
for  ordinary  walking,  but  motion  against 
gravity,  or  when  under  strain,  is  often  ac- 


excessive  walking  is  experienced.  However, 
there  is  a satisfactory  degree  of  endurance, 
and  all  patients  in  the  group  expressed 
themselves  as  well  pleased  with  their  con- 
dition as  compared  to  their  former  state  in 
which  there  was  firm  ankylosis.  The  Tren- 
delenburg sign  in  these  is  decidedly  positive. 

In  five  cases  failure  was  due  to  the  recur- 
rence of  ankylosis,  but  normal  anatomical 
position  of  the  hip  was  restored  and  better 
functional  use  of  the  extremity  as  a whole 
secured.  In  two  cases  there  was  extensive 
absorption  of  the  head  and  neck  of  the 
femur  so  as  to  cause  a painful  and  unstable 
hip,  but  in  no  case  did  actual  dislocation 
occur.  In  one  of  these  a good  result  was 
secured  after  a second  operation  to  change 
the  angle  of  the  superior  wall  of  the  ace- 
tabulum from  an  incline  to  a horizontal 
plane.  One  patient  died  a year  after  opera- 
tion from  miliary  tuberculosis,  after  relight- 
ing a latent  tuberculous  infection  of  the 
joint.  As  a definite  history  was  not  ob- 
tainable and  the  roentgenogram  did  not 
resemble  tuberculosis,  the  operation  was 
undertaken  without  knowledge  of  the  actual 
pathology  present.  Also,  at  operation,  there 
was  no  gross  evidence  of  this  disease.  In 
one  case  in  which  ankylosis  surrounded  the 
joint,  the  sciatic  nerve  was  injured  during 
the  operation,  resulting  in  persistent  foot 
drop  and  loss  of  sensation  to  the  leg.  The 
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TABLE  III 


No. 

Name 

Age 

Op. 

Sex 

Year 

Op. 

Walking 

Long 

Dist. 

Pain 

Stabil- 

ity 

Support 

Comp. 

Prev. 

State 

Occupation 

Down 

stairs 

Up 

stairs 

1 

J.  W.  B. 

23 

M 

1916 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

Auto  slsm. 

2 

E.  B.  B. 

33 

F 

1918 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

? 

3 

A.  B.  | 26 

F 

1921 

Ex 

Ex 

Ex 

SI 

Ex 

None 

Ex 

H.  W. 

4 

E.  P. 

18 

F 

1922 

Ex 

Ex 

Ex 

SI 

Ex 

None 

Ex 

None 

5 

W.  C.  W. 

30 

M 

1923 

SI 

SI 

SI 

SI 

Good 

Cane 

Good 

? 

6 

G.  P. 

29 

F 

1923 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

H.  W. 

7 

H.  R.  R. 

30 

M 

1923 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

Squire 

8 

G.  K. 

22 

F 

1924 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

H.  W. 

9 

O.  D. 

19 

F 

1924 

Ex 

Ex 

SI 

Occ 

Good 

None 

Good 

H.  W. 

10 

L.  B. 

30 

F 

1926 

Ex 

Ex 

Ex 

None 

Ex 

Cane 

Ex 

H.  W. 

11 

A.  S. 

33 

M 

1926 

SI 

Ex 

SI 

Occ 

Good 

Cane 

Good 

Cook 

12 

I.  W. 

19 

F 

1926 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

No 

13 

E.  L. 

26 

F 

1926 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

p 

14 

B.  S. 

45 

M 

1926 

SI 

Ex 

Ex 

None 

Good 

None 

Ex 

Supt. 

15 

E.  K. 

24 

F 

1927 

SI 

Ex 

Ex 

None 

Ex 

None 

Ex 

Steno. 

16 

W.  W.  R. 

40 

M 

1927 

SI 

SI 

SI 

SI 

Good 

Cane 

Good 

Brakeman 

17 

L.  S. 

35 

F 

1927 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

? 

18 

A.  G.  H. 

44 

M 

1928 

Ex 

Ex 

Ex 

Occ 

Ex 

None 

Ex 

Druggist 

19 

W.  V.  V. 

44 

F 

1928 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

H.  W. 

20 

A.  L.  A. 

24 

F 

1928 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

H.  W. 

21 

V.  C. 

26 

F 

1929 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

22 

R.  W. 

18 

F 

1929 

Ex 

SI 

SI 

None 

Ex 

None 

Ex 

Weaver 

23 

R.  E.  L. 

38 

M 

1929 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

Grocer 

24 

L.  J. 

28 

F 

1929 

Ex 

SI 

SI 

Occ 

Ex 

None 

Ex 

H.  W. 

25 

G.  G.  A. 

32 

F 

1929 

Ex 

Ex 

SI 

Occ 

Ex 

None 

Ex 

H.  W. 

26 

C.  H. 

29 

F 

1930 

SI 

Ex 

Ex 

Occ 

Lax 

Cane 

Ex 

Steno. 

27 

H.  B.  0. 

27 

F 

1930 

Ex 

Ex 

Ex 

SI 

Ex 

Cane 

Ex 

H.  W. 

28 

T.  R. 

20 

M 

1930 

SI 

SI 

SI 

SI 

Good 

None 

Good 

Farmer 

29 

R.  H. 

29 

F 

1930 

Ex 

Ex 

SI 

Occ 

None 

None 

Ex 

H.  W. 

30 

E.  G.  P. 

35 

F 

1931 

SI 

SI 

SI 

None 

Ex 

Cane 

Ex 

H.  W. 

31 

C.  E.  J. 

46 

M 

1931 

Ex 

Ex 

Ex 

None 

Good 

Cane 

Good 

B’smith 

32 

M.  H. 

40 

F 

1931 

Ex 

Ex 

Ex 

None 

Lax 

None 

Ex 

None 

33 

J.  B.  M. 

25 

F 

1931 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

H.  W. 

34 

F.  M.  L. 

29 

F 

1931 

Ex 

Ex 

Ex 

None 

Ex 

None 

Ex 

H.  W. 

35 

R.  S.  C. 

35 

M 

1931 

Ex 

SI 

SI 

SI 

Ex 

Cane 

Good 

Machinist 

36 

J.  E.  I. 

62 

F 

1932 

SI 

Ex  SI 

Occ 

Good 

None 

Good 

? 

patient  had  excellent  function  in  the  hip,  so 
that  this  case  should  not  be  classed  as  a 
failure,  but  rather  as  a complication.  Re- 
ports of  these  two  cases  have  been  published 
previously. 


The  problem,  as  I have  repeatedly  stated, 
is  not  one  of  securing  more  motion,  but  a 
joint  with  endurance  which  will  stand  with- 
out inconvenience  the  ordinary  strain  of 
daily  life.  In  consequence,  an  analysis  of  a 
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number  with  satisfactory  functions  ranging 
from  two  to  seventeen  years  after  operation 
is  most  valuable  in  determining  the  practi- 
cal results  secured.  A similar  analysis  of 
arthroplasty  of  the  knee  was  made  in  1925, 
and  the  same  scheme  has  been  employed  in 
the  accompanying  tabulation  after  arthro- 
plasty of  the  hip. 

Of  the  thirty-six  cases  tabulated  there 
were  six  in  which  ten  to  seventeen  years 
have  elapsed  since  operation ; of  these, 
not  one  uses  any  form  of  support.  In  eleven 
cases,  five  to  nine  years  have  elapsed  and 
only  one  uses  a cane.  In  nine  cases,  three 
to  four  years  have  elapsed  and  two  use  a 
cane.  In  five  cases,  two  years  have  elapsed 
and  two  use  a cane.  Not  one  uses  any  form 
of  support  except  for  walking  long  dis- 
tances. It  is  also  apparent  that  the  longer 
the  period  of  time,  the  stronger  the  joint 
and  the  less  the  need  for  using  any  form 
of  support.  From  the  table  it  is  also  appar- 
ent that  the  longer  the  period  after  opera- 
tion, the  less  the  pain  and  disability. 

Of  the  forty-four  cases  in  which  end  re- 
sults can  be  estimated,  there  were  twenty- 
seven  excellent  results,  or  approximately 
60  per  cent;  nine  good,  or  approximately 
22  per  cent.  Therefore,  82  per  cent  may  be 
classed  as  satisfactory.  There  are  eight  who 
pursue  rather  strenuous  occupations  which 
require  constant  standing  or  walking,  as 
follows:  salesman,  superintendent  of  saw- 
mill, brakeman,  druggist,  grocer,  farmer, 
blacksmith  and  machinist.  The  remainder 
do  not  pursue  especially  strenuous  voca- 
tions, but  are  apparently  capable  and  effi- 
cient. However,  as  I have  often  stated, 
procedure  is  not  offered  in  those  with  labor- 
ious occupations  unless  the  individual  is 
capable  of  rehabilitation,  nor  with  those  in 
whom  compensation  is  pending.  There  are 
thirty-six  women  and  twenty-one  men, 
which  indicates  that  a stiff  hip  is  by  far 
more  embarrassing  to  women  than  to  men. 
The  problem  of  childbirth  and  sexual  rela- 
tions must  also  be  considered  in  women. 

The  roentgenograms  made  in  those  with 
favorable  results  after  the  lapse  of  many 
years  indicate  that  the  process  of  restora- 
tion of  permanent  articular  contour  is  ac- 
complished within  a period  of  two  years,  but 
after  this  time  there  may  be  some  increase 
in  condensation  of  the  articular  surfaces, 
but  no  material  change  in  the  contour.  In 
a large  percentage  there  was  slight  loss  of 


osseous  structure  in  the  surface  of  the  head 
of  the  femur  within  the  first  year,  but  no 
change  in  the  acetabulum  in  any  case.  In 
four  cases  there  was  a sequestration  with 
gross  changes  that  materially  affected  the 
end  result.  In  the  thirty-three  cases  there 
was  no  apparent  change  after  the  lapse  of 
many  years.  The  problem  is  purely  one  of 
circulation  to  the  head  of  the  femur,  which 
is  also  apparent  after  fracture  of  the  neck 
of  the  femur  and  traumatic  dislocation  of 
the  hip,  the  main  blood  supply  to  the  head 
being  from  the  vessels  which  enter  the  head 
from  the  pelvic  bones  after  ankylosis  or 
from  the  ligamentum  teres,  which  obviously 
must  be  severed  by  operation.  In  recent 
years,  with  greater  care  not  to  strip  the  soft 
parts  from  the  neck,  there  has  been  much 
less  change  in  those  in  which  a new  head 
could  be  constructed  in  normal  cancellous 
bone;  but  in  those  in  which  the  head  of  the 
bone  is  exceedingly  dense,  as  in  “Coxa  Ma- 
lum,” the  probability  of  sequestration  is 
possibly  greater.  The  circulation  is  impaired 
in  this  type  of  bone,  not  alone  in -the  hip 
but  elsewhere,  as  often  illustrated  in  de- 
creased resistance  in  ununited  fractures  and 
after  autogenous  bone  transplants  into  bone 
of  this  type. 

Bilateral  Ankylosis  of  the  Hip. — The 
problem  is  quite  different  when  the  ankylosis 
is  bilateral  or  diffuse,  involving  a majority 
of  the  articulations.  This  condition  has  re- 
cently been  considered  in  detail  in  an  address 
before  the  Pan-American  Medical  Associa- 
tion, which  will  be  published  later,  therefore 
only  a brief  review  will  be  given. 

The  etiological  factors  causing  bilateral 
ankylosis  of  the  hip  are  acute  pyogenic  in- 
fection and  low-grade  progressive  polyar- 
ticular arthritis,  atrophic  or  rheumatoid 
arthritis.  There  were  seventy  arthroplasties 
in  thirty-seven  cases,  in  five  of  which  the 
ankylosis  was  diffuse  involving  many  joints 
of  both  the  upper  and  lower  extremities, 
and  usually  the  spine.  In  these  five  cases, 
all  operations  upon  the  hips  were  failures, 
and  it  is  questionable  whether  it  is  possible 
to  restore  a new  joint  when  the  weakness 
of  the  muscles  and  ankylosis  of  other  joints 
renders  the  individual  incapable  of  carrying 
out  the  necessary  exercises  to  secure  the 
natural  process  of  functional  adaptation. 
And  also  it  is  difficult  and  often  impossible 
to  keep  up  the  morale  of  the  patient  through 
a long  series  of  operative  procedures.  Ar- 
throplasties upon  the  elbows  and  jaws  were 
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quite  successful  and  gave  great  comfort  to 
the  patient.  These  five  cases  are  therefore 
excluded,  leaving  thirty-two  cases  in  which 
there  were  sixty-two  arthroplasties.  Of  the 
thirty-two  cases  there  were  fifteen  cases 
as  a result  of  acute  pyogenic  infection,  and 
seventeen  cases  as  a result  of  progressive 
polyarticular  arthritis,  the  so-called  anky- 
losing type.  In  ten  of  these  due  to  acute 
pyogenic  infection  the  spine  was  ankylosed, 
and  in  all  of  those  due  to  progressive  poly- 
articular arthritis.  This  obviously  makes  it 
impossible  to  secure  the  compensatory  move- 
ment in  the  propelling  force  of  the  spine, 
and  renders  the  restoration  of  normal  gait 
impossible. 

In  those  due  to  acute  pyogenic  infection 
there  is  no  question  as  to  indication  if  the 
process  has  entirely  subsided,  but  there  is 
always  a possibility  of  relighting  a latent 
infection.  In  those  as  a result  of  progres- 
sive arthritis,  no  operations  are  indicated 
until  the  process  is  sub-acute,  dormant  or 
arrested.  Surely  every  method  of  treatment, 
as  removal  of  foci  of  infection,  must  have 
failed  to  completely  arrest  the  disease  be- 
fore surgery  should  be  considered.  Also  the 
operations  on  both  hips  must  be  carried  out 
before  there  has  become  involvement  of 
practically  every  joint  in  the  body. 

Of  the  fifteen  cases  with  bilateral  anky- 
losis due  to  pyogenic  infection,  both  hips 
were  operated  upon  in  six  and  only  one  hip 
in  three.  Of  these  in  only  one  case  were 
we  able  to  secure  appreciable  function  in 
both  hips  ranging  from  30°  to  90°.  In 
three  cases  function  was  secured  in  one  hip, 
30°,  60°,  20°  respectively.  There  were  two 
deaths  as  a result  of  an  acute  streptococcus 
infection  relighted  twenty-four  hours  after 
the  operation.  The  danger  of  a recurrence 
of  such  an  infection  after  any  operation,  in 
those  with  extensive  involvement  of  bone,  is 
too  well  known  for  further  comment. 

In  one  case  in  which  both  hips  were  suc- 
cessfully mobilized,  aged  twenty  years,  the 
patient  had  an  ankylosed  knee  in  which  ar- 
throplasty was  also  successful,  with  a range 
of  about  40°  motion.  This  was  the  only 
case  in  which  arthroplasty  was  successful  in 
three  joints  of  the  lower  extremity.  In  one 
of  the  hips  ankylosis  recurred,  requiring  a 
second  arthroplasty,  making  a total  of  four 
operations  on  this  one  individual,  but  the 
result  warranted  the  operative  risk  and  pro- 
longed confinement. 


Of  the  seventeen  cases  with  progressive 
polyarticular  arthritis  there  were  seven  in 
which  the  condition  of  the  patient  was  ma- 
terially benefited  so  as  to  render  walking 
possible  to  a practical  degree.  In  five  cases 
only  one  hip  was  successfully  mobilized  with 
range  of  motion  from  30°  to  40°,  and  in 
two  cases  both  hips  were  mobilized  with 
motion  from  30°  to  40°.  Although  two  to 
four  years  have  passed  since  operation,  we 
must  remember  that  this  is  such  an  insidious 
process  that  there  is  the  possibility  of  recur- 
rence, and  more  time  must  elapse  before 
evaluation  of  the  operation  in  this  type  of 
case  can  be  made.  However,  it  is  apparent 
that  the  return  to  active  life  is  one  of  the 
most  effective  measures  in  arresting  any 
low-grade  or  chronic  progressive  process. 

There  were  twenty-nine  arthroplasties  in 
fifteen  cases  resulting  from  acute  pyo- 
genic infection,  with  five  successful  and 
twenty-four  failures.  This  makes  only  20 
per  cent  success,  but  33  per  cent  of  the 
patients  were  materially  benefited.  In  those 
with  progressive  polyarticular  arthritis  there 
were  thirty-three  arthroplasties  in  seventeen 
cases,  with  seven  successful,  twenty-six  fail- 
ures, 27  per  cent  operative  success,  but  41 
per  cent  of  patients  improved.  Of  the  entire 
group  of  thirty-two  patients  there  were 
twelve  cases  of  37  per  cent  good  results, 
which  materially  improved  the  condition  of 
the  patient  and  permitted  a return  to  more 
active  life.  As  there  have  been  much  bet- 
ter results  in  recent  years  it  is  believed  that 
with  improved  technique  in  the  complicated 
after-treatment,  a further  increase  in  good 
results  will  be  secured. 

The  conditions  of  unilateral  and  bilateral 
ankylosis  of  the  hip  joint  are  entirely  dif- 
ferent. In  bilateral  ankylosis  of  the  pyo- 
genic type  there  has  usually  been  a more 
intense  infection  than  when  only  one  hip  is 
involved,  with  more  extensive  invasion  of 
bone  and  more  fibrosis  of  the  soft  parts, 
and  a natural  tendency  to  recurrence  by 
re-formation  of  scar  tissue.  In  those  with 
progressive  polyarticular  arthritis  the  pro- 
cess is  usually  more  or  less  active,  with  the 
possibility  of  further  invasion  of  the  op- 
erated area.  Also  the  necessary  functional 
use  of  the  joint  is  far  more  difficult  to  carry 
out  than  when  there  is  one  normal  hip.  This 
is  not  a very  favorable  report  for  the  aver- 
age operative  procedure  unless  one  realizes 
the  serious  disabilities  of  the  afflicted  pa- 
tients ; however,  when  one  considers  the 
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marked  improvement  in  satisfactory  results 
from  arthroplasty  in  monarticular  affec- 
tions, it  is  possible  that  with  further  experi- 
ence better  results  may  be  secured  in  pa- 
tients with  bilateral  ankylosis. 

In  conclusion  I desire  to  emphasize: 

1.  The  physiology  of  the  upper  extrem- 
ity of  the  femur  must  be  duly  regarded,  at 
the  time  of  operation  and  thereafter.  The 
circulation  to  the  head  of  the  bone  must  be 
considered  of  prime  importance,  and  the 
bone  structure  must  be  protected  from  ex- 
cessive weight-bearing  until  the  internal 
structure  of  the  bone  has  been  sufficiently 
restored. 

2.  Although  there  have  been  a small 
number  of  successful  cases  in  those  with 
laborious  occupations,  the  procedure  should 
not  be  advised  unless  the  individual  is  able 
to  undergo  rehabilitation  if  necessary.  Also 
the  procedure  has  not  and  should  not  be  ad- 
vised as  long  as  compensation  is  pending. 

3.  There  has  been  marked  improvement 


in  the  percentage  of  end  results  in  mon- 
articular ankylosis  with  increased  experi- 
ence. The  problem  is  no  longer  one  of 
motion,  but  one  of  function,  as  recurrence 
of  ankylosis  has  been  exceedingly  rare  in 
recent  years. 

4.  The  end  results  in  bilateral  ankylosis 
are  apparently  not  encouraging,  but  when 
the  gravity  of  the  condition  is  considered 
the  procedure  is  worthy  of  trial.  In  the 
future  much  consideration  should  be  given 
to  the  intricate  problem  in  this  class  of 
patients, 

5.  The  new  joint  restored  is  not  a nor- 
mal one,  but  nature’s  method  of  repair, 
which  is  a question  of  functional  adaptation 
of  the  parts  that  can  be  accomplished  only 
by  active  use,  which  depends  entirely  on 
two  factors:  the  mechanical  construction  of 
the  joint,  with  due  regard  to  physiology, 
and  the  cooperation  of  the  patient  in  re- 
establishing actual  function  and  not  mere 
motion. 


THYROID  SURGERY  IN  SOUTHERN  MICHIGAN  AS  AFFECTED 
BY  THE  GENERALIZED  USE  OF  IODIZED  SALT 


ROY  D.  McCLURE,  M.D.f 
Surgeon-in-Chief,  Henry  Ford  Hospital 
DETROIT,  MICHIGAN 

To  the  mariner  geography  means  one  thing — routes,  safe  channels,  harbors;  to  the 
weather  forecaster  it  means  areas  of  high  and  low  barometric  pressure;  to  the  pioneer 
it  means  mountain  ranges,  valleys  and  trails.  To  the  medical  scientist  the  map  has  been 
divided  into  areas  of  endemic  diseases.  It  is  the  medical  map  that  has  been  most  sub- 
ject to  change  in  this  last  generation,  a change  made  possible  by  the  increasing  knowledge 
of  the  fundamentals  of  the  causes  of  endemic  diseases  or  the  manner  in  which  they  are 
spread,  and  this  knowledge  has  led  to  ways  of  prevention. 

The  medical  geographer  has  been  busy 
changing  his  colors  where  yellow  fever, 
malaria  and  typhoid  fever  prevailed.  On 
the  medical  map  our  textbooks  charted  the 
Great  Lakes  area  as  an  endemic  goiter  re- 
gion, not  the  only  such  region  but  the  one 
that  interests  us  the  most  today.  It  would 
appear  that  this  map  is  due  for  another 
change.  Baumann  thirty-seven  years  ago 

tDr.  R.  D.  McClure  graduated  in  medicine^  from  Johns 
Hopkins  Medical  School  in  1908  after  receiving  an  A.B. 
degree  at  the  Ohio  State  University  in  1904.  He  served  a 
three  years’  internship  at  the  New  York  Hospital,  1909-1911 
and  served  four  years  as  resident  surgeon  under  Dr.  William 
Stewart  Halsted  at  Johns  Hopkins  Hospital  until  1916  when 
he  was  appointed  the  first  Surgeon-in-Chief  at  the  Henry 
Ford  Hospital.  He  has  been  on  duty  since  that  time,  with 
the  exception  of  one  year  in  the  U.  S.  Army,  when  he 
served  as  Commanding  Officer  in  the  Evacuation  Hospital 
No.  33  in  France. 


discovered  the  constant  presence  of  iodine 
in  the  normal  thyroid  gland.  Later  work- 
ers noticed  that  in  areas  of  endemic  goiter 
there  was  a deficiency  in  the  iodine  content 
of  the  food  of  that  area.  By  making  up 
this  deficiency  in  the  diet  endemic  goiter  is 
on  the  way  to  oblivion  and  there  is  a ques- 
tion now  as  to  whether  the  surgical  forms 
— adenoma  and  perhaps  hyperplasia  of  the 
thyroid — are  not  far  less  apt  to  occur  when 
simple  goiter  is  not  first  present.  So  again 
the  altruistic  M.D.  cuts  off  some  more  of 
his  nose  and  makes  his  own  existence  more 
precarious  and  difficult. 


February,  1934  THYROID  SURGERY  IN  SOUTHERN  MICHIGAN— McCLURE 


59 


A trained  observer  from  Dr.  William  S. 
Halsted’s  clinic  at  Johns  Hopkins,  where 
there  was  always  a large  number  of  goiter 
patients,  was  impressed  on  coming  to  De- 
troit in  the  winter  of  1915-16  by  the  number 
of  goiters  seen  on  the  streets.  Almost  every 
other  woman  on  the  street  cars  seemed  to 
have  some  enlargement  of  the  neck.  Today 
the  picture  is  very  different  even  to  the  cas- 
ual observer. 

Seaweed  and  the  ash  of  sea  sponge  had 
been  used  by  the  ancient  Chinese,  the  Greeks 
and  the  South  American  Indians  in  the  treat- 
ment of  goiter.  Courtois  of  France  in  1812 
first  discovered  the  element  iodine.  It  soon 
followed  that  the  iodine  of  the  seaweed 
and  sponge  was  the  active  principle  in  them 
effective  in  the  treatment  of  goiter.  About 
1840  iodized  salt  was  used  as  a prophylac- 
tic measure  against  goiter  in  Switzerland. 
Breuer  in  Nothnagel’s  clinic  in  1900  first 
described  iodine  hyperthyroidism  (Jod- 
Basedow).  He  advised  against  the  use  of 
iodine  in  the  treatment  of  goiter.  Dr.  Theo- 
dore Kocher  in  Berne  in  papers  published  in 
1904,  1910  and  1911  concluded  that  iodine 
was  distinctly  very  harmful  in  adenomatous 
and  hyperplastic  goiters.  Kocher  was  the 
leading  goiter  student  of  his  day  and  his 
opinion  had  great  weight  and  his  influence 
extended  to  this  country  through  his  Amer- 
ican students — especially  through  Halsted, 
who  spent  much  time  with  him  and  shared 
his  views.  So  strong  was  this  feeling  that 
I feel  reasonably  sure  that  if  I,  as  his  resi- 
dent surgeon,  had  used  iodine  in  the  prepa- 
ration of  one  of  his  patients  for  operation 
I would  have  been  in  imminent  danger  of 
dismissal.  However,  Halsted  was  greatly 
interested  in  the  work  of  Marine,  a former 
student  of  his,  when  he  began  the  study  of 
goiter  and  its  relation  to  iodine. 

It  was  this  work  of  Marine  and  his  asso- 
ciates, begun  in  1907,  which  marked  the 
newer  and  more  practical  knowledge  of  the 
role  of  iodine  in  thyroid  metabolism.  They 
again  turned  the  spotlight  of  professional 
interest  on  the  use  of  iodine  as  a prophy- 
lactic measure  against  endemic  goiter. 

Plummer  deserves  the  credit  for  turning 
our  attention  to  the  use  of  iodine  in  the 
preparation  of  sick  goiter  patients  for  opera- 
tion. He  had  fortunately  a new  measuring 
rod  (the  basal  metabolic  rate)  which  helped 
tremendously  in  gaging  the  activity  of  the 
thyroid.  It  aided  in  showing  the  rate  of 
improvement  in  the  sick  hyperthyroid  pa- 


tient on  the  administration  of  iodine  and 
also  it  showed  when  that  improvement  be- 
came stationary.  This  is  the  time  that  the 
patient  is  in  the  optimum  condition  for 
operation.  Had  Breuer,  Nothnagel,  Kocher, 
Halsted  had  this  indicator  it  is  possible  their 
attitude  toward  iodine  would  have  been  dif- 
ferent. 

MICHIGAN  EXPERIENCE 

Surveys  of  the  school  children  in  differ- 
ent countries  have  shown  the  goiter  inci- 
dence as  high  as  fifty  per  cent.  Fifty  per 
cent  of  the  high  school  students  in  Grand 
Rapids  had  thyroid  enlargement  in  1923  as 
shown  by  the  survey  directed  by  Dr.  C.  C. 
Slemons.  This  was  probably  the  approxi- 
mately correct  percentage  for  the  state. 

In  1924  iodized  salt  was  introduced  to 
the  population  of  Michigan  through  the  fine 
efforts  of  the  Pediatric  section  of  the  Michi- 
gan State  Medical  Society  (with  Dr.  D.  M. 
Cowie  as  Chairman  of  the  Committee),  Dr. 
C.  C.  Slemons  and  the  State  Board  of 
Health.  The  committee  had  the  approval 
of  the  State  Medical  Society  and  were  aided 
by  Dr.  O.  P.  Kimball,  a former  associate 
of  Marine.  The  work  of  this  committee  was 
accomplished  through  meetings  with  the  salt 
manufacturers,  who  cooperated  splendidly 
in  placing  iodized  salt  on  sale  in  the  gro- 
cery stores  throughout  the  state.  Wide 
publicity  was  obtained  for  the  new  salt 
through  letters  from  the  State  Board  of 
Health  to  school  children,  parents  and  or- 
ganizations. 

In  the  clinic  of  the  Henry  Ford  Hospital 
for  a good  number  of  years  prior  to  this 
we  had  been  treating  non-toxic  diffuse  goi- 
ter* (simple  colloid)  in  children  with  so- 
dium iodide  with  such  good  results  that  we 
were  easily  sold  on  the  probable  efficacy  of 
iodized  salt  distributed  through  the  grocery 
stores. 

Iodized  salt  in  Michigan  contains  .01  per 
cent  of  sodium  iodide.  The  Committee  rec- 
ommended that  the  use  of  this  salt  should 
preclude  the  use  of  any  other  form  of  iodine 
by  the  population  and  to  be  effective  must 
be  used  for  cooking  as  well  as  table  use. 
The  salt  producers  estimated  that  each  per- 
son in  Michigan  consumed  about  five  or  six 

*The  American  Association  for  the  Study  of  Goiter  rec- 
ommends the  following  new  goiter  nomenclature: 

Type  1 — Non-toxic  Diffuse  Goiter 
Type  2 — Toxic  Diffuse  Goiter 
Type  3 — Non-toxic  Nodular  Goiter 
Type  4 — Toxic  Nodular  Goiter 
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pounds  of  salt  per  year,  whereas  other  esti- 
mates placed  it  up  as  high  as  eight  pounds 
per  year.  The  Committee  took  the  eight 
pounds  per  year  as  the  safe  average.  With 
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Fig.  1.  Courtesy  Detroit  Board  of  Health. 

the  above  average  of  sodium  iodide,  i.e., 
.01  per  cent,  this  would  give  the  average 
consumer  about  one  milligram  per  day. 

The  most  recent  figures3  show  the  iodine 
content  of  the  human  thyroid  ranging  from 
2.4  to  23 .7  mg.  with  an  average  of  8 mg. 

The  diseased  glands  are  much  poorer  in 
iodine  content,  or  should  it  be  said  that 
when  the  iodine  content  is  very  low  the 
gland  is  diseased? 

As  two  or  three  milligrams  of  sodium 
iodide  per  week  will  prevent  goiter  and  ten 
milligrams  has  been  proved  to  do  no  harm 
it  is  seen  that  the  average  percentage  in 
Michigan  salt  is  well  within  safe  limits. f 

In  a paper  in  19272  we  told  of  our  ex- 
perience which  seemed  to  suggest  that  the 
iodized  salt  might  be  responsible  for  the  in- 
crease in  the  number  of  nodular  (adenoma- 
tous) goiters  coming  to  operation.  Our 
curve  seemed  to  suggest  that.  The  death 
rate  from  goiter  in  Detroit  (Fig.  1)  seemed 
also  to  bear  this  out.  At  that  time  then  we 
had  some  misgivings  as  to  the  possible  dire 
results  from  the  generalized  use  of  iodized 
salt,  in  view  of  these  two  curves  and  the 
previous  reports  of  such  fine  men  as  Breuer, 
Nothnagel,  Kocher  and  Halsted,  several 
decades  previous  to  our  experience. 


tThe  latest  work  by  Orr  and  Leitch  states  the  minimum 
iodine  requirement  per  day  to  be  about  45  gammas  for  an 
adult  and  150  gammas  for  a child.  A gamma  is  0.000001  gm. 
A grain  is  0.064  gm.  or  64,000  gammas.  See  Editorial 
J.  A.  M.  A.,  101:606,  Aug.  19,  1933. 


Hartsock,  Plummer,  Goetsch,  Jackson 
and  many  others,  I believe,  were  all  some- 
what skeptical  of  the  use  of  iodine  as  an 
article  of  diet  in  the  manner  under  discus- 
sion. 

Hartsock  in  May,  1926, 1 from  the  Crile 
Clinic  reported  16  cases  of  iodine  hyperthy- 
roidism which  they  felt  were  due  to  the  use 
of  iodine  salt  though  this  salt  was  sold  in 
such  minimal  cjuantities  in  Ohio  due  to  the 
opposition  of  the  medical  profession. 

In  a letter  to  me  of  August  28,  1932,  Dr. 
Hartsock  states,  “No  one  at  the  present  time 
sees  cases  which  are  very  suspicious  of  this 
condition  (iodine  hyperthyroidism).  The 
explanation  I do  not  know,  and  I am  very 
much  confused  in  my  own  mind  about  the 
whole  thing.”  In  a second  letter,  dated 
August  31,  1933,  he  writes,  “At  the  present 
time  we  doubt  very  much  if  we  see  any 
cases  that  are  of  this  nature,  i.e.,  iodine  hy- 
perthyroidism.” 

Cowie  of  Ann  Arbor  reports  to  me  in  a 
letter  the  investigation  of  several  cases  of 
hyperthyroidism  supposed  to  have  been  in- 
duced by  the  use  of  iodized  salt,  “We  have 
run  down  several  reports  of  ill  effects  from 
the  use  of  iodized  salt,  but  in  each  instance 
we  have  found  that  the  reports  were  falla- 
cious.” 

Our  old  ingrained  prejudice  against 
iodine  was  too  apt  to  lead  us  to  conclude 
that  any  one  taking  iodine  and  developing 
signs  of  hyperthyroidism  did  so  because  of 
the  iodine.  This  may  not  be  true.  It  is  a 
fact  that  in  the  Johns  Hopkins  Luetic  Clinic 
in  a series  of  6,000  patients  (some  taking 
as  high  as  120  grains  of  iodides  daily  for 
twelve  months)  not  a single  case  developed 
hyperthyroidism.  In  the  Henry  Ford  Hos- 
pital with  over  3,000  luetic  cases  under 
treatment  with  iodides  Dr.  Frank  Menagh 
tells  me  that  only  one  or  perhaps  two  cases 
have  come  under  suspicion  of  developing 
hyperthyroidism  with  even  larger  doses  of 
iodides. 

This  lack  of  hyperthyroidism  develop- 
ment in  luetic  clinics  after  huge  doses  of 
iodides  outside  of  and  in  goiter  areas  raises 
in  my  mind  considerable  doubt  as  to  the 
existence  of  iodine  hyperthyroidism  (Jod- 
Basedow  of  Breuer).  Certainly  no  iodine 
hyperthyroidism  should  be  feared  judging 
from  the  report  of  the  work  of  Dr.  C.  C. 
Slemons  and  the  Michigan  State  Board  of 
Health.  “We  have  known  for  many  years 
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that  large,  long  standing,  tumorous  goiters 
in  adults  occasionally  become  toxic,  and  we 
have  been  trying  to  establish  the  point 
whether  or  not  some  of  these  cases  will  be- 
come toxic  by  the  use  of  iodine  salt.  Of 
the  seven  hundred  cases  we  have  studied  in 
Western  Michigan  approximately  three- 
fourths  of  the  cases  have  used  iodine  salt 
continuously  since  the  summer  of  1924. 
Among  these  we  do  find  an  occasional  toxic 
goiter  and  to  be  accurate  three  per  cent  have 
developed  toxic  goiters  since  they  started  to 
use  iodine  salt.  Among  those  who  have  not 
used  iodine  salt  or  any  other  form  of  iodine 
45  per  cent  have  become  toxic  within  the 
past  three  years.  So  summing  it  all  up,  we 
find  just  fifteen  times  as  many  toxic  goiters 
among  those  not  using  any  form  of  iodine 
as  we  do  among  those  who  are  using  iodine 
salt.” 


fuse  goiter)  in  the  school  children  of  Mich- 
igan since  1925  is  now  well  known.  In  De- 
troit the  rate  has  dropped  from  over  35 
per  cent  to  1.4  per  cent  (Fig.  3). 

Inoide^nca  of-  Goitre,  in  Detroit  Sclioole 
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EXTENT  OF  USE  OF  IODIZED  SALT  IN 
MICHIGAN 

A letter  from  the  largest  salt  distributor 
in  Michigan  (September  1,  1931)  states 
that  “in  1924  we  shipped  45,079  cases  of 
plain  table  salt  to  the  State  of  Michigan. 
In  1930  58,643  cases  of  iodized  salt  and 
7,057  cases  of  plain  table  salt.”  Letters 
from  the  other  large  distributing  salt  com- 
panies showed  the  same  ratio  of  about  8 of 
iodized  to  1 of  plain  salt. 

A letter  just  received  from  a large  salt 
company  shows  the  following  figures  for 
the  last  three  years  of  their  sales  in  Mich- 
igan. 


Iodized 

Plain  Free 
Running 

1930 

84.8% 

15.2% 

1931 

87.4% 

12.6% 

1932 

94.8% 

5.2% 

For  a few  years  after  the  publicity  in  this 
matter  our  patients  knew  if  they  were  using 
or  were  not  using  iodized  salt.  Today 
without  the  publicity  the  patient  does  not 
know,  as  a rule,  whether  he  is  or  is  not  using 
iodized  salt. 

Perhaps  the  lack  of  publicity  too  will  re- 
sult in  a decreasing  use  of  this  salt.  Last 
week  a large  chain  store  reported  that  they 
are  selling  only  five  iodized  salt  to  one  plain. 


* Dr  O R Kimball 

Fig.  2.  Courtesy  Detroit  Board  of  Health. 

All  other  surveys  now  show  the  same  de- 
crease approximately.  Since  in  Detroit 
there  is  still  1.4  per  cent  occurrence  there 
are  four  factors  to  be  considered  in  trying 
to  arrive  at  the  reason  for  this.  ( 1 ) The 
individual  may  not  be  using  iodized  salt, 
i.e.,  lie  is  still  having  an  abnormally  low 
intake  of  iodine.  (2)  There  may  be  some 
physiologic  interference  with  the  absorption 
or  the  utilization  even  if  the  amount  of 
iodine  taken  is  adequate.  (3)  The  in- 
dividual may  use  up  more  iodine  than  the 
average  so  would  require  more.  (4)  May 
non-toxic  diffuse  goiter  be  caused  by  other 
factors  than  the  lack  of  iodine?  Chesney 
and  now  Marine  have  produced  goiter  in 
animals  with  a diet  of  cabbage  but  can  pre- 
vent the  development  of  the  goiter  on  the 
same  diet  with  the  prophylactic  use  of 
iodine. 

Today  the  question  has  been  asked  as  to 
whether  hypothyroidism  has  increased  in 
Michigan  since  the  use  of  iodized  salt.  We 
have  no  evidence  in  one  way  or  the  other 
with  which  to  answer  this  question  but  I 
should  be  inclined  to  answer  it  in  the  nega- 
tive. 

TOXIC  DIFFUSE  AND  NODULAR  GOITER 


RESULTS  OF  THE  USE  OF  IODIZED  SALT 

The  tremendous  reduction  in  the  occur- 
rence of  enlarged  thyroids  (non-toxic  dif- 


In 1927,  two  years  after  the  salt  was  in 
wide  use,  the  numbers  of  patients  with  toxic 
diffuse  and  nodular  goiter  began  to  decline 
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steadily  after  an  initial  rise.  Our  chart 
shows  this  most  decidedly. 

Previous  to  1925  our  curve  of  total 
operations  and  thyroid  operations  was 


Fig.  3.  Compilation  from  seven  hospitals. 


(Harper,  Grace,  Henry  Ford  and  Receiving  Hospitals,  De- 
troit ; Blodgett  Memorial  and  Butterworth  Hospital,  Grand 
Rapids ; University  Hospital,  Ann  Arbor. 

rapidly  rising.  This  was  accounted  for  by 
the  increased  number  of  beds  for  patients 
available  after  the  War  and  the  rapid  in- 
crease in  the  population  in  Detroit. 

Through  the  courtesy  of  the  surgeons  of 
the  large  hospitals  in  Southern  Michigan  we 
have  the  curves  charted  for  seven  of  the 
largest  hospitals  in  Detroit,  Ann  Arbor  and 
Grand  Rapids.  This  shows  the  same 
marked  decrease  in  the  number  of  thyroid 
operations  following  the  introduction  of 
iodized  salt.  Since  the  Fall  of  1929  there 
has  been  a great  drop  in  the  total  number 
of  all  operations  in  the  private  and  and 
semi-private  patient  hospitals. 

This  is  partially  compensated  for  by  this 
composite  chart  showing  the  total  numbers 


of  operations  in  the  seven  hospitals  com- 
pared to  the  total  number  of  thyroid  opera- 
tions. While  the  total  number  of  opera- 
tions during  the  period  of  tremendous  eco- 
nomic depression  has  dropped  approximately 
10  per  cent  the  number  of  thyroid  opera- 
tions has  dropped  50  per  cent. 

These  striking  figures  over  so  large  an 
area  showing  the  marked  decrease  in  nod- 
ular and  toxic  diffuse  and  toxic  nodular 
goiter  justify  the  theory  at  least  that  a 
population  freed  from  the  endemic  type 
(non-toxic  diffuse  goiter)  is  much  less  sub- 
ject to  nodular,  toxic  nodular  and  toxic  dif- 
fuse goiter. 

CONCLUSIONS 

1.  The  general  use  of  iodized  salt  has 
practically  stopped  endemic  goiter  in  South- 
ern Michigan. 

2.  Without  the  presence  of  endemic 
goiter  nodular  and  toxic  nodular  and  toxic 
diffuse  goiter  operations  have  been  reduced 
50  per  cent. 

(Figures  from  the  large  charity  hospitals 
counteract  the  argument  that  these  patients 
may  not  be  coming  on  account  of  the  present 
great  financial  depression.) 

3.  Not  a single  case  has  been  found 
pointing  to  any  injurious  effect  from  the 
iodized  salt.  (It  is  an  academic  question  as 
to  whether  an  existing  nodular  goiter  may 
be  made  toxic  by  the  use  of  iodine.) 
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TRANSMISSION  OF  COMMON  COLDS 
BY  FOOD 

The  possibility  that  common  colds  may  be  spread 
by  fomites  has  been  suggested  by  epidemiologists, 
but  convincing  experimental  proof  has  not  been 
available.  The  recent  demonstration  by  Bliss  and 
Long  of  Johns  Hopkins  University  that  contami- 
nated food  may  transmit  this  disease  to  chimpanzees, 
therefore,  is  significant.  Fifteen  apes  were  kept  for 
three  months  under  scrupulous  quarantine  conditions. 
All  attendants  were  examined  daily  for  infections 
of  the  upper  respiratory  tract  and  remained  healthy 
throughout  the  experiments.  The  attendants  wore 
masks  and  gowns  and  took  full  aseptic  precautions 


in  preparing  food  and  taking  care  of  the  animals. 
During  this  preliminary  period  the  fifteen  apes  re- 
mained free  from  infections  of  the  upper  respiratory 
tract.  At  the  end  of  the  period  a person  suffering 
from  a common  cold  was  allowed  to  prepare  food 
for  the  animals.  After  the  food  was  placed  in  asep- 
tic containers  by  this  person,  he  left  the  kitchen. 
The  attendant  then  entered,  carried  the  containers 
to  the  quarantine  rooms,  and  placed  them  in  the 
individual  chimpanzee  cages.  Within  forty-eight 
hours  after  the  first  meal,  five  of  the  apes  developed 
typical  symptoms  of  infection,  such  as  nasal  dis- 
charge, nasal  obstruction,  mouth  breathing,  slight 
fever  and  leukocytosis.  Two  developed  a moder- 
ately severe  cough. — Journal  A.  M.  A. 
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SURGERY  IN  THE  DIABETIC  PATIENT* 


C.  FREMONT  VALE,  M.D.f 

DETROIT,  MICHIGAN 

Surgical  interference  in  the  diabetic  patient  naturally  falls  into  two  distinct  groups: 

A.  Essential,  in  most  clinics  by  far  the  larger  group,  including  cases  in  which  surgi- 
cal complications  arise  demanding  treatment  usually  as  a life-saving  measure.  Gangrene 
is,  of  course,  the  outstanding  example. 

B.  Elective,  including  conditions  which  only  surgery  can  correct,  but  which  have  little 
or  no  bearing  on  the  progress  of  the  diabetes.  Hernia  or  uncomplicated  fibroid  of  the 
uterus  are  examples.  We  are  not  now  particularly  concerned  with  this  group,  except  to 


note  in  passing  that  its  scope  has  been  tre- 
mendously broadened  by  the  increased  meta- 
bolic control  made  possible  by  insulin,  so 
that  the  average  case  of  diabetes  need  not 
now  be  denied  such  corrective  or  curative 
operation  because  of  his  basic  condition. 

The  essential  group  has  also  greatly  in- 
creased due  to  insulin,  first,  because  diabetic 
persons  may  now  in  larger  percentage  live 
on  to  get  surgical  complications,  and,  sec- 
ond, because  the  field  is  greatly  widened  in 
which  relatively  safe  operation  may  be  un- 
dertaken in  these  unfortunate  people. 

McKittrick  and  Root2  give  the  increase 
to  over  30  per  cent  and  suggest  that  it  may 
later  reach  50  per  cent.  Our  own  figures 
for  1932  were  ninety-two  out  of  310  admit- 
ted, or  29.7  per  cent,  and  for  five  months 
this  year  forty-one  out  of  143  admitted,  or 
28.6  per  cent. 

Because  the  diabetic  patient  has  a funda- 
mentally altered  metabolism  his  reaction  is 
different  from  the  non-diabetic  patient  as  to 
infection,  circulation,  diet,  anesthesia,  shock 
measures,  etc.  For  these  reasons  it  has  be- 
come necessary  for  the  surgeon  who  takes 
care  of  surgical  complications  in  diabetic 
patients  to  have  a more  intimate  knowledge 
of  this  disease  and  the  unusual  conditions 
governing  their  proper  care.  And  in  no 
other  condition  is  it  so  necessary  to  have 
such  close  cooperation  between  internist  and 
surgeon. 

It  is  not  my  intention  to  go  into  detail 
concerning  the  medical  aspect  of  diabetes, 
but  as  a basis  for  the  intelligent  approach 
to  surgical  treatment  of  these  cases  it  is  nec- 
essary to  know  certain  things. 

The  most  widely  accepted  but  yet  un- 

*Read  before  the  surgical  section  of  Michigan  State  Med- 
ical Society,  Grand  Rapids,  September  14,  1933. 

tDoctor  Yale  is  a graduate  of  the  University  of  Pennsyl- 
vania, 1916,  A.B.  1909.  He  served  as  interne  at  Lankenau 
Hospital,  Philadelphia,  1916-18.  He  is  Assistant  Professor 
of  Surgery,  Detroit  College  of  Medicine  and  Surgery,  and 
Attending  Surgeon  at  Receiving  Hospital  and  Visiting  Sur- 
geon at  Harper  Hospital. 


proven  theory  is  that  in  diabetes  there  is 
an  insufficiency  of  insulin  supplied  by  the 
islands  of  Langerhans  in  the  pancreas,  with 
the  result  that  not  enough  glucose  is  burned. 


Fig.  1.  Moist  infective  gangrene  evidently  started 
by  pressure  on  heel.  (See  chart,  Fig.  2.) 


It  collects  in  excessive  amount  in  the  blood 
and  tissues,  producing  a high  blood  sugar, 
and  variable  amounts  of  glucose  spill  over 
in  the  urine.  The  storage  depots  of  gly- 
cogen, notably  the  liver  and  muscles,  are 
depleted  of  their  supply.  When  not  enough 
sugar  is  burned  in  proportion  to  fat  and 
protein,  ketone  bodies  (B-oxy  butyric  acid, 
diacetic  acid  and  acetone)  appear  in  the 
urine,  the  C02  combining  power  of  the 
blood  falls,  and  we  have  acidosis.  If  this 
is  unchecked  coma  ordinarily  follows.  To 
control  such  a patient  the  diet  is  regulated 
and  insulin  given  to  the  end  that  carbohy- 
drate, fat  and  protein  shall  be  burned  in 
proper  ratio,  the  strength  maintained  and 
glycogen  storehouses  refilled.  When  this  is 
done  the  blood  sugar  drops,  sugar  and  ke- 
tone bodies  disappear  from  the  urine,  and 
the  patient  is  said  to  be  controlled. 
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This  much  at  least  the  mere  surgeon  must 
know  because  his  patient  must  be  under  the 
best  possible  control  at  the  time  of  opera- 
tion if  the  rule  of  safety  is  to  be  followed. 
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Fig.  2.  Composite  chart  of  patient  whose  leg  is 
shown  in  Figure  1.  Note  difficulty  in  obtaining  and 
maintaining  control.  Insulin  up  to  200  units  per  day. 


Most  of  these  cases  are  only  fair  risks  at 
best.  To  operate  on  a diabetic  without  in- 
telligent effort  to  control  his  metabolism 
first  is  with  rare  exception  a questionable 
procedure. 

It  follows  that  any  condition  which  regu- 
larly disturbs  metabolism  will  be  of  defi- 
nitely greater  importance  in  the  diabetic, 
e.g.,  fever,  infection,  toxemia,  hyperthy- 
roidism, etc.  Any  of  these  may  make  sat- 
isfactory control  difficult  or  impossible  to 
obtain  or  maintain  (Fig.  2). 


In  January  of  1929  through  the  interest 
of  Dr.  Richard  McKean  a department  was 
set  up  in  Receiving  Hospital  in  Detroit  for 
the  careful  study  and  treatment  of  diabetic 
cases.  I think  it  is  only  proper  to  say  that 
through  his  efforts  a new  day  has  dawned 
for  these  unfortunate  patients.  It  has  been 
my  privilege  to  attend  the  surgical  cases 
since  that  time.  There  have  been  approxi- 
mately 800  cases  admitted,  about  200,  or  25 
per  cent,  of  which  have  required  surgery. 
For  economic  reasons  very  few  elective  op- 
erations have  been  done. 

Both  medical  and  surgical  cases  are  ad- 
mitted to  the  diabetic  section  and  remain 
there  throughout  their  hospital  treatment. 
They  are  always  primarily  medical  cases. 
Any  surgery  necessary  is  looked  upon  as  a 
more  or  less  important  incident  in  the  whole 
course  of  treatment  needed.  Operative  in- 
terference is  undertaken  only  after  careful 
consultation  and  definite  agreement  between 
internist  and  surgeon  upon  the  severity  of 
the  diabetic  condition,  the  effect  the  surgical 
complication  is  having  upon  the  patient,  the 
nature  and  extent  of  operation  proposed, 
the  kind  of  anesthetic  to  be  used,  and  finally, 
and  of  great  importance,  the  exact  time  it 
is  to  be  done. 

Preoperative  Treatment. — Let  us  take  a 
case  for  example.  A woman  enters  the  hos- 
pital with  a gangrenous  infected  foot  (Fig. 
1),  running  a low  fever,  4 plus  sugar  in 
the  urine,  and  having  a blood  sugar  of  420 
mg.  per  100  c.c.  with  a C02  combining 
power  of  35.  It  is  obvious  she  cannot  re- 
cover without  the  removal  of  the  leg.  How- 
ever, to  proceed  in  the  face  of  such  a turmoil 
in  her  metabolism  would  be  fatal.  She  is 
put  on  a low  calory  diet,  400  to  600,  rela- 
tively high  carbohydrate,  usually  60  grams, 
low  protein,  about  40,  and  no  fat.  This 
diet  is  divided  into  five  equal  feedings  three 
hours  apart.  Fifty  units  or  more  of  insulin 
are  given  at  once  and  the  following  orders 
written: 

Test  urine  with  Benedict’s  Solution  every  three 
hours : Give  insulin  as  follows — 

If  orange 20  units 

If  red 15  units 

If  yellow 10  units 

If  green 5 units 

If  blue none 

Twenty-four  hours  will  almost  certainly 
see  the  patient  greatly  improved,  when,  if 
there  is  no  appreciable  change  in  the  con- 
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dition  of  the  foot,  operation  will  be  delayed 
another  day  or  two.  This  time  is  used  to 
build  up  glycogen  stores  and  determine  the 
insulin  requirements  more  accurately.  Her 


Fig.  3.  Dry  arteriosclerotic  type  of  gangrene 
in  a mild  diabetic  condition.  The  fourth  toe 
has  amputated  itself. 


blood  sugar  should  by  this  time  be  well 
under  250,  the  upper  limit  of  relative  safety. 
A blood  culture  is  taken  even  though  there 
is  no  clinical  evidence  of  blood  stream  infec- 
tion, because  the  diabetic  is  particularly 
prone  to  develop  septicemia.  This  is  often 
apparent  only  after  amputation,  and  it  is  at 
least  comforting  to  know  if  the  culture  was 
positive  before,  which  it  often  is. 

The  day  and  hour  of  amputation  is  then 
agreed  upon.  Here  the  internist  has  the 
greater  responsibility.  He  is  best  able  to 
judge  the  degree  of  control,  and  for  how 
long  we  may  safely  expect  it  to  be  main- 
tained. It  may  be  very  transient  (Fig.  2). 
The  operation  is  done  on  schedule  unless 
the  blood  sugar  that  morning  is  above  250. 
Here  9 A.  M.  means  9 A.  M.  The  patient 
is  prepared  for  that  hour  and  not  two  or 


three  hours  later.  There  is  no  preoperative 
fasting  except  where  absolutely  necessary. 
Fluids  are  kept  up.  Three  hours  before 
going  to  the  operating  room  150  c.c.  of 


Fig.  4.  Section  of  posterior  tibial  artery  in  dia- 
betic gangrene.  The  lumen  is  filled  with  thrombus, 
but  the  marked  intimal  thickening  is  well  shown. 

orange  juice  partially  covered  with  insulin 
are  given.  Morphine  is  not  given  as  a rule. 
It  to  some  extent  inhibits  the  effect  of  insu- 
lin, but  more  important  is  the  nausea  and 
vomiting  produced  in  some  patients,  with 
its  tendency  to  acidosis.  Then,  too,  most 
of  these  cases  are  not  fearful  or  nervous 
and  need  little  sedation.  The  prophylactic 
barbital  preparation  for  spinal  is  quite  suf- 
ficient. 

Anesthetics. — The  type  of  anesthesia  to 
be  used  must  be  intelligently  chosen  for  each 
case  individually.  While  a local  anesthetic 
may  be  wisely  selected  for  many  conditions, 
I believe  it  is  absolutely  contra-indicated 
where  the  surgical  lesion  is  based  on  circu- 
latory impairment,  as  in  gangrene  of  a toe. 
Failure  of  healing  with  extension  of  infec- 
tion or  gangrene  is  much  more  apt  to  occur 
because  of  reduction  of  tissue  resistance  and 
circulation  by  the  injected  solution.  One  is 
often  tempted  to  use  it  because  of  the  com- 
plete absence  of  systemic  effect. 

Nitrous  oxide  is  satisfactory  only  for 
very  short  anesthesias.  When  prolonged  the 
C02  combining  power  of  the  blood  begins 
to  fall.  Ethylene  is  much  preferable  where 
available. 

Ether,  of  course,  produces  an  acidosis 
even  in  the  nondiabetic.  The  diabetic 
operated  upon  under  this  anesthetic  will 
develop  acidosis,  the  degree  of  which  will 
depend  upon  the  severity  of  his  diabetes  and 
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the  amount  of  ether  administered.  The  fre- 
quent post-ether  nausea  and  vomiting  further 
upsets  the  attempt  to  maintain  diabetic  con- 
trol. Its  use  is  justified  only  in  rare  cases. 


Fig.  5.  Youngest  patient  in  series  of  cases. 

At  age  twenty-nine,  amputation  left  leg;  at 
age  thirty,  amputation  right  leg,  both  typical 
diabetic  gangrene.  Insert  shows  stumps  three 
years  later  on  which  the  patient  walks  well 
with  artificial  limbs. 

The  duration  of  any  inhalation  anesthetic 
should  be  reduced  to  a minimum. 

We  use  novocain  subdural  block,  or  spinal 
anesthesia,  in  the  vast  majority  of  cases; 
50  to  75  mg.  is  usually  sufficient  for  even 
a mid-thigh  amputation.  With  this  amount 
the  blood  pressure  does  not  drop  much. 
This  is  particularly  important  as  most  elderly 
diabetic  patients  do  not  have  much  cardiac 
reserve.  There  is  little  effect  on  the  me- 
tabolism, it  almost  completely  eliminates 
shock,  and  it  has  the  added  advantage  of 
allowing  free  administration  of  fluid  by 
mouth. 

Postoperative  Treatment  in  General. — 
The  diabetic  patient  should  have  food,  espe- 
cially carbohydrate,  as  soon  as  he  can 


possibly  take  it  after  returning  from  the 
operating  room,  certainly  within  three  hours. 
Orange  juice  usually  supplies  this  need  sat- 
isfactorily. If  no  food  can  be  taken  by 


Fig.  6.  Result  of  mid-thigh  amputation  fif- 
teen days  after  operation.  Note  scar  begin- 
ning to  draw  posteriorly. 

mouth,  glucose  intravenously  and  saline  by 
hypodermoclysis  should  be  given.  The  ab- 
sorption of  glucose  by  the  rectum  is  still  a 
moot  question.  Certainly  it  cannot  be  de- 
pended upon  to  furnish  any  definite  amount 
in  a given  time  and  we  never  use  it.  Many 
cases  are  able  to  continue  their  regular  pre- 
operative diet  within  a few  hours,  and  of 
course  this  is  highly  desirable. 

Insulin  orders  are  written  as  previously 
described.  Wide  variations  in  insulin  needs 
are  to  be  expected.  Removal  of  a source 
of  infection  will  reduce  it  rapidly.  The  most 
common  as  well  as  the  most  serious  com- 
plication in  this  connection  is  insulin  shock 
or  hypoglycemia.  Thin  or  emaciated  patients 
are  the  more  susceptible.  A restless  person 
may  use  his  muscles  a great  deal  in  the 
course  of  a few  hours  and  rapidly  deplete 
them  of  glycogen.  He  is  then  ready  to  have 
his  blood  sugar  drop  below  normal  on  his 
regular  insulin  ration.  This  is  of  especial 


February,  1934 


SURGERY  IN  THE  DIABETIC  PATIENT— VALE 


67 


importance  in  aged  individuals  because  to 
them  insulin  shock,  so  called,  is  a real  shock, 
from  the  effects  of  which  they  sometimes 
do  not  completely  recover  even  though  they 
are  brought  out  of  it  temporarily.  The 
treatment  of  this  is  the  internist’s  problem, 
but  the  surgeon  must  not  be  a stranger  to  it. 
Glucose  intravenously  must  be  given  at  once. 
The  presence  of  sugar  in  the  urine  cannot 
be  taken  as  an  infallible  guide  when  the 
patient  is  taking  large  amounts  of  insulin. 
Urine  coming  from  the  kidney  may  be  sugar- 
free  at  the  time  of  passing  or  withdrawal 
by  catheter,  but,  mixed  with  sugar-contain- 
ing urine  in  the  bladder,  give  a positive 
test.  In  severe  cases  it  may  be  wise  to  order 
a small  amount  of  orange  juice  upon  obtain- 
ing a completely  sugar-free  specimen,  and 
also  to  take  the  blood  sugar  twice  a day  so 
long  as  there  is  uncertainty.  We  feel  that 
most  of  these  elderly  diabetics  do  better 
with  a blood  sugar  somewhat  above  normal. 


TABLE  I.  CLASSIFICATION 


Gangrene 

No. 

Per  cent 

Abscesses 

55 

i 29.7 

Carbuncles 

20 

1 10.8 

Osteomyelitis 

16 

| 8.7 

Infections 

16 

i 8.7 

Ulcer— foot 

12 

| 6.4 

Mastoid — acute 

8 

1 4.4 

Pelvic 

8 

| 4.4 

Goiter — toxic 

7 

| 3.8 

Gall  bladder 

3 

| 1.6 

Hernia,  Strang,  or  incarc. 

3 

| 1.6 

3 

! 1-6 

Miscellaneous 

34 

j 18.3 

185 

100.00 

Died 

43 

23.2 

Table  I gives  a general  idea  of  the  rela- 
tive frequency  with  which  several  surgical 
conditions  are  met.  It  will  be  noted  that 
the  great  majority,  after  gangrene,  is  made 
up  of  some  type  of  infection  and  therefore 
that  nearly  70  per  cent  belong  in  the  class 
of  complications  typically  found  in  diabetics. 
Time  will  not  permit  the  discussion  of  all 
of  these.  Most  of  them  do  not  need  special 
mention.  Two,  however,  are  of  such  vital 
importance  that  they  demand  attention. 

First  Carbuncle. — This  is  very  common, 


ranking  second  only  to  gangrene  in  our  ex- 
perience, somewhat  more  frequent  than  oth- 
ers report.  There  were  sixteen  cases  in  a 
series  of  185  surgical  patients.  It  consti- 


Fig.  7.  Carbuncle.  Outlines  of  one  trans- 
verse and  three  vertical  incisions  are  seen. 


tutes  a very  grave  complication  and  for  the 
patient  its  care  is  a major  procedure.  Most 
of  these  are  extensive  (Fig.  7)  and  the 
patients  severely  toxic.  Metabolic  control  is 
of  prime  importance. 

The  rule  should  be  to  do  the  most  minor 
operation  which  will  reduce  absorption  to 
the  minimum.  Excision  is  to  be  absolutely 
condemned.  Our  practice  is  to  make  one  in- 
cision through  the  longest  diameter  from 
healthy  tissue  to  healthy  tissue,  and  one  or 
more  incisions,  depending  on  the  size  of  the 
lesion,  at  right  angles,  and  then  rapidly  to 
trim  out  the  worst  of  the  base  under  the 
flaps  thus  made.  If  the  margin  of  the  in- 
fected area  underneath  the  skin  is  removed, 
extension  need  not  be  feared.  The  resulting 
cavity  is  packed  with  gauze  and  the  remain- 
ing infected  slough  picked  out  at  subsequent 
dressings. 

Gangrene. — There  were  fifty-five  cases  of 
gangrene  in  185  surgical  diabetics.  The 
prevalence  of  this  complication  is  due  to  the 
tendency  of  diabetic  arteries  to  develop  an 
intimal  sclerosis  (Fig.  4),  thus  reducing  the 
lumen  of  the  larger  vessels. 
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TABLE  II.  PERCENTAGE  OF  ADMISSIONS 
HAVING  GANGRENE 


Year 

Admissions 

Gangrene 

Per  cent 

1929 

92 

6 

6.5 

1930 

103 

5 

4.8 

1931 

143 

11 

7.7 

1932 

310 

25 

8.0 

1933 

143 

8 

5.6 

Total 

791 

55 

69 

Shields  Warren2  says-.  “Arterial  occlu- 
sion in  typical  diabetic  gangrene  is  a gradual 
process,  at  least  at  first — a progressive  en- 
croachment on  the  lumen  of  the  artery  by 
intimal  thickening,  not  infrequently  show- 
ing heavy  deposits  of  lipoid.  Hence  there 
is  time  for  collateral  circulation  to  develop. 
While  there  may  have  been  pain  and  disabil- 
ity during  the  process  of  readjustment, 
eventually  a delicate  point  of  equilibrium 
is  reached  where  the  combined  blood  supply 
from  both  main  vessels  and  collaterals  is 
just  sufficient  for  the  ordinary  needs  of  the 
limb.  Any  unusual  stress  will  tip  the  bal- 
ance. There  will  be  insufficient  blood  sup- 
ply to  maintain  life  of  the  tissues  under 
abnormal  condition,  too  much  to  permit 
mummification.  Moist  gangrene  results,  and 
all  too  often  leads  to  generalized  sepsis. 

“On  this  basis  we  may  say  that  the  typi- 
cal diabetic  gangrene  is  preventable.  Injury 
and  particularly  infection  can  be  prevented. 
Dirt,  ill-fitting  shoes,  carelessness,  all  simple, 
all  inexcusable  in  properly  taught  patients.” 

We  find  trimming  corns  and  ingrown  toe 
nails  the  most  common  immediate  cause  of 
gangrene. 

It  is  to  be  noted,  however,  that  there  are 
all  gradations  between  the  typical  dry  ar- 
teriosclerotic (Fig.  3)  and  moist  diabetic 
(Fig.  1)  gangrenes. 

The  one  great  surgical  question  here  is, 
“Where  to  amputate.”  Time  will  not  permit 
the  discussion  of  tests  such  as  the  histamin 
flare,  intradermal  saline,  the  oscillometer, 
etc.,  to  determine  the  point  of  competent  cir- 
culation. None  of  these  is  infallible.  In 
the  final  analysis  clinical  judgment  based  on 
experience  will  probably  give  the  best  re- 
sults. Absence  of  pulsation  in  the  dorsalis 
pedis  or  posterior  tibial  does  not  always  pre- 
clude successful  amputation  of  a toe  since 
collateral  circulation  may  have  developed 
sufficiently  to  permit  healing.  This  is  not 


common.  In  the  same  way,  absence  of  pop- 
liteal pulsation  does  not  always  mean  ampu- 
tation above  the  knee,  but  it  usually  does. 


TABLE  III.  AGE  INCIDENCE  OF  GANGRENE 


Cases 

Years 

Age* 

(Joslin 

50 

1923 

61.0 

(Eliason  & Wright 

1926 

59.2 

(McKittrick  & Root 

1928 

64.9 

(Eliason  & Wright 

103 

1931 

69.9 

(Eliason* 1 

67 

1932 

61.6 

Our  series 

55 

1933 

59.5 

•Youngest,  29  years;  oldest,  80  years. 

Let  us  say  just  a few  words  as  to  the 
actual  operation.  Remembering  the  lowered 
vitality  of  the  tissues  and  their  susceptibility 
to  infection  and  recurring  gangrene,  technic 
should  be  followed  which  will  best  guard 
against  their  occurrence.  Meticulous  care 
in  detail  will  often  mean  the  difference  be- 
tween failure  and  success.  The  leg  should 
be  prepared  the  night  before  and  a sterile 
dressing  put  on  to  be  removed  in  the  operat- 
ing room  when  preparation  is  repeated.  A 
tourniquet  is  never  used.  Short  equal  length 
anterior  and  posterior  flaps  are  used.  No 
clamps  are  placed  on  the  skin  as  retractors. 

I have  seen  areas  of  gangrene  occur  at  these 
points  of  pressure.  No  instruments  touching 
the  skin  are  used  in  the  deeper  parts.  Bleed- 
ing points  or  vessels  and  not  masses  of 
muscle  are  clamped  and  ligated.  A Gigli 
saw  is  better  to  sever  the  bone.  It  means 
less  retraction  and  damage  to  muscle  tissue. 
Flaps  are  closed  without  tension  but  snug 
enough  to  prevent  loose  space  for  collection 
of  blood  and  serum.  A soft  rubber  drain 
not  touching  the  bone  is  removed  in  forty- 
eight  hours.  We  do  not  feel  that  rapidity 
of  operation  is  the  first  consideration.  Care- 
ful, gentle,  accurate  work  should  not  be  sac- 
rificed for  time.  Postoperative  dressings 
should  be  few  and  far  between. 

Finally,  I want  to  say  again,  the  closer 
the  cooperation  between  internist  and  sur- 
geon and  the  more  each  knows  about  the 
other’s  problem,  the  larger  the  number  of 
these  afflicted  people  who  will  be  given  a lit- 
tle longer  span  of  life. 
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In  reviewing  the  subject  of  labyrinthitis  I 
ing  on  this  subject  has  been  reported  before 
five  years.  Moreover,  all  the  work  that  has  a 
the  reports  of  the  Year  Book  or  the  recent 
ment  with  the  principles  outlined  by  the  Vie 
Neuman,  Alexander  and  Ruttin.  It  speaks 
in  Vienna  that  Ruttin’s  “Monograph  on  Di 
its  publication  is  still  a reliable  treatise  on 
the  labyrinth  and  in  full  accord  with  recent 
textbooks  on  this  subject. 

The  postulation  that  the  changes  in  the 
labyrinth  could  be  explained  best  by  the 
theory  that  there  was  a circulating  fluid  in 
the  semicircular  canals,  has  borne  the  test 
of  time  and  is  quite  generally  accepted  to- 
day. The  classification  of  the  Vienna  school 
of  four  groups  of  labyrinth  cases  has  not 
been  much  improved,  namely,  ( 1 ) circum- 
scribed labyrinthitis,  (2)  diffuse  serous  lab- 
yrinthitis, (3)  diffuse  purulent  manifest 
labyrinthitis,  (4)  diffuse  purulent  latent 
labyrinthitis. 

The  first  case  is  a man,  age  thirty-eight,  who  had 
chronic  double  mastoiditis  for  twenty  years.  The 
discharge  was  intermittent,  would  disappear  for 
months  at  a time  and  never  showed  any  severely 
acute  symptoms.  Some  nine  years  ago,  when  the 
discharge  had  been  quite  profuse  for  several  months, 

I advised  operation,  but  at  about  that  time  the  pa- 
tient developed  a melano-sarcoma  of  the  shoulder 
and  I did  not  wish  to  operate  until  this  growth 
was  entirely  under  control.  By  that  time  the  ear 
discharge  had  ceased.  For  the  last  six  years  there 
has  been  a vegetative  dermatitis  of  each  auditory 
canal  which  had  persisted  for  years  in  spite  of  treat- 
ment. 

In  November,  1931,  this  patient  developed  a very 
severe  vertigo,  with  dizziness  and  vomiting.  There 
was  no  headache.  He  had  been  examined  at  one  of 
the  clinics  and  nothing  pathological  had  been  found. 
However,  the  ears  were  only  superficially  examined. 
My  first  examination  was  on  November  8,  1931,  five 
days  after  the  onset  of  the  dizziness.  Hearing  tests 
on  that  date  were  as  follows : 


was  struck  by  the  fact  that  practically  noth- 
the  Academy  of  Oto-Laryngology  in  the  past 
ppeared  before  other  special  societies,  or  in 
textbooks  on  otology,  are  in  virtual  agree- 
nna  School  so  ably  represented  by  Barany, 
well  for  the  thoroughness  of  the  work  done 
seases  of  the  Labyrinth”  twenty  years  after 


Right  ear  Forks  256  D.  v.  Left  ear 

70  seconds  Bone  Cond.  normal  60  80  seconds 

minutes 

85  seconds  Air  cond.  normal  140 

Minus  80  seconds  A fork  96  D.  v. 

Minus  12  seconds  C fork  2048  D.  v. 

5 inches  Watch,  normal  60 

seconds 


Not  heard 
Not  heard 
Minus  42  right 
Light  contact 


There  was  a spontaneous  rotary  mystagmus  to 
the  right,  worse  on  looking  to  the  right.  Fistula  test 
was  negative  for  each  ear.  There  was  no  hearing 
in  the  left  ear  when  a Barany  noise  apparatus  was 
used  in  the  right  ear.  There  was  a polyp  in  the 


fDr.  Bentley  graduated  from  the  University  of  Michigan 
with  the  degree  of  B.A.  in  1904  and  M.D.  in  1906.  He  is 
attending  otolaryngologist  at  the  Grace  Hospital. 


left  canal  near  the  tympanum,  but  very  little  dis- 
charge. 

Irrigating  the  left  ear  with  hot  wrater,  tempera- 
ture 110,  gave  almost  complete  cessation  of  the  spon- 
taneous rotary  nystagmus  to  the  right.  Hot  water 
was  used  as  the  patient  already  had  a rotary  nystag- 
mus to  the  right.  Ten  turns  to  the  right  gave  a 
slight  horizontal  nystagmus  to  the  left  for  ten  sec- 
onds. Ten  turns  to  the  left  gave  strong  horizontal 
nystagmus  to  right  for  twenty  seconds.  A diagnosis 
of  localized  labyrinthitis  was  made  and  the  patient 
was  sent  to  Grace  Hospital,  where  he  was  kept 
under  close  observation.  He  entered  the  hospital 
November  9,  1931,  with  a temperature  of  99.4,  pulse 
70,  respiration  20.  The  temperature  continued  about 
this  level,  being  under  99.8,  until  the  day  of  his  op- 
eration, November  20. 

A spinal  puncture  on  November  9 showed  clear 
fluid,  globulin  negative  with  10  cells  per  cu.  mm. 
of  the  small  mononuclear  type.  Smear  and  culture 
were  negative  for  organisms  and  the  Wassermann 
on  the  fluid  was  negative. 

An  examination  of  the  discharge  from  the  ear 
was  negative  for  tuberculosis. 

The  blood  count  showed  14,555  white  cells,  73  per 
cent  polymorphonuclears,  5 per  cent  eosinophils,  with 
22  per  cent  mononuclears. 

A general  examination  revealed  a normal  chest 
and  abdomen.  There  were  several  bad  teeth,  two 
of  which  were  abscessed  and  were  removed.  The 
extraction  gave  only  temporary  relief  of  his  pain. 
The  nasal  accessory  sinuses  were  normal  by  x-ray 
and  clinical  examination. 

An  x-ray  examination  of  his  mastoids  resulted  in 
the  following  report : “On  the  right  side  we  find 

evidence  of  a chronic  otitis  media  and  mastoiditis, 
which  at  present  shows  no  sign  of  activity  but 
marked  evidence  of  sclerosis.  On  the  left  side  we 
find  the  presence  of  a chronic  otitis  media  and 
mastoiditis  with  extensive  changes  of  an  active 
osteomyelitis  and  considerable  destruction  of  the 
alveolar  process.  The  etiology  of  these  infections 
of  course  cannot  be  determined  from  the  roengen- 
ographic  appearance,  neither  could  we  rule  out  or 
ascertain  the  presence  of  a cholesteatoma.’’  (H.  A. 
Jarre,  M.D.)  I had  asked  in  particular  for  a diag- 
nosis of  the  possible  presence  of  a cholesteatoma. 

Soon  after  entering  the  hospital  he  developed 
severe  pain  in  the  left  mastoid  area,  but  the  dizzi- 
ness became  less.  On  November  16  there  was  still 
a slight  response  from  irrigating  the  left  ear  with 
cold  water,  but  hot  water  gave  no  result.  A con- 
sultation with  our  neurologist,  Dr.  Hershey,  showed 
symptoms  of  mild  meningeal  irritation  of  the  middle 
fossa  of  the  left  side. 

There  was  also  a slight  facial  nerve  weakness. 

The  spinal  fluid  examination  on  November  16 
showed  13  cells  per  cu.  mm.,  all  small  mononuclears, 
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and  the  tests  were  negative  for  globulin.  The  fluid 
was  clear  under  normal  pressure  and  the  culture  was 
negative. 

On  November  19  we  could  get  no  response  from 
caloric  irrigation  of  the  left  ear.  The  facial  paresis 
was  very  evident  and  the  pain  was  more  severe. 

A radical  labyrinth  operation  was  advised  and 
was  performed  the  following  day,  November  20. 

The  mastoid  bone  was  opened  with  an  electric 
drill,  rongeur  and  curette,  no  mallet  being  used 
for  fear  of  setting  up  a diffuse  meningitis.  The  bone 
was  sclerosed  and  of  bony  hardness. 

There  were  a few  cells  full  of  pus  in  the  mastoid 
tip  and  some  granulation  back  of  the  lateral  sinus. 
Otherwise  the  mastoid  area  was  dense  solid  bone. 

The  antrum  was  entered  and  found  filled  with 
a cholesteatoma  which  had  eroded  the  posterior 
semicircular  canal ; had  eaten  through  the  posterior 
wall  of  the  auditory  canal  at  the  spot  where  I had 
noted  the  polyp.  There  was  also  an  exposure  of 
the  dura  of  the  middle  fossa,  which  was  thickened 
and  was  dense  white. 

A radical  mastoidectomy  was  completed  and  I 
found  the  facial  nerve  exposed  in  its  horizontal  por- 
tion, but  it  was  inatct. 

The  procedure  of  Neuman  for  opening  the  laby- 
rinth was  then  carried  out,  the  exposed  opening  into 
the  posterior  semicircular  canal  being  enlarged  until 
a bent  probe  could  be  passed  forward  into  the  vesti- 
bule. The  foramen  ovale  and  foramen  rotundum 
were  found  filled  in  with  dense  bone.  With  a chisel 
these  were  opened  to  the  first  turn  of  the  cochlea, 
so  that  the  probe  could  be  passed  back  to  the  pos- 
terior opening  of  the  posterior  semicircular  canal 
previously  made. 

A Panse  plastic  flap  was  used,  the  upper  flap  being 
sutured.  The  wound  was  packed  with  iodoform 
gauze. 

The  laboratory  confirmed  the  presence  of  choles- 
terin  crystals. 

The  postoperative  course  was  uneventful  except 
for  a peculiar  mental  spell  one  night  five  days  after 
the  operation.  It  passed  off  easily  and  the  neurol- 
ogist regarded  it  merely  as  a neurosis. 

Nine  days  after  the  operation  the  patient  was 
up  in  a wheel  chair  and  in  two  weeks  had  left  the 
hospital. 

There  was  a slight  persistent  discharge  from  the 
region  of  the  labyrinth  for  some  months,  but  this 
eventually  ceased,  after  two  or  three  small  sequestra 
of  bone  were  removed.  The  facial  paralysis,  which 
became  complete  immediately  after  the  operation, 
gradually  improved  with  the  use  of  the  rapid  sinus- 
oidal current,  and  at  the  present  time  there  is  full 
use  of  the  facial  muscles. 

It  is  rather  interesting  that  the  vegetative  derma- 
titis of  the  canal  entirely  cleared  up  in  the  left  ear, 
although  there  has  been  no  change  in  the  canal  of 
the  right  ear. 

The  second  case  is  a girl,  age  nine,  who  devel- 
oped an  abscess  in  her  right  ear  January  28  fol- 
lowing an  acute  cold.  The  drum  was  red  and 
bulging;  the  temperature  was  102.5;  a free  para- 
centesis was  done,  which  was  followed  by  free  dis- 
charge. In  spite  of  careful  treatment  the  case  went 
on  to  mastoiditis,  with  pain,  tenderness  to  pressure 
and  redness  of  the  mastoid  region.  The  right  mas- 
toid was  operated  on  February  9,  when  pus,  granula- 
tions and  breaking  down  of  the  mastoid  cells  were 
found. 

Two  days  later  the  temperature  was  normal,  but 
it  ran  up  to  103.4  on  the  twelfth.  It  was  normal  on 
the  thirteenth,  fourteenth  and  fifteenth,  until  late  in 


the  evening.  At  this  time  we  noted  for  the  first 
time  a spontaneous  rotary  nystagmus  to  the  left  side. 
Then  rather  suddenly  there  developed  a positive 
Kernig,  neck  rigidity,  dizziness  and  severe  headache, 
with  complete  loss  of  hearing  and  absence  of  caloric 
response.  The  patient  was  delirious,  with  the  tpyi- 
cal  sharp  crying  of  meningitis. 

A spinal  fluid  examination  showed  a very  turbid 
fluid  under  pressure  and  containing  3,400  cells  per 
cubic  mm.,  chiefly  polymorphonuclears.  The  smear 
showed  some  bacteria  reported  as  doubtful  pneumo- 
cocci. 

I diagnosed  an  acute  suppurative  labyrinthitis  with 
beginning  meingitis  and  advised  a radical  labyrinth 
operation.  The  child  was  operated  on  twelve  days 
after  her  mastoid  operation.  The  old  wound  was 
enlarged  and  a radical  mastoid  operation  was  per- 
formed. The  lateral  sinus  was  exposed  and  found 
normal.  The  bone  anterior  to  the  sinus  was  then 
gradually  removed  with  a gouge  and  curette  until 
the  posterior  vertical  semicircular  canal  was  found. 
The  opening  was  enlarged  until  a curved  probe 
could  be  inserted  forward  into  the  vestibule. 

There  was  a necrotic  fistula  in  the  horizontal 
semicircular  canal.  The  oval  window  was  then  en- 
larged downward  and  forward  with  a chisel,  a 
Panse  plastic  was  made  and  the  wound  packed  with 
iodoform  gauze.  The  temperature  went  to  104  the 
following  day.  We  used  daily  spinal  fluid  drainage 
and  followed  this  by  injecting  a solution  of  colloidal 
silver.  This  last  I have  since  discontinued,  feeling 
that  the  spinal  fluid  drainage  was  the  chief  factor 
in  recovery. 

There  was  a very  profuse  discharge  of  cerebro- 
spinal fluid  from  the  ear,  so  that  the  bandages 
were  continually  kept  moist,  requiring  frequent  re- 
moval of  outside  dressings.  The  patient  had  rather 
a stormy  course,  quite  normal  for  a few  days  and 
followed  by  spells  of  pain,  restlessness,  high  tem- 
perature and  some  delirium.  The  peak  of  these 
relapses  was  two  weeks  after  the  labyrinth  opera- 
tion, when  the  temperature  rose  to  104.  From  then 
on  the  patient  gradually  improved  and  was  two 
weeks  later  discharged  from  the  hospital.  She  has 
remained  well  ever  since,  but  of  course  is  totally 
deaf  in  the  operated  ear. 

In  the  second  case  reported,  I believe 
there  will  be  no  difference  in  opinion  as  to 
the  procedure  that  should  be  followed. 
There  was  a definite  mastoiditis  which  was 
operated  twelve  days  after  the  onset  of  the 
otitis  media.  In  spite  of  a free  opening  in 
the  drum  and  thorough  exenteration  of  the 
mastoid  cells,  a fistula  into  the  horizontal 
semicircular  canal  developed  with  a conse- 
quent suppurative  labyrinthitis.  At  the  time 
of  the  mastoid  operation  there  was  no  evi- 
dence of  labyrinth  invasion,  although  no 
fistula  test  was  made.  Many  feel  that  the 
fistula  test  is  not  without  danger  in  such 
cases.  When  the  labyrinth  became  infected, 
it  progressed  very  rapidly  to  a diffuse  sup- 
purative labyrinthitis  which  immediately  in- 
vaded the  meninges.  All  are  agreed  that  a 
radical  labyrinthectomy  is  then  indicated. 
Fortunately  such  acute  cases  are  rather  rare. 
However,  I fear  that  in  the  acute  otitis  men- 
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ingitis,  there  may  be  more  invasions  through 
the  labyrinth  than  statistics  would  indicate. 

In  the  first  type  of  case  there  are  still  dif- 
ferences of  opinion  as  to  the  procedure  to  be 
followed.  First,  let  us  set  up  the  facts  as 
we  can  gather  them.  Various  authorities* 
agree  that  62  per  cent  of  all  chronic  dis- 
charging ears  that  result  in  labyrinth  infec- 
tion are  complicated  by  cholesteatoma.  The 
differentiation  of  serous  and  purulent  laby- 
rinthitis may  be  impossible.  Uffenorde  does 
not  agree  that  total  loss  of  function  of  the 
labyrinth  is  in  itself  an  indication  for  laby- 
rinthectomy.  He  feels  that  invasion  of  the 
meninges  only,  justifies  operation  on  the 
labyrinth.  Many  disagree  with  this. 

Bruenings  calls  attention  to  the  difference 
of  opinion  as  to  what  constitutes  the  normal 
cell  count  of  the  spinal  fluid. 

Lundf  regards  three  lymphocytes  per  cu- 
bic millimeter  of  spinal  fluid  as  indicative 
of  intra-cranial  complication  (meningitis). 
He  reports  further  that  in  more  than  one- 
half  of  the  cases  in  which  fistula  occurred 
the  patients  were  infected  with  meningitis 
before  symptoms  of  diffuse  labyrinthitis  ap- 
peared and  before  there  was  complete  aboli- 
tion of  the  functions  of  the  labyrinth. 

In  this  first  case,  I diagnosed  a localized 
labyrinthitis  because  we  could  still  get  a re- 
sponse to  caloric  stimulation.  I did  not 
deem  it  wise  to  operate  on  the  mastoid  for 
fear  of  spreading  a localized  infection. 
However,  when  the  process  extended  so  that 
the  function  of  the  labyrinth  was  dead  to 
sound,  turning  and  caloric  irrigation,  when 
the  spinal  fluid  examination  showed  a con- 
tinued and  even  slightly  increasing  cell 
count,  even  though  the  increase  was  only 
from  10  to  13,  and  when  we  were  getting 
evidence  of  involvement  of  the  left  temporo- 
frontal  area,  I felt  that  some  operative  pro- 
cedure was  indicated. 

Formerly,  I thought  the  profession  rath- 
er united  in  the  position  that  operation  is 
contra-indicated  in  the  acute  stage  of  local- 
ized labyrinthan  infection  in  chronic  dis- 
charging ears.  However,  this  position  has 
been  changed  in  the  past  few  years.  It  is 
not  easy  to  determine  clinically  just  when 
the  localized  labyrinthitis  has  become  suf- 
ficiently walled  off  to  render  a mastoid  oper- 
ation safe. 

In  corresponding  with  various  authors,  I 

tLund:  Ztschr.  t.  Hals  Nasen-u  Ohrenh.,  1927-28. 

"Turner,  A.  L.,  and  Fraser,  J.  S. : Jr.  Laryng.  & Otol., 
1927. 


found  some  difference  of  opinion,  with  the 
majority  favoring  immediate  mastoid  sur- 
gery when  the  labyrinth  shows  symptoms  of 
invasion  in  the  chronic  mastoid.  Their  ar- 
gument is  that  the  causative  factor  in  the 
labyrinth  invasion  is  the  mastoid  infection. 
Therefore,  the  sooner  the  mastoid  infection 
is  removed,  the  better  is  the  chance  for  the 
recovery  of  the  labyrinth.  Personally  I feel 
this  is  a sound  position.  As  long  as  the  laby- 
rinth is  still  responsive  to  stimuli,  the  mas- 
toid only  is  operated — either  a simple  mas- 
toidectomy or  a radical,  as  conditions  may 
demand. 

When  the  infection  in  the  labyrinth  has 
become  total,  as  indicated  by  absolute  loss 
of  hearing,  absence  of  response  to  turning, 
caloric  irrigation  and  fistula  tests,  there  is 
small  possibility  of  there  being  any  recovery 
of  hearing.  There  exists  considerable  dif- 
ference of  opinion  also  as  to  what  procedure 
should  be  followed  at  this  stage. 

One  group  emphasizes  the  fact  that  the 
next  step  in  the  progression  of  the  laby- 
rinthitis is  involvement  of  the  meninges, 
which  may  easily  prove  fatal.  Therefore, 
to  prevent  this,  they  are  inclined  to  do  a 
radical  labyrinth  operation  just  as  soon  as 
the  tests  indicate  total  destruction  of  the 
labyrinth.  I favor  this  view.  However,  the 
severity  of  the  symptoms  may  be  taken  into 
consideration  to  modify  our  view  in  the  in- 
dividual case. 

The  second  group  stresses  the  fact  that  it 
is  often  impossible  to  differentiate  positive- 
ly a diffuse  serous  from  a diffuse  suppura- 
tive labyrinthitis.  Therefore,  they  prefer  to 
wait  in  the  hope  that  the  lesion  may  prove 
to  be  a serous  labyrinthitis;  or  if  suppura- 
tive, that  it  will  be  limited  entirely  to  the 
labyrinth  and  end  in  recovery.  That  this 
result  occurs  at  times  there  can  be  small 
doubt;  however,  it  appeals  to  me  as  being 
the  more  dangerous  procedure. 

The  difference  between  the  two  views  ac- 
centuates the  importance  of  early  recognition 
of  meningitis.  It  is  universally  agreed  that 
the  examination  of  the  spinal  fluid  offers 
the  most  accurate  gauge  as  to  involvement 
of  the  meninges. 

According  to  Kolmer  the  normal  pressure 
of  the  spinal  fluid  is  from  100-200  mm.  of 
water  and  the  cell  count  may  vary  from  0 to 
10,  although  Lund  claims  three  lymphocytes 
per  cm.  is  indicative  of  intra-cranial  com- 
plications. Globulin  and  albumin  are  absent 
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and  the  quantitative  protein  varies  from  15 
to  40  mg.  per  100  c.c.  In  meningitis  there 
is  marked  increase  of  pressure,  the  fluid  be- 
comes cloudy  tip  to  thick  pus  and  a coagu- 
lum  forms.  The  cell  count  increases,  chiefly 
the  polymorphonuclears;  the  count  may  run 
up  to  5,000.  Globulin  and  albumin  are  in- 
creased and  the  quantitative  protein  is  in- 
creased from  40  mg.  to  5,000  mg.  per  100 


c.c.  Sugar  is  reduced  and  the  colloidal  gold 
gives  the  meningitic  curve. 

The  advanced  case  of  meningitis  offers 
but  little  difficulty  in  the  spinal  fluid  inter- 
pretation. The  earliest  stage  may  show  very 
mild  changes  and  it  is  essential  that  a very 
complete  examination  of  the  spinal  fluid 
fluid  should  be  made  to  note  these  very  early 
alterations. 


PERNOSTON  AS  A PRE-ANESTHETIC* 


EDWIN  S.  HOFFMAN.,  A.B.,  M.D.f 

DETROIT,  MICHIGAN 

No  attempt  will  be  made  in  this  paper  to  discuss  the  now  somewhat  voluminous  bibli- 
ography of  pernoston.  A few  introductory  remarks  may,  however,  be  advisable. 

The  chemistry  and  pharmacology  of  pernoston  may  be  read  in  any  of  the  more  exten- 
sive reports  on  the  subject.  Those  who  intend  to  use  pernoston  must  remember  that  it 
is  an  hypnotic  and  amnesic  agent.  It  is  not  a new  anesthetic.  It  is  not  recommended  as  a 
substitute  for  ether  or  ethvlene  or  nitrous  oxide  or  any  other  anesthetic.  It  is  recom- 


mended only  as  an  additional  instrument  in 
patients  will  tell  the  surgeon  that  they  dread 
taking  the  anesthetic  more  than  the  opera- 
tion itself.  I believe  that  I am  safe  in  say- 
ing that  the  nervous  tension  existing  at  the 
time  the  patient  begins  to  inhale  the  anes- 
thetic continues  to  manifest  its  presence  dur- 
ing the  entire  operation.  If  pernoston  did 
nothing  more  than  abolish  the  fear  coinci- 
dent to  the  operation  its  use  would  be  justi- 
fied. Dr.  Bernhard  Friedlander  has  written 
an  excellent  article  on  the  theories  of  sleep 
and  his  suggestion  of  the  psychic  prepara- 
tion of  the  patient  for  hours  or  even  days 
before  the  advent  of  the  operation  is  a good 
one.  I do  believe  that  too  long  a preparation 
may  defeat  its  purpose,  however. 

Any  anesthetic,  and  in  this  case  an  hyp- 
notic, in  the  hands  of  the  less  qualified  is 
dangerous.  An  attempt  will  therefore  be 
made  to  outline  a definite  routine  which,  I 
believe,  will  be  of  value  to  those  who  are 
not  familiar  with  the  action  and  administra- 
tion of  pernoston: 

1.  If  it  is  at  all  possible,  the  patient 
should  enter  the  hospital  eighteen  to  twenty 

*This  report  covers  a series  of  fifty  cases  which  came 
under  my  supervision  at  The  Fifth  Avenue  Hospital,  New 
York  City.  Dr.  Herbert  C.  Chase,  under  whom  I had  the 
privilege  of  working,  has  used  pernoston  in  300  additional 
cases.  I am  indebted  to  him  for  his  instruction  in  the  use 
of  the  drug  and  for  the  opportunity  of  writing  this  paper. 

fDr.  Hoffman  received  his  Bachelor’s  degree  from  the 
University  of  Michigan  in  June,  1927,  and  his  Doctor’s 
degree  in  June,  1930.  During  his  sophomore  year  he  was 
assistant  in  the  Department  of  Bacteriology.  He  served  his 
interneship  at  the  Grace  Hospital,  Detroit,  later  taking  post- 
graduate work  in  surgical  pathology  at  Johns  Hopkins.  Dr. 
Hoffman  was  Resident  Surgeon  at  The  Fifth  Avenue  Hos- 
pital, New  York  City,  from  January,  1932,  to  January,  1933. 
He  specializes  in  Gynecology. 


the  psychic  preparation  of  the  patient.  Many 


hours  before  the  time  set  for  operation.  In 
this  way  it  is  possible  for  the  patient  to  be- 
come acquainted  with  those  nurses  and 
members  of  the  house  staff  who  will  assist 
the  doctor  in  making  the  patient’s  stay  in 
the  hospital  as  comfortable  as  possible.  The 
patient  is  put  to  bed  with  bath-room  privi- 
leges only.  The  day  before  operation  lumi- 
nal grains  every  four  hours  are  given  and 
at  night  luminal  grains  1— 

2.  I usually  tell  my  patients  that  they 
are  going  to  receive  an  injection  in  the  arm 
that  will  put  them  to  sleep  in  bed.  I explain 
why  the  drug  is  being  used  and  the  effect  it 
will  have  upon  them. 

3.  One  hour  before  operation  morphine 
sulphate  grains  1/6  and  atrophine  sulphate 
grains  1/150  are  given  by  hypodermic.  In 
the  earlier  cases  of  this  series  no  hypoder- 
mic was  given,  but  since  its  introduction  the 
amount  of  pernoston  necessary  to  produce 
sleep  has  been  reduced,  and  the  results  have 
been  uniformly  satisfactory.  Some  work- 
ers do  not  advise  the  use  of  opiates  prior  to 
the  injection  of  pernoston.  We  have  had  no 
ill  effects  from  their  use. 

4.  Just  before  beginning  the  injection  I 
again  explain  to  the  patient  the  effect  that 
the  drug  will  have.  The  patient  is  asked  to 
relax  as  much  as  possible  and  not  to  resist 
the  “sleepy  feeling”  that  will  follow.  As  in 
the  general  practice  of  medicine  one  must 
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attempt  to  win  the  patient’s  confidence.  No 
one  can  over-estimate  the  value  of  a sympa- 
thetic relationship  between  doctor  and 
patient. 

5.  After  the  preparation  of  the  skin  in 
the  usual  manner  the  injection  of  pernoston 
is  begun  one-half  hour  before  operation. 
We  have  not  been  in  the  habit  of  adminis- 
tering pernoston  according  to  body  weight. 
The  injection  is  given  very  slowly,  one  to 
two  minutes  being  required  for  the  injection 
of  1 c.c.  of  the  drug.  The  more  slowly  the 
injection  is  given,  the  less  the  amount  of 
pernoston  necessary  to  produce  sleep.  The 
rate  of  injection  should  be  controlled  by  a 
watch. 

6.  In  judging  the  dosage  of  pernoston 
the  reaction  of  the  patient  is  used  as  a con- 
trol. Most  men  use  the  maximum  dosage 
calculated  from  the  body  weight  of  the  pa- 
tient as  a control.  I have  no  objection  to 
this  method,  but  in  many  cases  it  will  be 
found  that  the  calculated  dosage  is  more 
than  is  necessary  to  produce  sleep,  and  vice 
versa.  A robust  individual  of  150  pounds 
may  require  as  much  of  the  drug  as  a pa- 
tient weighing  125  pounds.  The  dosage,  I 
believe,  is  more  dependent  upon  the  patient’s 
tolerance  than  upon  the  body  weight.  Age, 
too,  seems  to  play  an  important  part. 

The  patient  receiving  pernoston  passes 
through  four  definite  stages: 

1.  He  will  first  complain  of  a “sleepy 
feeling.” 

2.  This  “sleepy  feeling”  gradually  in- 
creases. The  patient,  however,  still  responds 
to  questions  and  will  open  the  eyes  com- 
pletely when  spoken  to. 

3.  During  this  stage  the  patient  fails  to 
respond  to  questions  but  instead  will  attempt 
to  open  the  eyes. 

4.  The  patient  fails  to  answer  questions, 
there  is  no  attempt  at  opening  the  eyes,  and 
this  is  followed  by  a gradual  relaxation  of 
the  muscles  of  the  face  causing  a dropping 
of  the  lower  jaw.  As  soon  as  this  is  noted 
the  injection  is  stopped.  After  about  one- 
half  minute  l/2  to  l c.c.  more  of  the  drug  is 
injected. 

These  stages  are  by  no  means  sharply  de- 
marcated but  are  nevertheless  easily  dem- 
onstrated. The  sleep  that  follows  cannot 
be  distinguished  from  natural  sleep.  There 
is  absolutely  no  danger  of  giving  too  much 
pernoston  if  the  reaction  of  the  patient  is 
carefully  watched.  I would  advise  those 


who  intend  to  use  pernoston  to  obtain  first- 
hand information  and  instruction  from 
someone  experienced  in  its  use.  After  such 
preliminary  instruction  one  is  better  equipped 
to  alter  the  technic  to  suit  one’s  own  likes 
and  dislikes.  One  who  has  never  used  per- 
noston cannot  expect  to  obtain  the  same  uni- 
form results  as  someone  who  has  used  the 
drug  for  a considerable  length  of  time. 

Pernoston  sleep  varies  in  length  from  two 
to  six  hours ; the  patient,  however,  remains 
drowsy  the  greater  part  of  the  day  of 
operation.  The  immediate  post-operative 
shock  is  greatly  reduced,  and  the  amount  of 
sedatives  necessary  to  control  pain  is  greatly 
reduced.  Upon  regaining  full  consciousness 
the  patient  does  not  remember  anything  that 
has  taken  place  since  the  administration  of 
the  hypnotic. 

I have  never  given  less  than  4 c.c.  nor 
more  than  5.8  c.c.  of  pernoston  at  any  single 
injection.  It  has  never  been  necessary  to 
resort  to  caffeine-sodium-benzoate,  adren- 
alin, ephedrine  or  any  other  form  of  stimu- 
lation. There  has  never  been  any  accidents 
or  any  harmful  effects  on  the  patient. 

The  amount  of  anesthetic  administered 
during  the  operation  is  greatly  reduced 
when  pernoston  is  used.  In  many  cases  no 
ether  is  necessary ; ethylene  or  nitrous  oxide 
being  all  that  is  necessary  to  produce  sur- 
gical anesthesia  and  relaxation.  The  induc- 
tion of  general  anesthesia  is  smoother  and 
faster.  There  is  usually  no  straining  or 
“fighting  the  anesthetic.”  The  excitement 
stage  is  usually  absent.  Relaxation  is  more 
rapid  and  is  obtained  with  much  smaller 
quantities  of  anesthetic. 

Recovery  from  the  general  anesthetic  is 
much  smoother  when  pernoston  is  used.  The 
patient  sleeps  through  the  greater  part  of 
the  immediate  postoperative  discomfort,  and 
after  regaining  full  consciousness  requires 
less  sedatives  for  the  control  of  pain.  Ex- 
cept for  drowsiness,  the  patient  complains 
of  no  ill  effects  from  the  pernoston  sleep. 

Many  observers  claim  that  postoperative 
nausea  and  vomiting  are  decreased,  if  not 
entirely  absent,  after  pernoston.  This  has 
been  true  in  this  series  of  cases.  I do  not 
intend  to  discuss  the  etiology  of  the  distress- 
ing conditions  in  this  paper.  I do  believe, 
however,  that  other  factors  are  just  as  im- 
portant in  the  control  of  postoperative 
nausea  and  vomiting  as  the  type  of  anesthet- 
ic used.  A careful  and  diligent  adminis- 
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tration  of  the  anesthetic,  or,  as  in  this  case, 
of  the  hypnotic,  plays  no  doubt  an  important 
part. 

As  regards  the  effect  on  the  blood  pres- 
sure, pulse  and  respiration,  our  results  com- 
pare favorably  with  those  reported  by  other 
workers.  There  is  no  appreciable  change 
in  the  blood  pressure.  One  cannot  say, 
however,  that  the  blood  pressure  remains 
unaltered.  There  is  a slight  variation  in  the 
tension  as  shown  by  the  rapidity  with  which 
the  color  returns  on  blanching  the  skin  of 
the  forehead  on  pressure.  A drop  of  5 to 
10  mm.  of  Hg.  is  the  most  that  has  been 
noted.  The  respirations  may  be  somewhat 
slower  but  of  greater  depth.  (This  may  be 
due  to  the  morphine.) 

In  closing,  let  me  add  that  pernoston  has 
still  another  place  in  medicine.  In  two  cases 
I have  used  pernoston  to  control  very  severe 
pain  when  other  sedatives  failed.  The  first 
was  a case  of  far  advanced  Berger’s  dis- 
ease. The  patient  had  been  receiving  large 
amounts  of  morphine  and  pantopon  to  con- 
trol the  spasms.  During  one  attack  the  pain 
was  so  severe  that  morphine  intravenously 
failed  to  relieve  the  patient.  Small  injec- 
tions of  pernoston  were  given  and  the  pa- 
tient received  the  first  sleep  he  had  obtained 
in  several  hours. 


The  other  case  was  one  of  renal  colic. 
Only  slight  relief  was  obtained  from  the  use 
of  morphine,  atrophine  and  pantopon.  The 
patient  was  very  sensitive  to  opiates  and 
developed  a very  severe  pruritus  from  their 
use.  Pernoston  was  resorted  to  with  favor- 
able results.  Those  who  have  suffered  a 
great  deal  of  pain  will  say  that  the  memory 
of  pain  is  often  worse  than  the  pain  itself. 
In  these  two  cases  the  patients  were  spared 
such  memories.  They  remembered  nothing 
regarding  the  attack  of  pain  and  were  ex- 
ceedingly grateful. 

CONCLUSIONS 

1.  Pernoston  is  a preparation  which 
when  given  intravenously  produces  a state 
of  unconsciousness  closely  resembling  sleep. 

2.  Pernoston  is  not  suggested  as  a sub- 
stitute for  any  general  anesthetic. 

3.  Pernoston  is  an  hypnotic  which  may 
be  used  as  an  additional  instrument  in  the 
psychic  preparation  of  the  patient. 

4.  Pernoston  in  qualified  hands  will  not 
produce  any  ‘ill  effects  on  the  patient.  In 
this  series  of  cases  there  have  never  been 
any  postoperative  accidents  nor  any  fatali- 
ties. Stimulants  have  never  been  re- 
sorted to. 

5.  Pernoston  may  also  be  used  to  con- 
trol very  severe  pain. 
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H.  E.  RANDALL,  M.D.f 

FLINT,  MICHIGAN 

The  menace  of  the  increasing  numbers  in  our  population  of  the  feeble-minded  is  one 
of  the  most  challenging  problems  of  civilization  to-day.  The  increasing  number  of  men- 
tal defectives  imposes  a tremendous  economic  burden  on  the  state  and  its  components,  to 
house  and  support  them.  An  adult  with  an  intelligence  below  that  of  a nine  year  child  is 
without  doubt  in  the  class  of  the  feeble-minded,  and  their  number  in  the  United  States 
cannot  be  less  than  one  million,  who  are  thus  incapable  of  social  adaption. 

Many  students  of  population  are  alarmed  over  the  increase  in  the  number  of  the  insane 
and  the  feeble-minded.  The  Human  Bet- 
terment Foundation  estimates  the  total 
number  of  mental  incompetents  at  eighteen 
millions  and  warns  of  the  impending  danger 
of  race  deterioration.  Be  the  increase  real 
or  apparent,  the  facts  show  a steady  in- 
crease of  the  number  requiring  institutional 
care.  Urbanization  with  the  keener  strug- 

tDr.  Randall  is  past  president  of  the  Michigan  State  Medi- 
cal Society. 


gle  for  existence  may  be  a factor  in  produc- 
ing an  increase  of  cacogenic  cases.  The 
Human  Betterment  Foundation  says,  “Care- 
ful studies  indicate  there  are  six  millions  in 
the  United  States  who  have  been,  are  now, 
or  at  some  future  time  will  be  legally  com- 
mitted as  insane  to  state  institutions  . . . 
There  are  six  millions  additional  cases  who 
are  not  mentally  diseased,  but  are  so  de- 
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ficient  in  intellect  with  an  endowment  in  this 
respect  that  is  more  than  50  per  cent  below 
average  that  they  are  often  described  as 
feeble-minded.  The  number  who  suffer 
from  incipient  mental  disease  sufficient  at 
some  time  to  incapacitate  them  for  work 
but  who  are  never  legally  declared  insane 
is  about  as  great.”  These  figures  are  in 
accord  with  the  results  of  the  American 
Army  test  which  showed  17.6  per  cent  of 
the  white  drafted  men  had  only  the  mental 
age  of  children  of  eleven  years  of  age, 
which  percentage  applied  to  the  general 
population  means  nineteen  millions  in 
America  who  may  require  control.  These 
alarming  figures  have  earned  for  their  re- 
porters the  name  of  alarmist  eugenists.  No 
matter  what  may  be  the  true  number  of  the 
mentally  incompetent,  less  than  12  per  cent 
of  the  feeble-minded  have  such  mental  or 
temperamental  stability  as  to  be  eligible  for 
parole.  This  means  that  the  majority  com- 
mitted to  state  institutions  are  permanent 
guests  of  the  state.  Another  interesting 
comment  is  that  while  87.7  per  cent  of  the 
population  of  our  institutions  are  natives, 
12.3  are  of  foreign  birth,  but  the  foreign 
born  have  the  disportionate  rate  of  five 
times  as  many  as  their  percentage  of  native 
population. 

The  British  Medical  Association  ap- 
pointed a committee  to  report  the  medical 
problem  presented  by  mental  deficiency, 
especially  methods  to  reduce  its  incidence. 
The  report  rendered  last  year  considers 
heredity  as  playing  an  important  part  but 
no  estimate  was  made  of  the  percentage  due 
to  heredity  and  concluded  there  is  no  single 
genetic  basis  of  mental  deficiency.  Some 
feeble-minded  are  socially  defective.  Some 
may  present  considerable  scholastic  incapa- 
city but  may  be  socially  capable.  The  com- 
mittee recommends  that  the  education  and 
training  of  mental  defectives  to  the  full  ex- 
tent of  their  powers;  that  suitable  defec- 
tives be  placed  within  the  general  commu- 
nity and  that  those  socially  incompetent 
(anti  social)  be  examined  for  mental  defec- 
tiveness and  if  so  found  be  placed  in 
colonies. 

As  to  sterilization  the  committee  reported 
that,  “if  this  should  be  applied  only  to 
certificable  mental  defectives  the  incidence 
would  not  be  appreciably  reduced.  That  to 
be  really  effective  the  operation  would  have 
to  be  applied  to  many  who  are  not  certific- 


able mental  defectives,  because  there  are  a 
large  number  of  Mendelian  ‘carriers  now  at 
large  in  any  community.’  ” 

While  it  is  true  that  the  results  of  steril- 
ization are  negative,  it  can  be  easily  seen 
that  in  two  cases  I sterilized  one  day,  that 
the  state  could  have  saved  much  expense. 
One  woman  had  had  ten  children,  all  feeble- 
minded. The  other  woman  was  the  mother 
of  eight.  I submit  that  had  these  two  cases 
been  recognized  and  sterilized  before  the 
birth  of  these  children  the  state  would  have 
been  spared  the  care  of  eighteen  children. 
Neither  of  these  had  passed  the  child  bear- 
ing age  and  we  may  rest  assured  that  they 
will  not  bring  any  more  children  in  this 
world. 

Only  two  effective  methods  of  control 
and  prevention  are  available.  They  are 
segregation  and  sterilization.  There  is  no 
cure  for  feeble-mindedness.  Segregation 
requires  buildings,  equipment  and  personnel. 
The  Michigan  Home  now  has  3,800  patients 
and  800  on  the  waiting  list.  Sterilization 
is  the  only  prevention.  Birth  control  is 
hardly  worth  consideration  in  these  cases. 

Whether  the  laws  of  heredity  are  thor- 
oughly known  or  not,  sufficient  evidence  is 
available  that  heredity  is  a factor,  the  larg- 
est discoverable  cause  of  mental  deficiency. 

If  all  human  breeding  could  be  controlled 
there  would  still  be  cases  of  feeble-minded- 
ness it  is  admitted.  Sterilization  is  not  a 
panacea  because  the  condition  is  widespread 
throughout  society.  This  does  not  mean 
we  should  fold  our  hands  and  let  nature 
take  her  course. 

Twenty-seven  states  now  have  steriliza- 
tion laws.  The  legal  status  of  sterilization 
has  been  established  by  our  highest  courts. 
Castration  on  the  other  hand  has  been  held 
to  “be  unusual  punishment”  by  the  federal 
courts. 

OPERATION 

The  following  technic  has  been  used  by 
me  in  700  sterilizations  since  1921.  It  is 
a hystero-salpingectomy.  No  operation 
should  be  considered  which  does  not  resect 
both  tubes. 

In  a female  a 3-inch  low  midline  incision 
is  made  or  a Pfannenstiel  incision  may  be 
used.  The  finger  and  thumb  of  the  left 
hand  are  introduced  into  the  abdomen 
grasping  the  left  ovary  and  tube.  Occa- 
sionally with  a small  retro-flexed  uterus  it  is 
necessary  to  use  a tenaculum  hook  to  bring 
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the  uterus  up  into  the  wound.  While  an 
assistant  makes  traction  on  the  tube,  a 
curved  pair  of  hemostatic  crushes  the  horn 
of  the  uterus,  a curved  pair  of  scissors  clips 
off  the  horn  of  the  uterus,  making  certain 
the  excision  is  carried  down  into  the  uterine 
muscles.  This  wound  in  the  uterine  horn  is 
closed  with  a No.  5 Emmett  needle  threaded 
with  chromic  catgut.  One  and  one-half 
inch  of  the  tube  then  is  excised.  A needle 
is  introduced  throughout  surface  of  the 
broad  ligament  below  the  round  ligament 
which  next  picks  up  the  proximal  end  of 
the  tube  and  the  needle  is  then  passed  back 
through  the  broad  ligament.  By  traction 
of  this  suture  the  new  proximal  end  of  the 
Fallopian  tube  is  brought  into  contact  with 
the  posterior  surface  of  the  broad  ligament. 
The  suture  is  then  tied.  This  operation  is 
repeated  on  the  opposite  side. 

We  found  that  in  patients  who  had  borne 
children  that  occasionally  this  technic  would 
result  in  troublesome  hemorrhage  from  the 
wound  in  the  uterus.  In  these  cases  a 
double  salpingectomy  is  preferable.  In 
California  Dr.  Margaret  Smyth  devised  an 
operation  in  which  the  Fallopian  tube  is 
grasped  by  two  Allis  forceps  placed  one 
and  one-half  inches  apart  which  is  the 
amount  of  tube  usually  removed.  An  in- 
cision is  made  through  the  peritoneal  coat 
and  the  mucous  and  the  muscular  coats  re- 
moved. The  stumps  are  cauterized  with 
carbolic  acid  and  the  two  ends  of  the  peri- 
toneal surface  are  ligated,  a silk  ligature 
being  used  around  the  tube  close  to  uterus. 
The  peritoneum  is  sutured  over  this  empty 
space.  The  difficulty  with  this  procedure  is 
that  the  tissues  do  not  readily  separate. 

There  has  been  one  pregnancy  following 
the  hystero-salpingectomy  operation  but  in 
this  case  a second  operation  revealed  what 
appeared  to  be  a one  normal  tube.  It  does 
not  appear  possible  for  a pregnancy  to  occur 
if  this  operation  is  carried  out  in  full  de- 
tail. The  operation  is  simple  and  can  be 
done  inside  of  fifteen  minutes. 

In  the  male  the  operation  is  much  simpler. 
An  incision  is  made  over  the  vas  deferens 
as  it  is  held  between  the  thumb  and  finger. 
The  vas  feels  like  a small  wire,  and  when 
reached  peels  out  easily  and  at  least  one  and 
one-half  inches  are  excised.  Interrupted 


chromic  catgut  suture  including  dartos  and 
skin  are  inserted  and  the  operation  on  the 
opposite  vas  is  done  in  an  identical  manner. 

After-care  is  ten  days  in  bed  in  case  of 
females  and  a week  for  males. 

In  this  series  of  700  cases,  nearly  all  of 
which  were  done  at  the  Michigan  Home  and 
Training  school  at  Lapeer,  Michigan,  there 
have  been  two  deaths.  One  case  died  sud- 
denly one  week  after  operation  probably  due 
to  embolusi  The  other  case  was  an  idiot 
who  should  never  have  been  ordered  steril- 
ized, who  died  four  hours  after  from  res- 
piratory failure.  General  anesthetic. 

Since  the  operation  of  sterilization  is  elec- 
tive as  to  time,  certain  precautions  should 
be  taken.  Examination  of  the  throat  and 
smear  from  both  throat  and  vagina  are 
taken.  No  case  is  operated  that  has  a fever 
from  any  cause.  The  usual  urinal  exam- 
ination and  white  blood  cell  counts  are 
made.  Wassermanns  are  taken  as  a rou- 
tine. In  the  male  the  bleeding  and  coag- 
ulation time  are  taken.  With  these  precau- 
tions the  operation  should  carry  no  mortal- 
ity. 

CONCLUSION 

Sterilization  being  a negative  eugenic 
measure  it  is  not  a panacea  to  eliminate  all 
mental  cases  because  mental  cases  are  too 
widely  spread  in  our  population. 

The  idiot  and  the  imbecile  do  not  need 
to  be  sterilized  but  do  require  institutional 
care.  The  pathological  basis  for  amentia  is 
not  in  gross  appearance  but  in  a microscopic 
arrest  of  brain  cells. 

If  all  human  breeding  could  be  controlled 
there  would  still  be  cases  of  feeble-minded- 
ness. 

Segregation  and  sterilization  are  the  only 
two  effective  preventive  measures.  Birth 
control  is  of  little  value  in  this  class  of  pa- 
tients. 

The  operation  of  sterilization  by  hystero- 
salpingectomy  is  easily  done,  is  effective  and 
should  carry  no  mortality. 

Only  those  about  to  be  paroled  from  state 
institutions  should  be  sterilized.  Steriliza- 
tion should  also  be  done  outside  state  insti- 
tutions, where  proper  authorities  request  it. 

There  are  no  deleterious  after  effects  and 
the  operation  does  not  promote  sex  delin- 
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COMMUNITY  SANITATION  UNDER  THE  CWA  AMEBIC  DYSENTERY 


Rural  schools  of  Michigan  are  profiting 
by  the  Community  Sanitation  project  being 
carried  on  under  the  CWA,  known  officially 
as  Federal  Project  No.  133  J.  The  United 
States  Public  Health  Service  has  national 
supervision  of  the  program,  with  the  admin- 
istration in  Michigan  delegated  to  the  Mich- 
igan Department  of  Health.  All  expendi- 
tures of  funds  are  made  directly  bv  the 
State  Emergency  Welfare  Relief  Commis- 
sion. 

So  far  as  the  State  Department  of  Health 
is  concerned,  the  major  emphasis  of  the  pro- 
ject is  being  placed  upon  the  construction 
of  sanitary  privies,  with  the  safeguarding 
of  wells,  the  draining  and  grading  of  school 
grounds,  and  the  improvement  of  ventila- 
tion as  secondary  objectives. 

A county  supervisor,  working  in  close 
collaboration  with  the  local  CW  administra- 
tor and  the  County  Commissioner  of 
Schools,  makes  a survey  of  the  work  already 
proposed  in  his  county  and  the  needs  of  the 
rural  schools.  Each  county  is  urged  to 
have  not  more  than  two  or  three  projects, 
grouping  many  schools  together,  so  that  the 
laborers  may  go  from  school  to  school  in 
one  crew.  After  a plan  is  approved  locally 
it  must  secure  the  authorization  of  the  State 
CWA.  Labor  is  then  assigned  from  the 
quota  of  about  600  men  allowed  for  this 
project.  This  labor  quota  is  over  and  above 
that  already  given  to  each  county,  so  that 
when  laborers  are  authorized  for  the  com- 
munity sanitation  work  they  can  be  added 
to  the  regular  county  quota. 

General  direction  of  the  project  in  Mich- 
igan is  under  two  assistant  directors,  one 
for  the  northern  and  one  for  the  southern 
part  of  the  state.  Fourteen  district  super- 
visors work  closely  with  80  county  super- 
visors. Neither  clerical  nor  office  expenses 
are  allowed  the  county  supervisors  since 
that  would  take  away  from  the  labor  quota. 

The  date  of  February  15  has  been  set  as 
the  deadline  for  construction  work  under 
this  grant,  so  every  effort  is  being  made  to 
get  the  program  in  operation  speedily. 


Since  our  account  of  last  month,  ap- 
proximately 25  cases  of  amebic  dysentery 
have  been  reported  to  the  Michigan  Depart- 
ment of  Health.  The  total  from  August  1 
of  this  year  to  date  (January  15)  is  54. 

With  only  two  or  three  exceptions,  these 
cases  have  given  a history  of  visiting  Chi- 
cago, and  nearly  all  of  them  stayed  at  the 
one  hotel  which  has  been  traced  as  the 
source  of  a great  many  other  cases. 

In  the  smaller  towns  and  rural  territory 
of  Michigan  very  few  cases  are  being  dis- 
covered. This  no  doubt  is  due  at  least  in 
part  to  the  lack  of  laboratory  facilities  in 
such  districts.  Attention  is  called  to  this  to 
remind  physicians  practicing  in  smaller 
towns  to  be  on  the  alert  for  cases  having 
evident  clinical  symptoms  of  dysentery,  and 
to  inquire  about  a visit  to  Chicago. 

Approximately  two-thirds  of  the  cases  re- 
ported during  the  last  month  have  been 
from  Detroit. 

A TEST  EXAMINATION 

A test  examination  to  serve  as  an  indica- 
tion of  the  nutritional  status  of  school  chil- 
dren in  Michigan  and  as  a basis  for  any 
program  of  special  relief  measures  was  car- 
ried on  in  the  schools  of  a southern  county 
from  December  4 to  15. 

The  county  in  which  the  examination  was 
to  be  made  was  selected  by  the  State  Emer- 
gency Welfare  Relief  Administrator  as  one 
of  those  most  affected  by  the  depression. 
With  the  cooperation  of  school  and  relief 
officials,  ten  schools  were  visited  and 
2,846  children  were  screened  by  members 
of  the  staff  of  the  Michigan  Department  of 
Health.  From  this  group,  787  were  re- 
ferred for  examination.  Two  practicing 
pediatricians  from  Detroit  assisted  in  giving 
the  examinations,  which  included  attention 
to  muscle  tone,  subcutaneous  fat,  posture, 
defects  of  the  nose  and  throat,  dental  de- 
fects, and  weight. 

Tabulation  of  the  findings  has  not  yet 
been  completed. 
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GUARDING  FOOD  AND  DRUGS 

One  of  the  difficulties  in  editing  a month- 
ly periodical  is  the  fact  that  the  writer  is 
scarcely  ever  able  to  deal  with  a subject 
while  it  is,  so  to  speak,  hot.  Editorials, 
timely  when  written,  are  usually  produced 
a month  before  they  appear  in  print,  and 
during  the  intervening  time  changes  may 
take  place  to  modify  the  editor’s  position. 
We  have  in  mind  the  new  Food  and  Drugs 
Act  which  is  at  this  time  of  writing  under 
consideration  by  congress.  The  bill  is 
“fathered”  by  Rexford  G.  Tugwell,  Assis- 
tant Secretary  of  Agriculture.  It  was  intro- 
duced by  Senator  Royal  S.  Copeland  dur- 
ing the  past  session  and  referred  to  the 
Committee  on  Commerce.  We  are  inclined 
to  favor  this  piece  of  proposed  legisla- 
tion in  hopes  that  it  might,  if  nothing 
else,  put  an  - end  to  the  blatant  and  rau- 
cous exploitation  of  nostrums  that  in- 
vades the  privacy  of  the  home  over  the 
radio.  We  have  not  seen  the  text  of 
the  bill  so  that  our  opinion  is  formed 
rather  from  a summary  of  its  contents. 
The  Tugwell  legislation  would  broaden  the 
scope  of  the  Pure  Food  and  Drugs  Act,  now 
in  existence  since  1906,  so  as  to  make  un- 
lawful all  fraudulent  advertising  of  proprie- 
tary medicines  and  other  drugs  through 
whatsoever  medium  such  advertising  or 
publicity  may  reach  the  buying  public.  In 
other  words  it  would  eliminate  cheating  and 
misrepresentation  from  the  advertisements 
of  drugs  and  medicines.  If  a drug  were  a 
“specific”  for  any  disease  (and  every  phy- 
sician knows  there  are  very  few  specifics) 
the  advertisement  must  expressly  say  so.  If 
the  drug  or  medicine  were  only  a palliative, 
the  label  and  advertising  must  state  so  in 
plain  language.  If  it  is  neither  cure  nor 
palliative  but  merely  a mixture  of  weed 
juice  and  water  with  no  therapeutic  value 
whatsoever,  this  fact  must  also  be  set  forth 
in  terms  which  will  not  mislead  the  public. 

We  cannot  see  how  anyone  except  those 
who  have  vested  interests  at  stake  could 
object  to  such  legislation.  It  will  work  no 
hardships  to  the  medical  profession.  We 
have  no  secrets  that  cannot  be  explained 
fully  to  those  intelligent  to  understand.  It 
will  of  course  interfere  with  self-medication. 
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which  undoubtedly  does  as  much  harm,  by 
and  large,  as  any  benefit  that  has  ever  been 
derived  from  it.  How  many  cases  of  ap- 
pendicitis have  proved  fatal  through  a pre- 
sumed (by  the  patient)  innocuous  dose  of 
castor  oil  will  never  be  known.  Self-medi- 
cation has  often  the  effect  of  temporizing 
and  postponing  medical  aid  until  it  is  too 
late  to  accomplish  any  desirable  purpose. 

The  Tugwell  measure  is  meeting  wide- 
spread opposition.  “However,”  comments 
The  Nation,  “not  one  of  its  many  critics  has 
yet  brought  forward  a convincing  answer  to 
the  major  challenge  of  the  proposed  legis- 
lation. The  bill  is  aimed  solely  at  those 
quacks  who  prey  upon  a public  ignorant  of 
the  complexities  and  phraseology  of  medical 
science.  It  will  not  hurt  honest  and  truth- 
ful manufacturers  of  medicines  and  cos- 
metics. In  the  words  of  Editor  and  Pub- 
lisher, which  is  supporting  the  Copeland 
bill:  ‘It  is  not  easy  to  see  how  any  pro- 

ducer of  a legitimate  product  can  be  hurt  by 
honest  claims.’  By  joining  forces  with  the 
quacks  these  legitimate  producers  are  not 
only  endangering  the  lives  of  thousands  of 
people  who  are  annually  tricked  into  buying 
poisonous  drugs  and  cosmetics  but  are  cast- 
ing suspicion  upon  their  own  integrity.” 


THE  FREE  CLINIC 

A special  meeting  of  the  Wayne  County 
Medical  Society,  December  20,  was  devoted 
to  the  economics  of  practice.  Over  five 
hundred  were  in  attendance,  which  is  a 
goodly  percentage  of  the  total  membership, 
a fact  we  mention  as  showing  the  interest 
taken  in  medical  economics  as  contrasted 
with  the  attitude  of  the  profession  in  the  no 
distant  past.  The  subject  which  came  in 
for  major  discussion  was  the  free  clinic. 
The  discussion  was  likewise  free  and  in  ear- 
nest with  the  consensus  of  opinion  much  op- 
posed to  the  extension  of  the  free  clinic  and 
the  practice  of  medicine  by  hospitals. 

There  is  no  question  but  that  the  abuse 
of  the  hospital  clinic  has  led  to  the  cheap- 
ening of  medical  service,  just  as  those  who 
have  enjoyed  the  privilege  of  theater  or  rail- 
way passes  are  inclined  to  forego  the  pleas- 
ures of  the  theater  or  of  railway  travel 
when  either  involves  expense.  But  the  free 
clinic,  which  has  enlarged  its  scope  and  its 
clientele,  is  already  with  us.  Its  growth  has 


been  insidious.  It  has  become  established. 
It  has  come  to  be  looked  upon  as  free  as 
public  education  for  those  who  want  it  and 
thousands  feel  they  have  as  much  right  to 
it  as  to  education  of  the  young  in  tax  sup- 
ported schools.  Teachers  are  paid,  perhaps 
not  as  much  as  men  and  women  of  their 
training  and  character  entitle  them,  but  any- 
way a living  wage.  The  tax  supported  hos- 
pital (municipal)  pays  everyone  except  the 
sine  qua  non  of  the  hospital — the  doctor. 
The  tax  exempt  non-civic  hospital,  or  any 
other  institution,  is  tax  supported  to  the  ex- 
tent that  it  is  tax  exempt.  We  see  difficul- 
ties in  retracing  our  steps  in  the  way  of  re- 
storing the  abused  clinic  practice  to  the  doc- 
tor, who  in  taxes  pays  for  its  upkeep.  A 
resolution  was  passed  calling  for  the  curtail- 
ment of  the  free  clinic.  As  one  speaker  ex- 
pressed it,  the  profession,  in  the  event  of  the 
elimination  of  the  clinic  must  be  prepared  to 
take  over  the  work  now  being  done  in  the 
clinic.  One  large  clinic  in  Detroit  is  re- 
ported to  have  received  $82,000  for  its 
operation,  no  part  of  which  sum  went  to  the 
doctors  concerned.  The  clinics  are  pre- 
sumed to  be  built  up  to  a certain  extent  by 
the  activities  of  social  workers  whose  suc- 
cess is  evidenced  by  the  size  of  the  clinic, 
which  is  possible  through  free  services  on 
the  part  of  the  doctor. 

The  medical  profession  is  confronted 
with  a serious  problem.  The  federal  relief 
fund  is  designed  to  pay  a minimum  fee  for 
the  medical  care  of  indigents  who  receive 
welfare  aid  for  fuel  and  food.  The  CWA 
is  designed  to  restore  the  independence  of 
as  many  as  possible  who  have  been  in  the 
welfare  class  by  paying  a minimum  wage 
which  is  not  sufficient  to  take  them  out  of 
the  charity  group  so  far  as  medical  care  is 
concerned,  in  as  much  as  food,  clothing, 
shelter,  and  amusement  will  always  take 
precedence  over  the  unanticipated  visit  of 
the  doctor.  The  Wayne  County  Medical 
Society’s  objective  of  restoring  to  the  doctor 
the  erstwhile  free  clinic  patient  will  be  ob- 
served with  interest  by  every  practising  phy- 
sician in  the  state.  The  writer  may  seem 
to  place  undue  emphasis  on  the  social  and 
economic  phase  of  medicine  in  Wayne 
County.  The  larger  the  center  of  popula- 
tion, however,  the  sooner  adverse  conditions 
come  to  a head.  Thus,  in  a sense,  Wayne 
County  is  a sort  of  experimental  laboratory 
for  the  state. 


80 


EDITORIAL 


Jour.  M.S.M.S. 


PROFESSOR  KAHN  HONORED 

The  American  Association  for  the  Ad- 
vancement of  Science  holds  its  annual  meet- 
ing between  Christmas  and  New  Year’s.  Its 
membership  consists  of  university  profes- 
sors and  instructors  as  well  as  others  who 
are  interested  in  scientific  subjects.  It  goes 
without  saying,  there  is  a section  on  medi- 
cine before  which  papers  are  read  in  which 
the  writers  have  something  to  present  that 
embodies  the  results  of  research. 

This  year  the  honor  comes  to  Michigan 
and  more  particularly  to  Professor  Reuben 
L.  Kahn,  of  the  Department  of  Bacteriol- 
ogy of  the  University  of  Michigan.  Pro- 
fessor Kahn  is  already  well  known  for  his 
work  on  the  diagnosis  of  syphilis.  The  title 
of  the  paper  for  which  he  has  been  awarded 
a prize  of  one  thousand  dollars  is  “Tissue 
Reactions  in  Immunity,”  in  which  the  writer 
stresses  the  importance  of  the  skin  and 
other  body  tissues. 

Kahn  devised  a method  for  measuring  the 
immunologic  response  of  different  tissues  of 
a protein-immunized  animal,  by  determining 
the  capacity  of  the  tissues  to  combine  with 
specific  antigen.  By  means  of  this  method, 
he  found  that  the  skin  possesses  an  antigen- 
combining capacity  more  than  ten  times 
greater  than  muscle  tissue,  brain  tissue  or 
in  vivo  plasma,  while  the  peritoneal  tissues 
possess  a combining  capacity  somewhat  less 
than  that  of  the  skin. 

Kahn  immunized  rabbits  with  normal 
horse  serum  and  utilized  horse  serum  anti- 
toxin as  the  indicator  in  determining  the 
specific  reacting  capacity  of  the  tissues  of 
the  immunized  animals.  The  method  he 
employed  consists  of  two  steps.  Rabbits 
are  first  immunized  with  horse  serum  in  the 
usual  way  by  means  of  two  injections  of 
this  reagent  intravenously.  After  a given 
period,  these  rabbits,  as  well  as  control  ani- 
mals, are  injected  with  a standard  arbitrary 
dose  of  diphtheria  toxin,  50  minimum  lethal 
dose,  and  a given  dose  of  horse  serum  anti- 
toxin. In  control,  non-immunized  animals, 
the  quantity  of  antitoxin  necessary  to  neu- 
tralize the  standard  dose  of  toxin  varies 
between  5 and  25  units,  depending  on  the 
tissue  wherein  the  antitoxin  is  injected.  If 
the  antitoxin  is  injected  intravenously,  5 
units  of  antitoxin  are  sufficient  to  save  the 
animal  from  the  50  minimum  lethal  dose  of 
toxin.  If  injected  intracutaneously,  25  units 
are  necessary  to  save  the  animal  from  toxin 


death.  In  the  case  of  horse  serum  immu- 
nized rabbits,  it  is  found  that  1,500  units 
are  necessary  to  save  an  animal  from  the 
effects  of  50  minimum  lethal  dose  of  toxin 
if  the  antitoxin  is  injected  intracutaneously, 
1,000  units  causing  the  animal  to  die  from 
the  toxin.  If  the  antitoxin  is  injected  sub- 
cutaneously, 1,000  units  save  the  animal 
from  toxin  death ; 750  units  do  not  prevent 
death.  If  the  antitoxin  is  injected  intraperi- 
toneally,  1,000  units  save  the  animal  from 
toxin  death;  750  units  do  not.  If  injected 
intramuscularly  or  intracerebrally,  100  units 
save  the  animal;  75  units  do  not.  If  in- 
jected intravenously,  75  units  save  the  ani- 
mal from  toxin  death;  50  units  do  not  save 
the  animal  from  death. 

The  reason  why  horse  serum  immunized 
rabbits  require  such  large  quantities  of  anti- 
toxin in  order  to  save  them  from  toxin 
death  is  that  when  antitoxin  is  injected  in 
a given  tissue  of  these  animals,  this  reagent 
is  prevented  from  diffusing  into  all  the  tis- 
sues and  neutralizing  the  toxin.  In  other 
words,  the  antitoxin  is  presumably  anchored 
in  the  area  of  injection,  while  the  toxin 
diffuses  through  the  tissues  unhampered. 
This  anchoring  of  the  antitoxin  in  the  in- 
jected tissues  of  a horse  serum-immunized 
animal  must  be  due  to  some  combination 
between  the  local  tissue  and  the  antitoxin. 
The  results  thus  indicate  that  the  combin- 
ing capacity  of  the  skin  of  the  immunized 
animals  for  antitoxin  is  more  than  ten  times 
as  great  as  the  combining  capacity  of  mus- 
cle, brain  and  blood  plasma  for  the  anti- 
toxin. Since  the  combining  capacity  of  the 
blood  serum  for  antigen  in  vitro  is  taken 
as  a measure  of  the  immunity  response  of 
an  animal,  the  local  combining  capacity  of 
a given  tissue  for  antitoxin,  which  is  basi- 
cally specific  antigen,  must  also  be  taken 
as  an  immunity  response. 

Kahn  argues  that  it  is  perhaps  to  be  ex- 
pected that  the  skin  would  have  an  unusually 
high  immune  capacity  since,  throughout  the 
ages,  the  skin  has  been  directly  exposed  to 
parasitic  invasion.  This  high  immune  capa- 
city of  the  skin  expresses  itself  in  its  anchor- 
ing of  bacteria  and  other  parasites  and 
preventing  their  entrance  into  the  deeper 
tissues. 

Dr.  Kahn  was  invited  by  the  League  of 
Nations  Health  Committee  to  attend  a com- 
petitive conference  on  tests  for  syphilis  in 
in  1928.  The  conference  was  held  at  Co- 
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penhagen,  and  the  Kahn  reaction  proved 
superior  to  the  other  methods — fourteen  in 
all.  In  1930,  a similar  conference  was  held 
at  Montevideo,  Uruguay,  wherein  twelve 
methods  were  subjected  to  a similar  “com- 
petition.” The  official  report  of  the  Monte- 
video conference  contains  the  following  sen- 
tence: “The  majority  of  serologists  taking 
part  in  the  Montevideo  conference  agreed 
that,  in  the  hands  of  Professor  Kahn  him- 
self, the  Kahn  ‘standard’  test,  which  (as 
was  the  case  also  at  the  Copenhagen  confer- 
ence) proved  to  be  absolutely  specific  and 
extremely  sensitive,  was  the  best  of  those 
demonstrated  at  the  conference.” 

In  1933  the  Royal  Academy  of  Italy  in- 
vited Dr.  Kahn  to  discuss  the  fundamental 
principles  of  his  syphilis  reaction  and  also 
his  newer  studies  on  tissue  reactions  in  im- 
munity. The  immunological  conference  was 
held  in  Rome,  in  October,  1933. 


THE  CLINICAL  THERMOMETER 

For  many  centuries,  fever  was  consid- 
ered a distinct  disease  entity  showing  in- 
dividual variations  or  differing  degrees  of 
intensity.  Modern  medicine,  however,  has 
relegated  fever  to  the  status  of  a symptom, 
but  a most  important  symptom,  of  certain 
diseases.  The  use  of  the  clinical  thermom- 
eter has  been  responsible,  in  no  small  degree, 
for  this  change. 

The  earliest  thermometer,  which  is  now 
conceded  to  have  been  constructed  during 
the  last  decade  of  the  sixteenth  century  by 
Galileo  Galilei,  consisted  of  a glass  tube 
sealed  at  one  end  and  inverted  over  a vessel 
of  water  or  wine.  The  liquid  rose  or  fell 
as  the  air  in  the  tube  contracted  or  ex- 
panded with  temperature  change.  Relative 
temperatures  were  thus  indicated  by  the 
level  of  the  liquid  in  relation  to  a crude  scale 
beside  the  tube.  With  the  view  of  permit- 
ting comparison  between  instruments,  Sanc- 
torius  (1614)  proposed  that  some  constant, 
such  as  the  temperature  of  snow  or  that  of 
a candle  flame,  be  agreed  upon.  Incident- 
ally, he  also  was  the  first  to  suggest  that 
the  thermometer  might  be  used  to  measure 
the  intensity  of  fevers,  a suggestion  that 
was  ignored  for  about  two  hundred  years. 
The  early  instruments,  which  were  first 


called  “thermometers”  in  1624  by  Leu- 
rechon,  represented  barometric  as  well  as 
thermal  changes,  and  thus  fluctuated  in  spite 
of  temperature  constancy.  A different  type 
of  thermometer,  but  one  which  was  also 
subject  to  the  effects  of  atmospheric  pres- 
sure, was  that  devised  by  Jean  Rey  in  1632. 
It  consisted  of  a vertical  glass  tube  dilated 
below  and  continued  above  in  a long  slender 
neck.  When  the  vessel  was  partly  filled 
with  water,  different  temperature  conditions 
changed  the  water  level.  This  thermometer 
depended  upon  the  principle  of  liquid  expan- 
sion, whereas  the  earlier  type  had  involved 
the  expansion  of  air. 

Following  Torticelli's  discovery  of  the 
pressure  of  the  atmosphere,  Ferdinand  II, 
Duke  of  Tuscany  (1641),  produced  the  first 
true  thermometer  by  sealing  the  tube  of 
Rey’s  instrument.  Within  a decade,  several 
varieties  of  this  instrument,  known  as  the 
Florentine  thermometer,  were  devised.  In 
these,  the  zero  point  indicated  a mild  sum- 
mer temperature,  while  relative  heat  or  cold 
was  shown  by  the  deviation  from  the  zero 
level.  Although  no  essential  improvement 
was  made  upon  the  instrument  until  the 
time  of  Fahrenheit,  scientists  of  the  day, 
such  as  Boyle,  Hooke,  Huyghens  and 
Delance,  attempted  to  establish  fixed  tem- 
perature points.  Among  the  suggested  tem- 
perature standards  were:  the  temperature 
of  freezing  water,  that  of  the  freezing  or 
thawing  of  oil  of  aniseed,  the  melting  point 
of  butter  or  tallow,  and  the  boiling  point  of 
alcohol.  Renaldino  (1694)  was  the  first 
who  attempted  to  fix  both  the  melting  point 
of  ice  and  the  boiling  point  of  water  as 
standards  of  thermometric  use. 

During  the  first  quarter  of  the  eighteenth 
.century,  exceptional  thermometers  were  de- 
vised by  Daniel  Gabriel  Fahrenheit,  a 
maker  of  scientific  instruments  in  Amster- 
dam. In  his  thermometers,  a cylindrical 
fluid  chamber  was  used  in  place  of  the 
spherical  bulb  of  the  older  thermometers, 
and  both  mercury  and  alcohol  were  em- 
ployed as  thermometric  liquids.  Fahren- 
heit used  three  fixed  points  in  the  calibration 
of  his  thermometers:  the  temperature  of  a 
mixture  of  ice,  water  and  sal-ammoniac,  the 
temperature  of  a mixture  of  water  and  ice, 
and  the  temperature  of  the  human  body. 
According  to  an  arbitrary  scale  which  he 
devised,  these  points  coincided  with  0°,  32° 
and  96°  respectively.  When  this  scale  was 
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lengthened,  it  was  found  that  the  boiling 
point  of  water  registered  212°,  and,  in  some 
thermometers,  measurement  could  be  made 
as  high  as  600°,  near  the  boiling  point  of 
mercury.  The  popularity  of  Fahrenheit’s 
thermometers  was  due  largely  to  their  accu- 
racy and  superior  workmanship.  Two  ther- 
mometers preserved  in  the  Leyden  Museum, 
when  compared  with  one  another,  registered 
the  freezing  point  of  water  within  a tenth 
degree. 

A thermometer,  which  has  been  more 
widely  used  in  Germany  than  elsewhere, 
was  devised  by  Reaumur  in  1730.  Reaumur 
found  that  one  thousand  parts  of  an  80  per 
cent  solution  of  alcohol  at  the  freezing  tem- 
perature of  water  expanded  to  one  thou- 
sand eighty  parts  at  the  boiling  point  of 
water.  On  the  basis  of  this  expansion, 
therefore,  he  proposed  a scale  of  eighty 
units.  This  scale,  together  with  the  modi- 
fied Celsius  scale,  is  used  today  along  with 
that  of  Fahrenheit.  Andreas  Celsius  divided 
the  distance  between  the  freezing  and  boil- 
ing points  of  water  into  one  hundred  units, 
zero  representing  the  higher  and  one  hun- 
dred the  lower  temperature.  Within  a few 
years,  the  scale  of  Celsius  was  reversed  by 
Chester  and  Stunner  and  persists  with 
slight  modifications  as  the  centigrade  scale. 
Due  to  subsequent  refinement  in  definition 
and  in  methods  of  standardization,  the  three 
scales  have  all  been  modified,  though  in 
principle  they  are  the  same  as  those  outlined 
by  their  inventors. 

In  spite  of  the  extensive  use  of  the  ther- 
mometer in  many  fields  of  science  during 
the  eighteenth  century,  the  instrument  was 
little  used  in  medicine.  Pioneer  studies  on 
the  clinical  application  of  the  thermometer, 
however,  were  made  by  Boerhaave  (1731) 
and  his  pupils,  Van  Swieten  and  de  Haen. 
Observations  by  these  men  and  others  re- 
vealed several  laws  of  clinical  thermometry: 
that  body  temperature  was  relatively  con- 
stant despite  wide  fluctuation  in  environ- 
mental temperature,  that  disease  and  age 
produced  modifications,  and  that  tempera- 
ture was  increased  locally  by  inflammation. 
Regardless  of  these  hopeful  discoveries  and 
of  the  emphatic  recommendation  of  the  use 
of  the  thermometer  by  James  Currie 
(1797),  the  thermometer  was  largely  ig- 
nored in  medical  practice. 

This  condition  was  due  to  an  almost  com- 
plete ignorance  of  the  physiological  basis  of 


animal  heat  and  of  its  variations.  Before 
medicine  could  use  the  thermometer  effec- 
tively, it  awaited  the  discovery  of  oxygen 
by  Lavoisier  (1780),  and  the  investigation 
of  its  importance  in  the  animal  body ; it  re- 
quired the  fundamental  studies  of  Liebig 
(1842)  on  the  chemical  relationships  of 
food  and  oxygen ; it  demanded  the  discovery 
by  Helmholtz  (1846-48)  of  the  relation  be- 
tween muscular  work  and  heat  production, 
the  recognition  by  Mayer  that  body  heat 
was  due  to  chemical  processes  in  the  body, 
and  the  enunciation  of  the  mathematically 
exact  relationships  between  heat  and  me- 
chanical power  by  the  physicist,  Joule.  As 
these  discoveries  accumulated,  medical  men 
were  provided  with  a means  of  interpreting 
thermometric  data. 

The  significance  of  clinical  temperature 
variations  in  the  body  was  first  outlined 
by  Andral  (1841)  and  Gierse  (1842);  it 
was  further  emphasized  by  the  thermometric 
studies  of  Traube  (1850)  and  Barensprung 
( 1851 ) . Stimulated  by  these  workers,  Wun- 
derlich, a professor  at  Leipzig,  began  to  col- 
lect accurate  thermometric  data  on  all  the 
stages  of  more  than  a score  of  diseases. 
After  nearly  twenty  years,  the  thousands 
of  observations  of  this  man  and  his  asso- 
ciates were  collected  and  summarized  in 
1868.  Wunderlich’s  book,  more  than  any 
other  factor,  firmly  established  the  impor- 
tance of  the  thermometer  as  an  aid  in  diag- 
nosis, and  as  a guide  in  following  the  course 
of  disease. 

Until  the  latter  third  of  the  nineteenth 
century,  the  thermometers  used  by  physi- 
cians were  those  designed  for  chemists  and 
physicists.  When  such  thermometers  were 
adopted  for  medical  purposes,  it  was  neces- 
sary that  they  remain  in  position  for  a long 
time,  and  that  they  be  read  in  situ.  In  addi- 
tion to  these  inconveniences,  their  size  lim- 
ited them  to  hospital  use.  Professor  Phillips 
of  Oxford  in  1851  modified  the  thermom- 
eter by  constricting  the  tube  directly  above 
the  bulb.  This  constriction  served  to  detach 
various  lengths  of  the  indicating  mercury 
column  so  that  the  highest  level  reached  was 
retained.  The  self-registering  principle  of 
Phillips’s  maximum  recording  thermometer 
was  incorporated  in  the  first  satisfactory 
medical  thermometer  about  1860  by  Wil- 
liam Aitken.  He  also  reduced  its  length  to 
ten  inches.  Various  modifications  were  now 
made  in  the  thermometer  bulb  to  facilitate 


February,  1934 


EDITORIAL 


83 


its  use  in  different  parts  of  the  body:  it 
was  spherical  for  recording  axillary  temper- 
ature, flat  for  skin  temperature,  and  cylin- 
drical for  oral,  vaginal  or  rectal  tempera- 
ture. In  1867,  Clifford  Allbutt  designed  a 
self-registering  thermometer  less  than  six 
inches  long;  this  was  the  first  pocket  ther- 
mometer, an  instrument,  the  use  of  which 
could  be  extended  beyond  the  hospital. 
Some  time  later,  pocket  thermometers  were 
constructed  with  scales  etched  on  the  tube 
and  with  magnified  indices.  These  thermom- 
eters have  remained  practically  unchanged 
except  that  the  elongate  constriction  asso- 
ciated with  the  self-registering  feature  has 
been  modified  to  an  S-shaped  configuration. 
During  the  period  from  1860  to  1890, 
the  clinical  thermometer  developed  from  a 
clumsy  device  to  a scientific  implement;  like- 
wise, it  changed  from  an  occasionally  used 
instrument  to  one  of  world-wide  applica- 
tion. — W.  T.  D. 


MEDICAL  ECONOMICS* 

Leroy  W.  Hull,  M.D. 

DETROIT,  MICHIGAN 

The  question  of  medical  economics  has  within  the 
past  few  years  become  a major  problem  to  each 
and  every  one  of  us  engaged  in  the  practice  of 
our  profession.  It  behooves  us  all  to  become  con- 
versant with  its  major  problems.  That  there  are 
great  social  changes  taking  place  in  our  body  pol- 
itic must  be  evident  to  you  all.  The  commission 
on  medical  education  of  American  Medical  Colleges 
has  recognized  these  changes  and  the  new  demands 
that  are  being  made  on  the  medical  profession  and 
urges  increased  training  of  physicians  in  sociology 
and  economics.  There  is  a definite  lag  between  the 
knowledge  of  medicine  that  is  available  and  the 
delivery  of  that  knowledge  to  the  public,  its  poten- 
tial consumer,  and  the  medical  profession  has  been 
severely  criticized  because  of  that  fact.  You  all 
know  that  to  be  true  and  even  though  we  stand 
ready  to  do  our  part,  if  the  public  will  let  us,  that 
does  not  save  us  from  criticism  any  more  than  we 
excuse  those  in  charge  of  our  government  for  the 
recent  wholesale  slaughter  and  burying  of  hogs 
while  we  as  taxpayers  are  buying  meat  for  the 
250,000  persons  being  fed  at  public  expense  in  De- 
troit. That  has  been  one  of  the  reasons  given  for 
various  schemes  for  the  reorganization  of  the  meth- 
ods of  medical  practice  by  philanthropists,  econ- 
omists, sociologists,  socialists,  public  officials,  insur- 
ance agents,  etc.  That  the  promoters  of  some  of 
these  schemes  have  not  always  had  behind  them 
the  altruistic  ideas  expressed  we  know  and  we  also 
know  that  the  so-called  reformer  is  usually  con- 
genitally possessed  of  a one-track  mind.  However, 
it  is  up  to  us  to  recognize  that  control  of  medical 
practice  is  being  sought  by  outside  agencies  and 
to  be  ready.  It  should  be  a matter  of  pride  to 
us  all  that  our  colleagues  in  this  state  have  been 


*This  article  expresses  the  author’s  view  and  is  in  no 
way  inspired  by  nor  is  it  a presentation  of  the  Committee 
on  Economics  of  the  Michigan  State  Medical  Society.  It 
was  presented  before  the  staff  of  the  Receiving  Hospital, 
Detroit. 


awake  to  what  is  happening  and  are  taking  steps 
to  protect  the  profession  in  Michigan  through  the 
Survey  Committee  of  the  Committee  on  Medical 
Economics  of  the  Michigan  State  Medical  Society. 
Their  report  and  the  so-called  Michigan  plan  is 
being  studied  throughout  the  country.  All  of  us 
should  familiarize  ourselves  with  the  findings  and 
features  of  this  report  and  talk  about  it  to  our 
lay  friends. 

It  is  perfectly  evident  with  its  present  financial 
returns  from  the  practice  of  his  profession,  there 
can  be  no  continuation  for  the  physician  of  the 
position  in  society  which  he  rightfully  believes  he 
should  hold  in  return  for  the  quality  and  quantity 
of  service  he  gives  to  society.  I feel  that  unless 
a real  effort  is  made  by  physicians  themselves,  and 
this  means  organization  through  and  by  themselves, 
that  a good  many  features  of  the  majority  report 
of  the  Committee  on  the  Costs  of  Medical  Care 
will  be  put  into  effect  and  they  will  be  the  least 
desirable  and  lead  to  lay,  hospital,  local  and  state 
governmental  domination. 

There  are  those  who  would  have  us  believe  that 
the  medical  profession  in  this  country  is  over- 
crowded and  that  the  inexorable  law  of  supply  and 
demand  is  at  work.  We  should,  therefore,  close  our 
medical  schools  for  a period  of  years  and  allow 
the  demand  to  catch  up  with  the  supply. 

Let  us  look  at  some  of  the  various  things  that 
are  being  done  and  that  it  is  proposed  doing  to 
the  physician,  to  this  man  of  medicine,  and  his 
practice. 

The  majority  report  of  the  Committee  on  the 
Costs  of  Medical  Care  reached  these  conclusions : 
First,  “that  medical  service,  both  preventive  and 
therapetuic,  should  be  furnished  largely  by  organ- 
ized groups  of  physicians,  dentists,  nurses,  pharma- 
cists and  other  associated  personnel,  organized  pref- 
erably around  a hospital,  for  rendering  complete 
home,  office  and  hospital  care” ; and  second,  “that 
the  costs  of  medical  care  be  placed  on  a group- 
payment  basis,  through  the  use  of  insurance,  through 
the  use  of  taxation,  or  through  the  use  of  both 
of  these  methods.”  This  is  state  medicine. 

Perhaps  there  are  many  of  you  who  are  still 
laboring  under  the  delusion  that  rugged  individual- 
ism is  still  the  big  factor  in  the  practice  of  medi- 
cine. In  New  York  State  two-thirds  of  the  hospital 
beds  are  owned  and  operated  by  the  state.  Fifteen 
per  cent  of  the  population  in  1932  received  all 
necessities  of  life  from  public  funds,  including  medi- 
cal care.  The  Temporary  Emergency  Relief  Act 
passed  in  1931  placed  medical  care,  food,  clothing 
and  shelter  on  the  list  as  “necessities  of  life.”  The 
provision  of  such  care  is  made  an  obligation  on 
state  and  local  agencies  charged  with  unemployment 
relief.  It  also  recognizes  that  persons,  families,  oth- 
erwise self-supporting,  may  be  unable  to  pay  for 
medical  service  and  are  to  be  entitled  to  that  serv- 
ice, seeking  thus  to  prevent  them  from  becoming 
public  charges  for  lack  of  medical  care.  Practically 
all  cases  of  mental  disease  and  tuberculosis,  50  per 
cent  of  venereal  disease,  the  care  of  crippled  chil- 
dren and  school  children  are  now  an  obligation  of 
the  public  as  far  as  medical  care  is  concerned  in 
New  York  State.  Counties  and  cities  have  been 
authorized  to  construct  and  operate  general  hospi- 
tals at  which  citizens  may  obtain  treatment  free 
or  for  as  much  as  they  can  afford  to  pay.  So 
you  see  how  far  the  socialization  of  our  profession 
has  gone. 

We  will  take  up  the  entrance  of  various  laymen 
and  lay  organizations  such  as  insurance  companies 
as  intermediaries  between  the  physician  and  his 
patient  briefly  and  only  to  condemn  the  practice. 
These  forms  of  medical  practice  are  prevalent  par- 
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ticularly  in  the  far  west.  The  set-up  of  the  “Co- 
lumbia Casualty  Company,”  a subsidiary  of  the 
Ocean  Accident  and  Guaranty  Company,  Limited, 
of  London,  England,  is  fairly  typical  and  is  based 
on  the  insurance  plan.  If  we  accept  the  general 
concept  of  insurance,  it  is  perhaps  hard  to  criticize 
from  the  standpoint  of  the  layman  who  wishes  to 
avoid  the  excessive  expense  of  a severe  illness  and 
its  results  on  self  and  family.  He  wishes  with 
the  monthly  payment  of  a stated  sum  to  be  freed 
from  that  worry.  He  wishes  to  budget  the  item 
of  medical  expense.  In  the  case  of  the  Columbia 
Casualty  Company  referred  to,  payments  for  medi- 
cal service  are  provided  for  by  setting  aside  45  per 
cent  of  all  premiums  for  medical  service  aside  from 
hospitals  and  12.5  per  cent  for  hospitalization.  This 
leaves  42.5  per  cent  for  promotion,  organization, 
sales,  administration  and  profits.  Physicians  are 
signed  up  and  paid  according  to  a fee  schedule  with 
an  office  visit  without  treatment  as  one  unit.  Other 
procedures  are  multiples  of  this  one  uit.  This  is 
according  to  the  French  system.  The  average  pre- 
mium payment  for  service  is  given  at  perhaps  $5.00 
a month  per  individual.  A corps  of  salesmen  sell 
this  insurance  on  a commission  of  20  per  cent. 

Some  objections  to  this  type  of  organization  and 
services  are  that : 

1.  It  disrupts  the  medical  profession  in  any  com- 
munity in  which  it  is  established.  Physicians  are 
immediately  divided  into  the  ins  and  the  outs. 

2.  The  scheme  rests  on  solicitation  by  salesmen 
and  profit  to  the  managing  corporation — is  simply 
a money-making  scheme  to  exploit  the  physician. 

3.  Brings  competition  by  other  insurance  compa- 
nies, cutting  of  rates,  cheapening  of  medical  service, 
resulting  in 

4.  Reduction  of  pay  to  the  physician  who  has  lost 
his  private  practice  and  perhaps  is  afraid  to  cut 
adrift  and  start  over  again.  He  may  feel  that  he 
has  to  take  it  and  thus  lose  his  independence,  be- 
coming merely  the  hireling  of  some  big  business. 
He  loses  his  opportunity  for  self-expression  not 
merely  economically  but  spiritually  as  well.  Let  us 
not  allow  medicine  to  become  infected  by  the  meth- 
ods of  big  business.  If  we  must  have  health  insur- 
ance, let  the  physician  assert  himself  and  be  in  the 
driver’s  seat. 

During  the  past  four  years  we  have  seen  private 
hospitals  as  such  entering  into  the  practice  of 
medicine,  in  some  cases  in  a frankly  competitive 
manner  through  insurance,  due  perhaps  to  financial 
troubles  of  their  own. 

The  hospitals  we  speak  of  are  not  those  owned 
and  operated  by  the  physician  himself,  the  so-called 
private  investment  hospital,  but  the  general  hospital 
or  the  university  hospital,  perhaps,  which  depends 
on  the  proceeds  of  an  endowment,  taxation  and 
contributions  from  community  funds,  for  part  of 
its  means  of  existence.  Here  are  the  same  objec- 
tions as  to  the  insurance  schemes  and  hospitals 
also  are  open  to  the  charge  of  being  unfair  com- 
petition to  the  physician  as  they  are  not  self-support- 
ing, the  very  individuals  with  whom  they  are  in 
competition  are  helping  in  their  support  through 
taxation  and  furnish  the  motive  power  to  keep  them 
in  existence.  It  is  a legal  question  whether  a hos- 
pital chartered  “not  for  profit”  can  enter  into  a 
scheme  which  promises1  profits.  There  are  many 
'other  objections  which  we  cannot  take  up  because 
of  the  time  limit.  However,  perhaps  what  you  have 
heard  will  stimulate  you  to  go  into  this  subject  for 
yourselves  as  you  must  do. 

I am  not  going  to  take  up  contract  practice  or 
the  service  rendered  by  our  national  government 
to  veterans  with  non-service  connected  disabilities. 
You  are  all  familiar  with  both  of  these  forms  of 
practice  and  are  opposed  to  them. 


Have  we  physicians  been  hard  enough  hit  so  far 
to  realize  that  we  are  at  the  parting  of  the  ways  ? 
Unorganized,  individual  effort  will  get  us  only  what 
the  charitably  minded  patient,  insurance  agent  or 
government  official  will  condescend  to  pay.  We  can, 
however,  demand  recognition  and  get  it  and  a place 
in  the  sun  through  organization.  Will  you  be  sat- 
isfied with  what  some  bureaucrat  is  willing  that  you 
may  have? 

HOME  CARE 

(Illinois  State  Medical  Journal) 

Attracted  by  a sign  “Medical  Center,”  I stepped 
into  a suite  occupied  by  two  general  practitioners, 
one  holding  office  hours  in  the  morning  and  the 
other  in  the  afternoon,  and  a dentist  who  was  there 
all  day.  All  three  worked  together  in  the  evening. 
This  little  group  serving  an  industrial  neighborhood 
are  caring  for  all  minor  and  even  moderately  severe 
cases  at  the  office  or  at  the  patient’s  home.  And 
they  are  doing  good  work. 

Following  a period  when  specialism  was  rampant, 
elaborate  laboratory  equipment  considered  essential, 
and  hospital  residence  required,  seemingly  for  every 
ailment,  it  is  refreshing  to  find  rapidly  increasing 
emphasis  placed  on  the  value  of  office  and  home 
care  and  the  quality  of  service  that  may  be  thus 
rendered  to^  the  sick  person  by  the  doctor  practicing 
general  medicine.  Why  should  hospital  expense  be 
added  to  the  cost  of  caring  for  a thrombotic  hem- 
orrhoid, a sebacedus  cyst  or  a chalazion?  From 
many  sources  comes  the  information  that  from  80 
to  85  per  cent  of  all  ailments  can  be  treated  at 
home  or  in  the  doctor’s  office  with  no  more  equip- 
ment than  a physician  usually  has  or  may  have  in  his 
office  or  in  his  hand  bag. 

These  statements  are  in  no  way  derogatory  to 
the  quality  of  hospital  service  when  it  is  rightly 
needed,  nor  to  the  contributions  of  scientific  prog- 
ress made  by  these  institutions  through  their  special 
staffs.  They  add  force  to  the  doctor’s  efforts  to 
secure  comfort  and  cure  for  patients  in  the  least 
time  and  with  no  unnecessary  expense.  They  em- 
phasize the  views  of  those  doctors  who  believe 
that  the  development  of  medical  science  is  not  for 
its  own  inherent  pleasure  but  for  the  good  of  the 
people  and  that  no  sick  human  being  may  ever  be 
regarded  as  an  “interesting  specimen.” 

Home  nursing  and  social  service  organizations 
have  revealed  how  much  can  be  done  for  patients 
outside  of  institutions,  and  with  much  saving  to 
the  family  and  also  to  the  community.  The  finan- 
cial costs  are  not  the  only  problem ; there  is  the 
recognition  of  the  value  of  personal  solicitude  and 
and  love  in  the  home  treatment  and  care  of  the  sick. 
Since  the  personal  relationship  of  the  doctor  and 
his  patient  is  so  valuable,  much  may  be  contributed 
to  a patient’s  speedy  recovery  by  faithful  service 
of  those  vitally  interested  in  his  cure.  Nor  may 
one  forget  the  salutary  influences  that  react  on  a 
household  and  family  where  sickness  is  present  and 
lovingly  attended. 

Public  Policy  Committee, 
Illinois  State  Medical  Society. 


Subsidized,  institutionalized,  medicine  is  based 
upon  the  conception  that  medicine  is  either  an  om- 
nipotent religion  or  an  exact  science.  Among  the 
Greeks  it  was  such  a religion;  among  the  moderns 
it  is  neither  an  omnipotent  religion,  nor  an  exact 
science. 

Howard  W.  Haggard,  M.D. 


February,  1934 
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FASHIONS  IN  ANODYNES 
(Manchester  Guardian) 

“Civilized  man  is  certain  to  use  drugs  of  some 
kind,”  says  the  writer  of  an  article  in  the 
British  Medical  Journal,  “and  it  is  extremely  lucky 
that  he  is  concentrating  at  present  on  such  harmless” 
ones.  Whatever  we  may  think  of  the  proposition 
that  drugs  are  necessary  to  heighten  the  enjoyment 
or  relieve  the  tedium  of  civilization,  it  is  gratifying 
to  be  told  once  again  that  those  fashionable  at  the 
moment  are  moderately  innocuous.  A hundred  years 
ago  every  person  consumed  on  the  average  a pound 
each  of  tea  and  coffee  during  the  course  of  a year. 
To-day  the  consumption  of  tea  has  risen  to  nearly 
ten  pounds  a head,  while  that  of  coffee  has  fallen 
to  three-quarters  of  a pound.  More  tobacco,  too,  is 
smoked — it  has  risen  from  under  one  pound  a year 
for  every  person  in  1830  to  over  three  pounds  to- 
day. Against  this  must  be  set  the  decline  in  the  con- 
sumption of  alcohol,  which  has  dropped  (reckoning 
in  gallons  of  proof  spirit)  from  nearly  five  gallons 
in  1875  to  an  average  of  two  gallons  to-day.  There 
is  no  doubt  that  this  shifting  of  the  balance  from 
alcohol  to  tea  and  tobacco  involves  a definite  im- 
provement in  general  social  habits.  This  medical 
authority  refuses  also  to  join  in  the  recurrent  scares 
over  the  high  tea  and  tobacco  consumption.  He 
mentions  certainly  that  “the  average  consumption  in 
cases  of  tobacco  amblyopia  (an  eye  complaint)  is 
only  three  ounces  a week”  (not  much  more  than  the 
average  national  consumption)  and  also  that  an  in- 
dividual’s daily  cups  of  tea  “contain  about  six  grains 
of  caffein,  which  represents  a full  pharmacopoeial 
dose.”  But  he  also  adds  that  the  “great  majority  of 
civilized  people”  can  take  these  drugs  regularly 
throughout  their  adult  life  “without  suffering  any 
demonstrable  injury.” 


GOVERNMENT  RECOVERY  AGENCIES 
OF  1933 

AAA — Agricultural  Adjustment  Administration 

CCC — Civilian  Conservation  Corps 

CCC — Commodity  Credits  Corporation 

CSB — Central  Statistics  Bureau 

CWA — Civil  Works  Administration 

ECNR — Executive  Council  for  National  Recovery 

ECPC — Executive  Commercial  Policy  Committee 

FACA — Federal  Alcohol  Control  Administration 

FCA — Farm  Credit  Administration 

FCT — Federal  Coordinator  of  Transportation 

FDIC — Federal  Deposit  Insurance  Corporation 

FESB — Federal  Employment  Stabilization  Board 

FERA — Federal  Emergency  Relief  Administration 

FHC — Federal  Housing  Corporation 

FHOLC — Federal  Home  Owners’  Loan  Corporation 

FSHC — Federal  Subsistence  Homestead  Corporation 

FSRC — Federal  Surplus  Relief  Corporation 

NEC — National  Emergency  Council 

NIRA — National  Industrial  Recovery  Act 

NLB — National  Labor  Board 

NRA — National  Recovery  Administration 

PAB — Petroleum  Administrative  Board 

PRA — Presidential  Reemployment  Agreements 

PWA — Public  Works  Administration 

SAB — Science  Advisory  Board 

TVA — Tennessee  Valley  Authority 

—From  the  Literary  Digest. 


REAL  VICTORS 


While  the  voice  of  the  world  shouts  its  chorus, 
its  pean  for  those  who  have  won ; 

While  the  trumpet  is  sounding  triumphant,  and  high 
to  the  breeze  and  the  sun, 

Gay  banners  are  waving,  hands  clapping,  and  hurry- 
ing feet 

Thronging  after  the  laurel-crowned  victors,  I stand 
on  the  field  of  defeat. 

In  the  shadow,  ’mongst  those  who  are  fallen  and 
wounded  and  dying,  and  there 

Chant  a requiem  low  place  my  hand  on  their  pain- 
knotted  brows,  breathe  a prayer, 

Hold  the  hand  that  is  helpless,  and  whisper,  “they 
only  the  victory  win 

Who  have  fought  the  good  fight,  and  have  van- 
quished the  self  that  tempts  us  within ; 

Who  have  held  to  their  faith  unseduced  by  the 
prize  that  the  world  holds  on  high ; 

Who  have  dared  for  a high  cause  to  suffer,  resist, 
fight, — if  need  be,  to  die.” 

Speak,  history ! who  are  life’s  victors  ? Unroll  thy 
long  annals  and  say. — 

Are  they  those  whom  the  world  called  the  victors, 
who  won  the  success  of  the  day? 

The  martyrs,  or  Nero?  The  Spartans  who  fell  at 
Thermopylae’s  tryst. 

Or  the  Persians  and  Xerxes?  His  judges,  or 
Socrates?  Pilate  or  Christ? 


| WAITING  FOR  THE  DOCTOR  AND  MAKING  THE  DOCTOR  WAIT 


When  ,f,  important  that  the  baby  hue. 


W.  W.  Story. 
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CORRESPONDENCE 


DR.  LUCE  WRITES 

To  the  Editor : 

We  had  a comparatively  calm  trip  across  the  At- 
lantic. We  spent  the  greater  part  of  the  time  in 
reading  every  article  on  Health  Insurance  that  has 
appeared  in  the  Supplement  of  the  British  Medical 
Journal  for  the  year  1933.  I also  read  numerous  ar- 
ticles, pro  and  con,  especially  con.  We  fully  realize 
the  importance  of  our  mission  and  the  amount  of 
work  that  it  entails.  We  shall  cover  the  work  from 
every  angle,  from  the  viewpoint  of  obtaining  facts, 
indisputable  facts,  and  none  other. 

We  have  met  a large  number  of  people,  and  our 
reception  has  been  most  cordial.  The  American 
people  could  do  well  to  copy  the  courtesy,  kindness 
and  consideration  of  the  English  towards  foreign 
visitors. 

We  shall  present  our  findings  immediately  on  our 
return  to  the  Medical  Economics  Committee,  the 
Council  of  the  Michigan  State  Medical  Society,  and, 
through  these  bodies,  to  the  Profession. 

Dr.  Sinai  and  I again  will  be  glad  to  meet  the 
Statue  of  Liberty  face  to  face  in  the  early  part  of 
February. 

H.  A.  Luce. 

London,  England,  January  15,  1934. 


OBJECTS  TO  INSTITUTIONAL  PRACTICE 
OF  MEDICINE 

To  the  Editor : 

For  the  last  few  years  it  has  been  increasingly 
apparent  to  those  interested  in  medicine  that  many 
of  the  problems  of  doctors  arise  from  the  fact  that 
the  cities  and  municipalities  enter  the  practice  of 
medicine ; especially  is  this  true  of  institutions  such 
as  the  Detroit  College  of  Medicine,  the  Receiving 
Hospital,  the  University  Hospital,  and  the  Univer- 
sity of  Michigan. 

At  the  present  time  in  many  large  hospitals  in 
the  city  the  medical  interne,  who  serves  either  two 
or  three  years,  has  opportunity  to  care  for  only 
a very  few  minor  injury  cases,  as  most  of  the  acci- 
dent cases  are  taken  to  the  above  mentioned  hos- 
pitals. After  these  men  have  served  three  or  four 
years  in  hospitals,  and  have  received  the  very  finest 
training,  they  are  reluctant  to  go  out  to  practice 
in  the  cities  and  towns  in  Michigan,  where  there 
is  often  a real  need  for  such  well-trained  men, 
simply  because  patients  who  are  well  able  to  pay 
for  services,  when  advised  that  they  need  operation 
or  hospital  care,  go  into  hospitals  where  they  can 
be  treated  as  clinic  patients.  This  does  not  work 
out  well  for  the  good  of  the  patient,  for  the  prac- 
tice of  medicine,  or  for  the  taxpayer.  It  is  true 
that  the  taxpayers  could  be  saved  millions  of  dol- 
lars if  these  patients  were  sent  to  the  private  hos- 
pitals which  at  this  time  are  only  thirty  or  forty 
per  cent  occupied. 

At  the  present  time  we  have  been  advised  by 
those  who  we  presume  are  reliably  informed  that 
there  is  need  for  a hospital  for  the  care  of  psycho- 
pathic cases  and  for  those  suffering  from  various 


mental  diseases.  As  a measure  for  saving  the  tax- 
payers millions  of  dollars,  it  has  been  suggested 
that  one-half  of  the  beds  in  the  Detroit  Receiving 
Hospital  and  the  University  Hospital  be  taken  over 
for  the  care  of  this  type  of  patient,  and  let  the 
regular  accident  and  medical  and  surgical  cases  be 
taken  care  of  in  their  own  towns. 

I feel  that  it  should  be  the  earnest  desire  of 
every  professional  man  in  the  state  to  get  behind 
every  constructive  effort  being  made  by  the  profes- 
sion for  the  betterment  of  the  physicians  themselves 
as  well  as  the  citizens  of  Michigan. 

Clark  D.  Brooks. 

Detroit,  January  5,  1934. 


EVERY  CALL  ANSWERED 
To  the  Editor: 

Doctors,  as  well  as  other  persons,  play  heroic 
roles  in  difficult  times.  Doctors  may  easily  be  listed 
among  the  heroic  professions  of  this  depression  pe- 
riod, and  for  this  they  pay  a heavy  price.  They 
have  learned  to  make  strict  economy  even  more 
stringent  and  have  permitted  deficits  to  pile  up 
against  some  future  day  of  reckoning.  They  have 
preferred  to  suffer  a financial  deficit  rather  than 
permit  a failure  in  service.  During  the  most  trying 
years  known  to  this,  or  any  generation,  the  medical 
profession  has  stood  its  ground;  it  has  withheld 
nothing.  Interminable  bank  holidays  are  the  order 
of  the  day,  but  who  ever  heard  of  a doctor’s  holi- 
day? Day  and  night  through  storm  and  sleet,  rain, 
or  fog,  ice,  wind,  hail,  or  sunshine,  the  call  for 
service  has  been  answered,  and  regardless  of  pinch- 
ing economic  losses,  doctors  have  borne  the  load  of 
service  unfalteringly.  As  a result  medicine  has  at- 
tained a new  high  level  of  respect  and  good-will, 
and  as  we  approach  a turn  in  the  economic  tide,  the 
doctor  stands  as  a new  type  of  hero  among  the 
ranks  of  recovery  agencies  that  are  helping  men, 
women,  and  children  to  enter  what  we  hope  is  the 
promised  land  of  a new  and  better  day. 

H.B.K. 


OBITUARY 


DR.  CHARLES  BRANCH 

Dr.  Charles  Branch  died  of  cerebral  hemorrhage 
in  the  Gerber  Memorial  Hospital  at  Fremont,  Mich- 
igan, December  19,  1933,  at  the  age  of  57  years. 

He  was  born  in  1876,  graduated  from  the  Ken- 
tucky School  of  Medicine  in  1905,  and  began  the 
practice  of  medicine  in  Muskegon  County,  Michi- 
gan, then  went  to  Adams  County,  Indiana,  for  sev- 
eral years  after  which  he  returned  to  White  Cloud, 
Michigan,  and  assumed  his  father’s  practice  in  1930, 
until  his  death. 

He  was  a member  of  the  Newaygo  County  Medi- 
cal Society  and  Michigan  State  Medical  Society. 

January  11,  1934. 
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PUBLICITY 

To  State  Officers,  Committee  Chairmen, 

Committee  Members 
Gentlemen : 

The  Council,  at  its  meeting,  directed  the 
Secretary  to  call  to  the  attention  of  ali  offi- 
cers and  committeemen  the  following  pro- 
visions of  our  Constitution  and  By-Laws: 

Article  4 — Section  1 : The  House  of 

^Delegates  shall  be  the  legislative  body  of 
the  Society. 

Article  4 — Section  4:  The  House  of 

Delegates  shall  transact  all  of  the  business 
of  the  Society. 

Article  5 — Section  1 : The  Council  shall 

have  the  full  authority  and  power  of  the 
House  of  Delegates  between  annual  sessions 
unless  the  House  of  Delegates  be  called  in 
special  session. 

BY-LAWS 

Chapter  3 — Sec.  7-G:  The  House  of 

Delegates  shall  anprove  all  memorials  and 
resolutions  in  the  name  of  the  Society  be- 
fore the  same  become  effective.  Provided, 
that  in  the  interim,  in  the  presence  of  a 
necessity  for  prompt  action,  the  Council  is 
empowered  to  act  in  behalf  of  the  Society. 

Chapter  4 — Sec.  4-(2):  The  Secretary 

shall  conduct  all  the  official  correspondence 
of  the  Society. 

Chapter  4 — Sec.  4-(8):  The  Secretary 

shall  send  out  all  official  notices. 

Chapter  4 — Section  4- (9):  The  Secre- 

tary shall  receive  and  transmit  to  the  House 
of  Delegates  or  the  Council  all  committee 
and  officers’  reports. 

Chapter  5 — Section  1 : The  Council  is 

the  Executive  body  of  the  Society 

Chapter  7 : When  prompt  speech  and 

action  are  imperative,  authority  to  speak  and 
act  in  the  name  of  the  Society  is  invested 
in  the  Council. 

The  Council  desires  that  these  provisions 
be  strictly  observed  in  regard  to  the  publi- 
cation of  interviews,  the  imparting  of  in- 
formation to  the  press  and  the  public  re- 
lease of  reports  before  official  action  has 
been  recorded  by  the  House  of  Delegates  or 
the  Council  in  all  matters  pertaining  to  or- 
ganizational activities  or  organizational 
problems. 

By  Direction  of  the  Council. 

F.  C.  Warnshuis,  Secretary. 


PREVENTIVE  MEDICINE 
YOUR  PARTICIPATION 

In  the  January  issue  of  this  Journal 
your  committee  stated  that  it  would  next 
discuss  the  need  of  preparing  physicians  for 
active  participation  in  the  community  public 
health  service.  During  the  past  two  decades 
noteworthy  progress  has  been  made  in  re- 
ducing the  mortality  from  such  diseases  as 
tuberculosis,  diphtheria,  typhoid  fever, 
smallpox,  and  other  preventable  causes.  The 
public  mind  has  been  aroused  to  the  neces- 
sity of  community  effort  in  the  furtherance 
of  such  public  health  services.  There  is  a 
real  public  demand  that  something  be  done 
to  reduce  the  prevalence  of  communicable 
diseases  and  to  improve  the  health  tone  of 
the  growing  child.  In  general,  such  objec- 
tives may  be  accomplished  either  through 
the  expansion  of  official  health  departments 
which  will  employ  physicians,  dentists,  and 
other  technicians  on  a salary  basis,  or  the 
same  goal  may  be  better  reached  by  bringing 
into  active  cooperation  the  existing  profes- 
sional resources  of  the  local  community, 
both  in  the  field  of  medicine  and  dentistry. 
The  fulfillment  of  this  last  mentioned  pro- 
gram will  require  the  hearty  cooperation  of 
the  local  health  service  which  acts  as  a stim- 
ulating agency  in  forcibly  bringing  to  the  at- 
tention of  the  public  the  need  of  such  pre- 
ventive services.  Public  health  is  but  a sum- 
mation of  personal  health,  and  the  success 
of  any  effort  to  eliminate  needless  illness 
from  preventive  causes  depends  upon  the 
success  with  which  we  can  stimulate  a per- 
sonal interest  on  the  part  of  each  individual 
citizen,  more  especially  the  interest  of  the 
parent  in  the  care  of  his  or  her  child. 

However,  before  the  health  educational 
program  is  vigorously  pursued  by  the  local 
health  and  education  authorities,  it  becomes 
necessary  to  prepare  the  profession,  first, 
with  respect  to  the  group  plan,  which  should 
be  under  the  control  and  supervision  of  the 
local  medical  society,  and  secondly,  with  re- 
gard to  the  technical  procedures  to  be  fol- 
lowed. The  physician  in  private  practice 
should  be  willing  to  subordinate  his  personal 
views  to  those  of  the  plan  sponsored  by  the 
organized  profession.  Failure  to  do  so 
would  result  in  misinterpretation  on  the  part 
of  the  public. 

If  children  are  to  be  protected  against 
diphtheria  every  cooperating  physician  must 
be  acquainted  with  the  technic  of  immuniza- 
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tion  and  must  be  conversant  with  the  ac- 
cepted practices,  he  must  know  whether 
toxin-antitoxin  or  toxoid  is  to  be  used,  he 
must  have  a knowledge  of  the  reactions 
which  may  be  expected  in  children  at  vari- 
ous ages,  he  must  know  the  length  of  time 
for  which  protection  is  usually  given,  and 
must  be  prepared  with  answers  for  the  nu- 
merous inquiries  which  will  occur  to  the 
public  mind. 

A plan  for  the  discovery  of  the  early  case 
of  tuberculosis  necessitates  a complete  un- 
derstanding of  the  tuberculin  test  and  its 
relative  importance  in  relation  to  the  x-ray 
examination  of  the  chest  and  the  general 
physical  examination  of  the  patient.  Such 
a group  plan  involves  a standardization  in 
medical  practice,  such  standards  to  be  ar- 
rived at  through  group  consultation  and 
preferably  controlled  through  the  public 
health  committee  of  the  local  medical  so- 
ciety. In  this  manner  the  chances  of  mis- 
understandings arising  on  the  part  of  the 
laity  are  minimized,  especially  in  broadcast- 
ing the  public  health  needs  of  the  commu- 
nity. 

Under  the  rural  studies  which  have  been 
sponsored  by  the  W.  K.  Kellogg  Founda- 
tion and  the  urban  work  as  carried  on  by 
the  Wayne  County  Medical  Societv,  post- 
graduate conferences  in  the  diagnosis,  treat- 
ment and  prevention  of  communicable  dis- 
eases have  been  used  with  significant  results. 
In  cities  where  clinical  facilities  are  avail- 
able, it  is  relatively  easy  to  organize  such 
post-graduate  courses.  Conferences  of  this 
character  have  been  held  in  Detroit  at  the 
Herman  Kiefer  Hospital  during  the  past 
five  years,  and  have  been  enthusiastically 
supported  by  the  local  medical  profession. 
The  attendance  at  the  individual  meetings 
has  been  anywhere  from  one  hundred  to 
three  hundred  physicians  and  these  confer- 
ences have  generally  been  held  each  week 
during  the  winter  months. 

In  the  Barry,  Eaton,  and  Allegan  coun- 
ties, through  the  cooperation  of  the  W.  K. 
Kellogg  Foundation,  an  opportunity  has 
been  afforded  to  send  the  local  physicians  to 
some  large  medical  center  for  intensive  post- 
graduate study  where  particular  emphasis 
has  been  placed  upon  physical  diagnosis,  in- 
struction in  the  handling  of  diseases  of 
childhood  and  in  preventive  medical  serv- 
ices. Of  the  72  physicians  practicing  in 
these  three  counties,  56  have  already  bene- 


fited from  such  post-graduate  instruction 
courses. 

While  we  realize  that  all  counties  will  not 
be  blessed  with  such  financial  support  as  to 
make  available  this  type  of  instruction,  at 
large  medical  centers,  this  Committee  has 
arranged  for  the  gradual  extension  of  such 
post-graduate  courses  into  the  various  coun- 
ties of  this  state  to  be  sponsored  by  the 
county  or  district  medical  society.  Those  who 
are  interested  may  make  application  to  the 
Secretary  of  the  State  Medical  Society  and 
arrangements  will  be  completed  so  that  de- 
sirable instructors  can  be  provided  for  this 
purpose. 

The  Committee  also  feels  that  it  is  essen- 
tial that  the  great  majority  of  the  local  phy- 
sicians should  cooperate  and  manifest  their 
interest  by  attending  such  medical  confer- 
ences. Each  local  medical  society  has  been 
requested  to  appoint  a local  public  health 
committee  whose  function  should  be  to  in- 
form all  local  doctors  of  the  objective  of 
such  a program.-  If  this  is  not  done,  it  is 
difficult  for  the  layman  to  differentiate  be- 
tween the  physician  who  has  prepared  him- 
self in  accordance  with  a general  group  plan 
and  the  physician  who  is  uninformed.  In  a 
large  city  as  Detroit,  it  has  been  next  to  im- 
possible to  reach  all  physicians  through  such 
post-graduate  conferences  and  consequently 
the  county  medical  society  with  the  cooper- 
ation of  the  local  health  department  has  em- 
ployed a medical  coordinator  whose  func- 
tion is  to  reach  the  physician  who  is  not 
wont  to  attend  medical  meetings. 

This  medical  coordinator,  in  contacting 
the  physician  in  his  own  office,  has  explained 
the  nature  of  the  program,  has  indicated 
that  the  latter  has  a definite  function  which 
he  can  perform  in  the  furtherance  of  the 
community  health  work  and  that  by  his  par- 
ticipation he  minimizes  the  need  of  making 
available  services  through  public  clinics. 
Therefore,  it  is  seen  that  the  first  step  in  the 
suggested  program  of  medical  participation 
is  a stimulation  of  the  interest  of  every 
practicing  physician  so  that  he  becomes 
aroused  to  the  desirabilities  of  his  taking 
an  active  part  by  providing  health  service 
through  his  own  personal  practice  in  his 
own  office.  In  this  manner,  each  physician 
develops  a definite  personal  knowledge  of 
the  entire  plan,  becomes  familiar  with  the 
community  health  needs,  and  is  ready  to  ac- 
cept his  responsibility. 
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With  the  adoption  of  such  a group  plan, 
the  problem  of  carrying  the  story  to  the 
public  becomes  relatively  simple.  We  have 
on  one  hand  a prepared  and  qualified  physi- 
cian ready  to  serve  the  child  by  giving  diph- 
theria immunization,  smallpox  vaccination, 
and  periodic  health  examinations  in  his  own 
office  and  we  have  on  the  other  hand  a par- 
ent serving  as  custodian  of  a growing  child 
who  is  in  need  of  a definite  preventive  serv- 
ice. The  problem  is  to  bring  about  a 
contact  between  their  child  and  the  par- 
ent and  the  physician.  This  necessitates  a 
well  defined  program  of  health  education 
which  can  be  best  handled  through  the 
agency  of  a full  time  local  health  service 
which  has  a sympathetic  attitude  towards  its 
relationship  with  the  medical  profession. 

Experiences  in  certain  cities  such  as  De- 
troit, St.  Louis,  Missouri,  and  Charleston, 
West  Virginia,  and  in  certain  rural  counties 
such  as  the  three  Michigan  counties  above 
referred  to  indicates  that  such  a program 
may  be  carried  on  with  advantage  not  only 
to  the  medical  profession,  but  to  the  indi- 
vidual citizen  and  to  the  local  public  health 
organization.  The  means  employed  in  car- 
rying on  this  educational  program  will  be 
discussed  in  the  next  communication  spon- 
sored by  this  Committee. 

Committee  on  Preventive  Medicine, 

Michigan  State  Medical  Society. 


YOU  WANT  TO  KNOW 

The  federal  relief  program  has  brought 
about  numerous  regulations  and  procedures 
that  affect  practically  every  sphere  of  hu- 
man activity.  Its  influence  upon  medical 
practice  and  care  is  of  intense  interest  to 
every  member.  In  previous  issues  we  have 
imparted  developments  of  the  month.  Im- 
portant promulgations  have  been  transmit- 
ted to  County  Societies  in  special  bulletins. 
The  American  Medical  Association  through 
the  Journal  of  the  A.  M.  A.  has  been  active 
in  imparting  information  secured  by  the 
Association’s  representatives  in  Washing- 
ton. All  inquiries  have  been  answered  by 
personal  letters  or  telegrams  from  the  Sec- 
retary’s office. 

The  A.  M.  A.  and  your  State  Society  has 
been  on  the  job  constantly.  Your  state  of- 
ficers have  maintained  contact  with  our  state 
commission  and  will  continue  to  do  so.  The 
latest  advices  and  information  have  been 


transmitted  in  a Bulletin  dated  Jan.  10th  to 
every  county  society.  We  have  sought  to 
keep  you  posted  on  what  you  wanted  to 
know. 

In  the  middle  of  December  a disturbing 
rumor  came  in  relation  to  a proposed  plan 
of  federal  sickness  insurance.  What  the 
eventuality  would  be  we  were  uninformed. 
It  was  felt  that  we  should  be  prepared.  The 
Executive  Committee  was  called  to  meet  in 
Chicago  in  special  session  on  Dec.  28th  for 
conference  with  the  executives  of  the  A.  M. 
A.  The  minutes  of  that  meeting  are  pub- 
lished in  this  issue. 

Dr.  H.  A.  Luce  and  Dr.  N.  Sinai  are  now 
in  England,  where  they  were  sent  on  a mis- 
sion to  secure  evidence  as  to  whether  the 
application  of  the  principles  of  health  in- 
surance had  failed.  They  were  sent  on  this 
mission  by  the  State  Society. 

The  minutes  of  the  mid-winter  session  of 
the  Council  are  published  in  this  issue. 

These  statements  and  references  are  all 
that  we  can  impart  in  answer  to  your  “want 
to  knows.”  It  is  felt  that  service  has  been 
rendered  to  every  member. 


PRACTICE  RIGHTS  OF  CULTISTS 

Chiropractors  are  not  authorized  to  dis- 
pense or  prescribe  drugs  and  medicines; 
Osteopathic  physicians  are  authorized  to 
dispense  and  prescribe  drugs  and  medi- 
cines to  relieve  pain  and  suffering,  but 
not  for  the  purpose  of  the  cure  or  relief 
of  illness  or  disease; 

Emergency  Welfare  Relief  funds  may  be 
used  for  services  of  chiropractors  and 
osteopathic  physicians  only  when  such 
services  are  performed  in  compliance  with 
the  statute  under  which  the  practitioner 
is  licensed. 

January  5,  1934. 

Mr.  William  Haber 
Assistant  State  Relief  Administrator 
609  City  National  Building 
Lansing,  Michigan. 

Dear  Sir: 

I have  your  letter  of  December  30  in 
which  you  ask  certain  information  concern- 
ing the  right  of  the  Emergency  Welfare 
Relief  Commission  to  pay  for  the  dispens- 
ing of  drugs  and  the  performing  of  surgi- 
cal operations  by  osteopathic  physicians  and 
chiropractors. 

The  commission  has  no  right  to  spend 
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any  of  its  money  for  illegal  purposes.  It 
is,  therefore,  necessary  for  you  to  deter- 
mine the  right  of  a chiropractor  or  an  os- 
teopath physician  to  perform  surgical  opera- 
tions or  to  prescribe  and  dispense  drugs 
and  medicines. 

The  rights  of  a chiropractor  are  defined 
by  Sec.  6,  Act  No.  145,  Public  Acts  of 
1933.  This  section  defines  “Chiropractic” 
as  “The  locating  of  misaligned  or  displaced 
vertebrae  of  the  human  spine,  the  procedure 
preparatory  to  and  the  adjustment  by  hand 
of  such  misaligned  or  displaced  vertebrae 
and  surrounding  bones  or  tissues.” 

It  will  be  noted  from  the  foregoing  that  a 
chiropractor  is  limited  to  an  adjustment  by 
hand  of  misaligned  or  displaced  vertebra 
and  the  surrounding  bones  or  tissues.  This 
does  not  permit  the  prescribing  or  dispens- 
ing of  drugs  or  medicines  or  of  the  per- 
formance of  surgical  operations  by  a chiro- 
practor. However,  there  can  be  no  objec- 
tion to  the  use  of  emergency  welfare  relief 
funds  for  the  payment  for  services  rendered 
by  chiropractors  so  long  as  he  keeps  within 
the  limits  of  his  authority  under  Act  No. 
145,  Public  Acts  of  1933. 


See  Locke  v.  Ionia  Circuit  Judge,  184  Mich.  535. 

The  practice  of  osteopathy  is  regulated  by  Act  No.  164. 
Public  Acts  of  1903,  being  Sections  6757  to  6764,  Compiled 
Laws  of  1929.  Sec.  4 of  this  act,  being  Se^,on.,8764 
piled  Laws  of  1929,  confers  upon  osteopaths  the  right  to 
"practice  Osteopathy  in  the  state  of  Michigan  in  all  of  its 
branches  as  taught  and  practiced  by  the  recognized  .schools 
or  colleges  in  osteopathy,  hut  which  shall  not  authorize  him 
to  practice  medicine  within  the  meaning  of  Act^JNo.  23/, 
Public  Acts  of  1889,  or  acts  amendatory  thereto. 

“Osteopathy”  is  defined  by  the  Standard  Dictionary  as— 
“A  system  of  treating  diseases  without  drugs.  It  is  based 
on  the  belief  that  disease  is  caused  by  some  part  of  the 
human  mechanism  being  out  of  proper  adjustment  as  in  the 
case  of  misplaced  bone,  cartilage,  or  ligament,  adhesions  or 
contractions,  etc.,  resulting  in  unnatural  pressure  on  or  ob- 
struction to  nerve,  blood  or  lymph.”  _ 

Quoting  State  v.  Sawyer,  36  Idaho,  814,  214  Pac.  222, 
State  v.  Bonham,  93  Wa=h.  489,  161  Pac. ^377. 

Webster’s’ dictionary  defines  “osteopathy  as — 

“A  system  of  treatment  based  on  the  theory  that  diseases 
are  chiefly  due  to  deranged  mechanism  of  the  bones,  nerves, 
blood  vessels,  and  other  tissues,  and  can  be  remedied  by 
manipulations  of  these  parts.” 

Quoting  in  re  Rust,  181  Cal.  73,  183  Pac.  548;  Waldo  v. 
Poe,  14  Fed.  (2d)  749:  State  v.  Johnson,  84  Kan.  41L  114 
Pac.  390;  Arnold  v.  Schmidt,  155  Wis.  55,  143  N.  W.  1055. 
Century  Dictionary  defines  “osteopathy”  as 
“A  theory  of  disease  and  a method  of  cure  resting 
on  the  supposition  that  most  diseases  are  traceable  to  de- 
formation of  some  part  of  the  skeleton  (often  due  to  acci- 
dent) which  by  mechanical  pressure  on  the  adjacent  nerves 
and  vessels  interferes  with  their  action  and  the  circula- 
tion of  the  blood.  . , 

“The  practice  (of  osteopathy)  consists  principally  in  rub- 
bing,  pulling  and  kneading  with  the  hands  and  fingers 
certain  portions  of  the  body  and  flexing  and  manipulating 
the  limbs  of  those  afflicted  with  disease,  the  object  of  such 
treatment  being  to  remove  the  cause  or  causes  of  the 

tr°Littfe  v.  State,  60  Neb.  749,  51  L.R.A.  717;  Bandel  v. 
New  York,  124  N.Y.S.  869.  . 

“The  practice  of  osteopathy  is  confined  to  the  manipula- 
tion of  the  human  body  by  applying  the  hands  only  to  the 
body  of  the  patient.” 

Medical  Examiners  v.  Baudensdistel,  140  Atl.  886. 


Thus  the  difference  between  the  practice 
of  medicine  and  surgery  and  the  practice  of 
osteopathy  is  clearly  drawn.  The  one  is  the 


cure  of  disease  by  the  use  of  drugs,  medi- 
cines or  any  therapeutic  agent,  the  other  is 
the  cure  of  disease  by  means  of  manipula- 
tion with  the  hands  of  bones,  nerves,  blood 
vessels,  and  tissues. 

This  distinction  is  recognized  by  the  leg- 
islature in  the  proviso  contained  in  Sec.  4, 
Act  No.  162,  Public  Acts  of  1903  (Section 
6760,  Compiled  Laws  of  1929) : 

“Provided,  that  nothing  in  this  act  shall  be  construed  to 
prohibit  any  legalized  osteopathic  physician  in  this  state 
from  practicing  medicine  and  surgery  after  having  passed 
a satisfactory  examination  before  the  state  board  of  medical 
examiners  in  the  state  of  Michigan. ” 


On  May  10,  1913,  Grant  Fellows,  Attorney  Gen- 
eral, rendered  an  opinion  to  the  effect  that  one  li- 
censed to  practice  osteopathy  under  the  act  of  the 
legislature,  Session  of  1913,  may  not  practice  medi- 
cine and  surgery.  In  that  opinion  he  used  the  fol- 
lowing language : 

“The  right  that  is  conferred  is  solely  that  of  prac- 
ticing osteopathy  as  it  is  taught  in  various  recog- 
nized schools  and  colleges.  It  will  be  noted  that  the 
privilege  is  not  given  to  practice  any  other  branch 
of  medicine  or  surgery  in  which  such  schools  or 
colleges'  may  undertake  to  instruct  its  students.  In 
other  words,  the  fact  that  these  institutions  referred 
to  in  the  act  embrace  in  their  course  of  study  cer- 
tain branches  not  included  in  what  is  commonly 
understood  and  denominated  the  practice  of  osteop- 
athy does  not  confer  upon  the  graduates  thereof 
the  right  to  practice  anything  except  osteopathy 
under  the  act  in  question.” 

Since  that  opinion  was  written,  the  right 
of  osteopaths  to  dispense  narcotic  drugs 
under  the  Harrison  Narcotic  Act  has  been 
twice  before  the  United  States  District 
Court  for  the  Eastern  District  of  Michigan. 


Bruer  v.  Woodworth,  22  Fed.  (2d)  577;  Hostetler  v. 

Woodworth,  28  Fed.  (2d)  1003. 

In  the  Bruer  case,  Justice  Dawkins  presiding,  said: 
“It  is  proved  by  the  applicant,  and  no  contradictory  evi- 
dence offered  by  the  respondent,  that  all  recognized  schools 
of  osteopathy  teach  anatomy,  physiology,  chemistry,  toxi- 
cology, pathology,  bacteriology,  histology,  neurology,  diag- 
nosis, obstetrics,  gynecology,  surgery,  hygiene,  etc.,  and 
that  they  have  well-organized  hospitals  and  clinics  where 
nearly  all  of  human  ills  are  diagnosed  and  treated,  although 
they  give  no  internal  medicine ; that  it  is  a part  of  their 
regular  practice  to  handle  obstetrical  cases  and  others  in- 
volving intense  pain  and  suffering,  where  it  is  essential  to 
afford  temporary  relief  by  the  use  af  anaesthetics.  Besides, 
the  provisions  of  the  law  above  quoted  affecting  osteopathy 
in  several  places  refer  to  them  as  ‘osteopathic  physicians.' 
It  is  true  that  section  6732  of  the  Compiled  Laws  of  the 
State  of  Michigan  of  1915  (Medical  Practice  Act)  defines 
the  practice  of  medicine  in  the  state  as  follows: 

“ ‘The  term  “practice  of  medicine”  shall  mean  the  actual 
diagnosing,  during  or  relieving  in  any  degree,  or  profess- 
ing or  attempting  to  diagnose,  treat,  cure,  or  relieve  any 
human  disease,  ailment,  defect,  or  complaint,  whether  of 
physical  or  mental  origin,  by  attendance  or  by  advice,  or 
by  prescribing  or  furnishing  any  drug,  medicine,  appliance, 
manipulation  or  method,  or  by  any  therapeutic  agent  what- 
soever.’ ... 

“Yet,  if  this  section  were  literally  construed  in  its  appli- 
cation to  osteopaths,  it  would  prevent  them  from  ‘diagnos- 
ing, during  or  relieving, ***or  professing  or  attempting  to 
diagnose,  treat,  cure  or  relieve  any  human  disease,  ailment, 
defect,  or  complaint,  whether  of  physical  or  mental  origin, 
by  attendance  or  by  advice,  or  * * * appliance,  manipula- 
tion or  method.’  This  would  make  it  impossible  for  them 
to  pursue  their  profession.” 

In  the  Hostetler  case,  Judge  Tuttle  referred  to  and 
adopted  the  opinion  of  Judge  Dawkins  in  the  Bruer  case. 

In  the  case  of  Mutual  Life  Insurance  Co.  of  New  York 
vs.  Geleynse,  241  Mich.  659,  the  court  held  that  an  osteo- 
pathic practitioner  is  a physician.  „ 
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Under  the  terms  of  the  act  regulating  the  practice 
of  osteopathy,  Act  No.  162,-  Public  Acts  of  1903, 
an  applicant  for  registration  is  obliged  to  pass  “an 
examination  as  to  his  qualifications  for  the  practice 
of  osteopathy,  which  shall  include  the  subjects  of 
anatomy,  physiology,  chemistry,  toxicology,  pathol- 
ogy, bacteriology,  histology,  neurology,  diagnosis, 
obstetrics,  gynecology,  surgery,  hygiene,  public  health 
laws  of  Michigan,  medical  jurisprudence,  principles 
and  practices  of  osteopathy  and  such  other  subjects 
as  the  board  may  require.” 

Former  Attorney  General  Fellows,  in  his  opinion 
of  May  10,  1913,  calls  attention  to  the  fact  that  the 
statute  does  not  authorize  osteopaths  to  practice 
medicine  or  surgery  except  in  compliance  with  the 
above  quoted  proviso,  even  though  the  same  or 
some  branches  may  be  taught  in  osteopathic  schools 
and  colleges.  But  osteopathic  physicians  are  author- 
ized only  to  “practice  osteopathy  in  all  of  its 
branches.” 

It  is  recognized  by  the  courts  (see  the  Bruer  and 
Hostetler  cases)  that  the  use  of  drugs  and  narcotics 
has  some  part  in  the  practice  of  osteopathy,  espe- 
cially in  the  relief  of  pain  and  suffering  and  tem- 
porary relief  by  means  of  anaesthetics,  though  osteo- 
pathic physicians  do  not  attempt  to  cure  disease  by 
the  use  of  internal  medicine.  They  are  not  per- 
mitted to  perform  surgical  operations  nor  to  dis- 
pense drugs  and  medicines  except  for  the  purpose 
of  relieving  pain  and  suffering  and  temporary  relief 
by  means  of  anaesthetics,  in  connection  with  their 
practice  of  osteopathy. 

It  is  my  opinion  that  osteopathic  phy- 
sicians may  prescribe  and  dispense  drugs 
and  medicines,  including  narcotics  and  an- 
aesthetics, for  the  relief  of  pain  and  suffer- 
ing in  connection  with  the  practice  of  osteop- 
athy and  that  when  so  used,  Emergency 
Welfare  Relief  funds  may  he  used  for  the 
payment  thereof ; but  that  osteopaths  have 
no  right  to  perform  surgical  operations  or 
to  prescribe  or  dispense  drugs  and  medi- 
cines for  the  relief  or  cure  of  any  illness  or 
disease,  and  Emergency  Welfare  Relief 
funds  should  not  be  used  for  the  payment 
of  such  services. 

Very  truly  yours, 

P.  H.  O’Brien,  Attorney  General. 


MINUTES  OF  THE  SPECIAL  MEETING  OF 

THE  EXECUTIVE  COMMITTEE  OF  THE 
COUNCIL  OF  THE  MICHIGAN  STATE 
MEDICAL  SOCIETY 

1.  In  response  to  the  special  call  of  the  Chair- 
man, the  Executive  Committee  of  the  Council  of 
the  Michigan  State  Medical  Society  met  in  Chicago 
at  the  headquarters  of  the  American  Medical  As- 
sociation at  10 :00  A.  M.  on  Thursday,  December  28, 
1933.  There  were  present: 

B.  R.  Corbus,  Chairman,  Henry  Cook,  F.  A.  Ba- 
ker, C.  E.  Boys,  H.  A.  Luce,  Henry  R.  Carstens, 
Geo.  L.  LeFevre,  President,  R.  R.  Smith,  Pres. -Elect, 
J.  D.  Bruce,  University  of  Michigan,  W.  H.  Mar- 
shall, Nathan  Sinai  of  the  Committee  on  Economics, 
F.  C.  Warnshuis,  Secretary. 

2.  Chairman  Corbus  made  an  opening  statement 
that  the  special  meeting  had  been  called  because  of 
an  urgent  request  from  the  Committee  on  Medical 


Economics  that  an  appropriation  be  made  in  order 
that  Dr.  Nathan  Sinai  and  Dr.  H.  A.  Luce  might 
sail  during  the  early  part  of  January  for  London, 
England,  for  the  purpose  of  securing  authentic  in- 
formation relative  to  the  endurance  or  the  failure 
of  the  principle  of  Health  Insurance  as  operating 
in  England.  The  Committee  on  Economics  had 
reached  the  point  in  its  deliberations  and  work,  un- 
der the  instructions'  of  our  House  of  Delegates, 
where  it  was  imperative  that  these  facts  be  estab- 
lished in  order  that  the  Committee  might  be  guided 
in  the  further  conduct  of  its  investigations,  studies 
and  recommendations. 

The  Chairman  further  stated  that  before  author- 
izing such  a mission  to  England  it  would  be  advis- 
able to  definitely  ascertain  by  conference  with  the 
officials  of  the  American  Medical  Association  head- 
quarters whether  this  information  was  not  obtain- 
able at  our  Chicago  headquarters  or  elsewhere  in 
this  country. 

The  Chairman  further  stated  that  the  Secretary 
had  attended  a special  meeting  of  the  Executive 
Committee  of  the  American  Medical  Association 
that  was  held  in  Chicago  on  December  27  and  that 
he  had  arranged  for  an  interview  and  that  interview 
had  been  held,  at  which  there  were  present — Dr. 
J.  H.  Upham,  Chairman  of  the  American  Medical 
Association’s  trustees,  Dr.  Olin  West,  Dr.  C.  B. 
Wright  of  Minneapolis,  A.  M.  A.  Trustee,  Dr. 
Crockett  of  Lafayette,  Indiana,  Member  of  the  A. 
M.  A.  Legislative  Committee,  Dr.  Cary,  Chair- 
man of  the  A.  M.  A.  Legislative  Committee  and 
Past  President  of  the  A.  M.  A.,  Dr.  Leland  of  the 
Bureau  of  Economics  of  the  A.  M.  A.,  Dr.  W.  A. 
Woodward  of  the  Bureau  of  Legal  Medicine  and 
Legislation  of  the  A.  M.  A.,  Dr.  B.  R.  Corbus,  Dr. 
J.  D.  Bruce  and  Dr.  F.  C.  Warnshuis.  That  a 
frank  discussion  was  held  relative  to  the  problem 
presented  by  the  Committee  on  Economics  and  also 
relative  to  the  medical  features  of  Federal  Emer- 
gency Relief  and  other  government  Commissions 
and  Agncies. 

The  Chairman  also  stated  that  the  Secretary  had 
arranged  that  at  this  meeting  of  the  Executive  Com- 
mittee there  would  be  available  the  headquarters’ 
personnel  for  consultation. 

3.  At  this  time  Drs.  Olin  West,  Woodward,  Le- 
land and  Cary  entered  the  meeting  and  partici- 
pated in  the  deliberations. 

4.  Dr.  W.  H.  Marshall,  Chairman  of  the  Com- 
mittee on  Economics,  and  Dr.  Nathan  Sinai,  Director 
of  the  Studies  of  the  Committee  on  Economics,  were 
called  upon  and  made  a statement  as  to  the  actions 
and  requests  and  views  of  Michigan’s  Committee  of 
Economics. 

5.  Following  the  foregoing  statements  there  was 
a general  discussion,  participated  in  by  Drs.  West, 
Woodward,  Leland,  Cary,  Marshall,  Bruce,  Baker, 
Luce,  Carstens,  President  LeFevre  and  President- 
Elect  Smith.  During  this  discussion  many  questions 
and  many  subjects  were  brought  forth  and  state- 
ments were  presented  regarding  the  activities  that 
were  being  pursued  and  pressed  by  the  A.  M.  A. 
in  compliance  with  instructions  from  the  Board  of 
Trustees  and  the  House  of  Delegates  of  the  A.  M.  A. 

At  1 :00  P.  M.  the  Committee  recessed  for  lunch- 
eon in  the  headquarters  building. 

6.  The  Executive  Committee  reconvened  at  1 :45 
in  executive  session.  There  was  a frank  and  full 
discussion  and  review  of  the  subjects  and  replies 
that  had  been  secured  during  the  morning  session. 

It  was  the  opinion  that  the  A.  M.  A.  would  not 
resent  the  proposed  action  on  the  part  of  the  Michi- 
gan State  Medical  Society.  It  was  further  generally 
accepted  that  at  the  present  time  dependable  evi- 
dence was  not  available  to  refute  a statement  that 
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the  principles  of  medical  insurance  were  failing  in 
Europe  and  in  England. 

It  was  further  stated  that  the  expenses  of  the 
mission  to  England  would  be  in  the  neighborhood 
of  $1,400  and  that  $350  of  this  amount  would  be  paid 
by  the  American  College  of  Dentistry,  the  balance  to 
be  paid  from  the  $7,500  fund  that  was  to  be  received 
for  the  work  of  the  Committee  on  Economics  and 
that  the  expenses  of  the  mission  would  not  be 
charged  to  the  operating  fund  of  the  State  Medical 
Society. 

It  was  further  agreed  that  it  would  be  highly 
desirable  that  Dr.  Sinai  be  accompanied  by  a 
representative  member  who  is  in  active  bedside  prac- 
tice and  who  was  not  connected  with  any  institution, 
hospital  or  public  health  organization. 

7.  It  was  moved  by  Dr.  Baker  and  supported 
by  Dr.  Cook  that  the  Executive  Committee  ap- 
prove the  request  of  the  Committee  on  Economics 
and  that  Dr.  H.  A.  Luce  and  Dr.  Nathan  Sinai  be 
authorized  to  go  to  England  for  the  purpose  of  se- 
curing the  facts  that  were  deemed  desirable  and  as 
had  been  outlined  in  the  conference  and  discussions. 

8.  It  was  moved  by  Cook-Carstens  that  the 
Council  of  the  Michigan  State  Medical  Society  be 
requested  at  its  meeting  January  15  to  determine 
an  honorarium  for  Dr.  H.  A.  Luce  that  would  in 
part  compensate  him  for  time  lost  from  his  practice 
during  his  absence. 

9.  It  was  moved  by  Cook-Boys  that  the  Chair- 
man of  the  Council,  President  LeFevre  and  Presi- 
dent-Elect Smith,  confer  with  Dr.  Olin  West  imme- 
diately upon  adjournment  and  advise  him  as  to  the 
action  that  had  been  taken  by  the  Executive  Com- 
mittee and  the  spirit  that  governed  this  action  and 
the  sending  of  our  mission  to  England. 

10.  The  Executive  Committee  adjourned  at  3:15 
P.  M. 

F.  C.  Warnshuis,  Secretary. 


MEDICAL  RELIEF  UNDER  FERA  IN 
KENT  COUNTY 

By  Paul  W.  Kniskern,  M.D.,  Medical  Director 

Prior  to  the  operation  of  the  Federal  Emergency 
Relief  Administration  in  Grand  Rapids,  city  indigent 
patients  were  given  medical  care  in  a central  clinic 
and  at  home  by  a small  group  of  physicians  on 
salary.  This  organization  was  equipped  to  operate 
at  a very  low  cost  per  patient.  Then  came  federal 
and  state  regulations  with  provisions  for  re-estab- 
lishing family-physician  relationships  and  payment 
of  individual  fees  for  services.  The  entire  medical 
relief  outside  the  hospitals  was  of  necessity  assumed 
by  the  Relief  Commission,  and  the  question  arose 
as  to  whether  the  precepts  set  forth  in  Federal 
Bulletin  No.  7 of  the  Emergency  Relief  Administra- 
tion must  be  set  up  in  their  entirety  or  whether  “ex- 
isting clinics  should  continue.”  A ruling  was  obtained 
from  the  State  Relief  Administration  to  the  effect 
that  the  work  might  continue  as  in  the  past,  but  that 
the  local  commission  was  empowered  to  adopt  any 
course  which  would  not  greatly  increase  the  cost. 

So  a compromise  arrangement  has  been  adopted, 
and  during  its  rather  brief  existence  has  been  found 
satisfactory  enough  to  warrant  its  publication  in 
the  hope  that  some  of  the  ideas  embodied  may  be 
helpful  elsewhere  during  this  difficult  transition 
period. 

Within  the  city  limits  of  Grand  Rapids  all  patients 
needing  care  that  can  be  rendered  in  a clinic  are 
required  to  corrje  to  the  central  clinic.  At  present 
the  work  is  divided  up  as  follows : a general  medical 
clinic  operated  by  a rotating  group  of  practitioners ; 


surgical,  gynecological,  pre-  and  post-natal,  eye,  ear, 
nose  and  throat,  diabetic,  rectal,  and  dental  clinics 
operated  by  specialists  on  salary.  The  City  Health 
Department  operates  a venereal  and  a tuberculosis 
clinic.  A pharmacy  is  maintained,  using  standard 
drugs  purchased  in  large  amounts  at  minimum  cost. 
The  director’s  office  is  always  open  for  authorization 
of  medical  care,  using  a file  kept  up-to-date  with  the 
welfare  office. 

House  calls  are  given  out  to  the  physician  of  the 
patient’s  choice,  the  family  placing  the  call  at  the 
central  office,  where  it  is  checked  against  the  file 
and  relayed  to  the  doctor.  Confinement  cases  are 
handled  in  the  same  manner.  We  are  paying  the 
maximum  fee  allowed  by  the  State  Administration — ■ 
$1.50  for  day  calls,  $2.50  for  night  calls,  and  $15 
for  confinements  in  homes.  It  is  our  impression 
that  patients  are  being  better  cared  for  than  under 
the  former  system,  and  they  are  unquestionably 
much  happier  about  it.  People  are  anxious  to  have 
their  own  physician  for  acute  illnesses,  serious 
chronic  illnesses,  and  confinements,  but  usually  con- 
tent to  have  minor  ailments  treated  in  the  clinic. 
Clinic  visits  outnumber  house  calls  two  or  three  to 
one,  and  if  private  office  calls  were  allowed,  the 
disproportion  would  undoubtedly  be  much  greater, 
so  a large  saving  is  effected  by  continuing  the  clinic. 

Outside  the  city,  patients  are  allowed  free  choice 
of  physicians  in  their  vicinity  for  office  work  as 
well  as  house  calls.  Authorization  for  such  services 
is  either  through  the  director’s  office  or  directly 
from  the  social  visitor.  This  also  applies  to  dental 
work.  Patients  may  be  sent  to  the  clinic  for  special 
examinations. 

The  reporting  of  home  visits  is  done  by  means 
of  small  blanks  with  space  for  a brief  medical  re- 
'port,  which  also  serve  as  charge  slips.  These  are 
all  copied  into  the  patient’s’  chart  in  the  director’s 
office. 

Our  laboratory  work  is  done  at  the  local  branch 
of  the  Michigan  State  Laboratory.  X-ray  work  is 
sent  to  private  or  hospital  laboratories.  When 
cases  require  hospital  care  they  are  referred  to  the 
city  or  county  physicians  until  their  discharge. 

Nursing  service  is  furnished  in  the  city  by  the 
Bureau  of  Public  Health  Nursing,  a part  of  the 
Health  Department,  without  cost  to  the  Relief  Com- 
mission. In  the  metropolitan  area  surrounding 
Grand  Rapids',  an  arrangement  has  been  made  with 
the  Community  Health  Service,  which  is  in  part 
supported  by  community  chest  funds,  to  give  care 
on  a fee  basis  as  established  by  the  state  regula- 
tions. 

The  number  of  home  calls  has  not  increased  ap- 
preciably over  that  of  a year  ago,  when  people  did 
not  have  their  choice  of  physicians.  The  total  in- 
crease of  cost  of  medical  relief  brought  about  by 
this  change  in  policy  will  probably  amount  to  little 
more  than  20  per  cent.  It  is  with  considerable 
satisfaction  that  the  writer  is  able  to  report  that  any 
attempts  of  physicians  in  this  county  to  make  un- 
necessary calls  is  negligible,  that  on  the  contrary 
many  men  are  rendering  more  service  than  they  are 
charging  for,  and  evincing  an  interest  in  their  pa- 
tients’ welfare  far  out  of  proportion  to  the  pecuniary 
returns  involved. 
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Minutes  of  the  Mid-Winter  Meeting  of  the  Council 
of  the  Michigan  State  Medical  Society 


1.  The  Council  of  the  Michigan  State 
Medical  Society  convened  in  Mid-Winter 
session  at  the  Statler  Hotel  in  Detroit  on 
January  15,  1934,  at  1:00  P.  M.  with  the 
Chairman,  Burton  R.  Corbus,  presiding. 

There  were  present — Cook,  Powers, 
Perry,  Urmston,  Boys,  Corbus,  Trevnor, 
Carstens,  Manthei,  Van  Leuven,  Heaven- 
rich,  Baker,  Brunk,  McIntyre,  Cummings 
and  Hafford — 16. 

Absent — IT.  H.  MacMullen — 1. 

There  were  also  present.  President  Geo. 
L.  LeFevre,  President-Elect  R.  R.  Smith, 
Editor  J.  H.  Dempster,  Treasurer  Wm.  A. 
Hyland,  W.  J.  Stapleton,  Jr.,  J.  B.  Bradley 
and  the  Secretary. 

2.  The  minutes  of  the  meeting  of  the 
Executive  Committee  since  the  Annual 
Meeting  in  September,  1933,  were  pre- 
sented. Upon  motion  of  Powers-Boys  these 
minutes  were  adopted  and  made  a part  of 
the  records  of  the  Council. 

3.  Upon  motion  of  Councilor  Brunk, 
supported  by  Councilor  Urmston,  Doctor 
F.  A.  Baker  was  elected  Chairman  of  the 
Publication  Committee.  The  Chairman 
named  as  the  other  members  of  the  Publica- 
tion Committee,  Councilors  Brunk  and  Mc- 
Intyre. 

4.  The  Secretary  presented  the  follow- 
ing as  his  annual  report: 


as  having  closed  the  year  with  income  and  expense 
balanced. 

Itemization  of  all  expenditures  is  appended  to 
. this  report. 

BUDGET  FOR  1934 

The  following  Budget  is  submitted  for  1934  : 


INCOME 

3,200  Members  @ $8.75 $28,000.00 

Interest  1,200.00 

$29,200.00 

APPROPRIATIONS 

Defense  Fund  @ $1.50 $ 4,800.00 

Journal  Subscription  @ $1.50 4,800.00 

Rent,  Phone  and  Light 1,400.00 

Annual  Meeting 750.00 

Post  Graduate  Conferences 750.00 

Committee  Expenses 500.00 

Legislative  Committee - 3,000.00 

Council  Expense 1,200.00 

Postage  450.00 

Delegates  to  A.  M.  A... 500.00 

Stenographic  2,500.00 

Society  Expense 1,500.00 

Secretary’s  Salary 

Contingent  Fund 6,050.00 

$28,200.00 

JOURNAL  BUDGET 

Income 

Advertising  $ 6,000.00 

Subscriptions  4,800.00 

— $10,800.00 

Expenses 

Printing  $ 7,000.00 

Editor’s  Expenses 600.00 

Postage  50.00 

Editor’s  Salary 

Reserve  3,150.00 

$10,800.00 


SECRETARY’S  ANNUAL  REPORT 
1933 

To  the  Council, 

Gentlemen : 

I have  the  appreciated  honor  to  present  to  the 
Council  and  through  your  body  to  the  membership 
my  annual  report  as  Secretary  for  the  year  1933. 

FINANCES 

Your  Auditor’s  financial  report,  together  with 
itemization  of  income  and  expenditures  are  sub- 
mitted herewith.  Comment : 

When  consideration  is  given  to  the  fact  that 
$5,543.66  was  expended  on  the  Survey  Committee’s 
program  and  $2,538.80  on  legislative  work — an  ex- 
cess of  $4,332.46  over  our  original  budget  appro- 
priations for  these  two  activities — then  our  net 
operating  loss  of  $2,080.43  for  the  year  is  a satis- 
factory showing. 

Our  Journal  subscriptions,  advertising  sales  and 
reprint  sales  produced  $11,582.61.  That  was  $1,000 
less  than  the  estimated  advertising  income  and  about 
$200  less  subscription  income.  The  total  Journal 
expenses  were  $10,217.55,  giving  a Journal  profit  of 
$1,365.06.  Against  this  figure  should  be  charged  a 
percentage  of  postage,  stenographic  expense  and 
secretary’s  service  which  would  reveal  the  Journal 


MEMBERSHIP  TABULATION 

Un- 


County 

1932 

1933 

Loss 

Gain 

paid 

Deaths 

Alpena  

Antrim-Charlevoix- 

..  14 

16 

2 

Emmet-Cheboygan.. 

..  30 

34 

4 

2 

Barry  

..  13 

14 

1 

Bay-Arenac-Iosco  — . 

..  62 

61 

i 

4 

i 

Berrien  

..  41 

42 

1 

3 

Branch  

..  13 

11 

2 

3 

Calhoun  

..  110 

109 

1 

10 

Cass  

..  12 

12 

2 

Chippewa-Mackinac.... 

..  17 

17 

Clinton  

..  12 

11 

1 

2 

Delta  

..  23 

20 

3 

3 

Dickinson-Iron  

..  19 

18 

1 

1 

Eaton  

..  23 

26 

3 

Genesee  

..  133 

137 

4 

13 

Gogebic  

Grand  Traverse- 

..  26 

24 

2 

3 

Leelanau  

Gratiot-Isabella- 

..  28 

27 

1 

3 

Clare  - 

..  28 

32 

4 

1 

Hillsdale  

Houghton-Baraga- 

..  20 

20 

1 

Keweenaw  

..  39 

38 

1 

3 

.... 

Huron  

9 

9 

1 

Ingham  

...  87 

98 

if 

1 

i" 

Ionia-Montcalm  

...  34 

33 

1 

1 

Jackson  

...  71 

65 

6 

9 

Kalamazoo  

...  120 

132 

12 

2 

2 

Kent  

...  229 

209 

20 

29 

Lapeer  

...  16 

17 

i 

Lenawee  

...  34 

30 

4 

5 

Livingston  

...  11 

19 

8 

1 

Luce  

...  10 

9 

i 

1 

Macomb  

...  33 

34 

i 

4 

.... 
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Manistee  

15 

IS 

Marquette-Alger  

35 

35 

2 

Mason  

8 

9 

l 

1 

Mecosta  

20 

19 

1 

1 

Menominee  

10 

11 

i 

Midland  

8 

9 

i 

Monroe  

33 

32 

1 

4 

Muskegon  

. 64 

67 

3 

2 

Newaygo  

10 

11 

1 

1 

Oceana  

9 

11 

2 

Oakland  

95 

101 

6 

6 

Otsego-Montmorency- 

Crawford-Oscoda- 

Roscommon-Ogemaw 

■ 13 

1 5 

2 

1 

Ontonagon  

5 

6 

1 

Ottawa  

. 30 

32 

2 

i 

Saginaw  

75 

78 

3 

5 

Sanilac  

. 11 

10 

1 

2 

Schoolcraft  

5 

5 

Shiawassee  

. 27 

25 

2 

2 

X 

St.  Clair 

. 41 

38 

3 

3 

St.  Joseph 

. 17 

18 

1 

2 

Tuscola  

. 22 

29 

7 

2 

Washtenaw  

124 

135 

11 

17 

Wexford-Kalkaska- 

Missaukee- Osceola.. 

21 

20 

1 

2 

Wayne  

.1264 

1105 

159 

293 

6 

Total  loss — 1933 

3279 

3160 

. 119 

3160 

213 

94 

119 

94 

450 

16 

The  foregoing  tabulation  is  a most  inspiring  ex- 
hibit. Our  members  have  been  sorely  pressed  by 
reason  of  financial  reverses,  impounding  of  their 
bank  deposits  and  lessened  income.  They  have  in 
many  instances  made  personal  sacrifices  to  retain 
affiliation.  This  evidenced  support  has  been  mate- 
rially accomplished  by  reason  of  the  activities  of 
the  officers  of  county  societies  to  whom  unstinted 
credit  is  cheerfully  given. 

This  recorded  membership  loyalty  has  been  a con- 
stant inspiration  to  your  Secretary.  Diligent  effort 
has  been  made  to  record  appreciation  by  intensified 
increasing  activity  to  secure  for  each  member  the 
greatest  amount  of  membership  benefits  and  to  en- 
hance a member’s  personal  welfare  and  interest. 

It  must  not  be  forgotten  that  medical  organization 
has  been  and  will  continue  to  be  the  most  powerful 
influence  in  the  protection  and  maintenance  of  the 
personal  interests  of  the  individual  physician.  We 
must  deal  collectively  with  the  exploitation  of  medi- 
cine and  demand  the  economic  security  of  the  in- 
dividual physician. 


DEATHS 


E.  A.  Hoyt 

Geo.  W.  Green 

Alex  B.  MacNab 

Rayburn  B.  Smith 

John  G.  Rulison 

A.  J.  Foelsch 

H.  A.  Nex 

Robt.  I.  Busard 

Anson  A.  Smith 

J.  S.  Shoemaker 

J.  Hamilton  Charters. 

Ray  Connor 

E.  M.  Currie 

L.  W.  Haynes 

Samuel  Kahn 

Homer  E.  Safford 


Bay  City 

Dowagiac 

Cassopolis 

Alma 

Lansing 

Gobles 

Allegan 

Muskegon 

Muskegon 

New  Lathron 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

—.Detroit 


The  foregoing  members  passed  on  to  the  “great 
adventure.”  We  record  their  names  in  our  archives. 
We  pause  to  honor  them,  fully  realizing  that  they 
erected  their  own  monument  by  their  deeds  and 
service  to  mankind. 


ANNUAL  MEETING 

By  reason  of  the  interest  manifested,  our  plan  of 
morning  section  meetings  and  afternoon  general 
scientific  meetings  warrants  continuation. 


Concern  is  expressed,  however,  for  the  General 
Session  held  on  the  first  evening,  at  which  the  presi- 
dent and  an  invited  guest  deliver  addresses.  For 
several  years  the  attendance  at  this  general  session 
has  been  extremely  small.  At  a recent  one  there 
were  less  than  200  present  and  the  majority  were  lay 
people. 

The  following  suggestion  is  presented  for  con- 
sideration : 

That  on  the  first  day  the  Scientific  Sections  con- 
vene at  9:00  A.  M.  and  adjourn  at  10:45  A.  M.  The 
members  then  to  convene  in  General  Session,  at 
which  time  the  President  will  deliver  his  annual 
address.  The  Sections  to  reconvene  at  1 :30  P.  M. 
These  to  be  followed  by  an  evening  clinical  demon- 
stration session  with  case  presentation.  Such  a pro- 
gram would  appeal  to  a large  number  of  members 
and  be  of  material  benefit.  I append  the  recom- 
mendation of  Section  Officers. 

POST  GRADUATE  CONFERENCES 

In  cordial  cooperation  with  the  Department  of 
Post  Graduate  Medicine  of  our  University,  unex- 
celled opportunities  for  post  graduate  study  exist 
and  are  being  extended  for  our  members.  Our 
Society  is  deeply  indebted  to  Doctor  J.  D.  Bruce 
for  his  sustained,  intensified  activities  in  establish- 
ing and  developing  these  study  opportunities  at  the 
University  and  in  Detroit.  We  can  already  declare 
that  there  is  now  in  operation  a school  of  graduate 
medicine  providing  courses  comparable  to  any  and 
in  many  instances  excelling  those  of  other  clinical 
teaching  centers.  With  the  objectives  formulated, 
it  will  be  but  a comparatively  short  time  before  the 
University’s  Post  Graduate  Department  of  Medicine 
will  be  the  outstanding  one  in  the  nation.  A greater 
realization  of  the  value  of  this  asset,  so  valuable 
to  our  membership,  should  be  stressed  to  all  medical 
men.  Our  Society  is  fortunate  in  being  able  to  be 
a cooperating  factor  in  this  educational  activity. 

We  recognize  that  adequate  medical  care  can  come 
only  from  adequately  prepared  and  trained  medical 
men.  We  further  recognize  that  medical  men  can 
remain  adequately  prepared  only  by  sustained  post 
graduate  work  and  that  every  doctor  should  be  en- 
couraged to  embrace  these  opportunities  by  devot- 
ing a certain  amount  of  time  each  year  in  attendance 
upon  the  courses  that  are  arranged  for  him.  It 
is  an  obligation  of  our  Society  to  aid  in  providing 
graduate  instruction  and  to  urge  our  members  to 
avail  themselves  of  these  facilities  that  are  in  opera- 
tion at  their  very  doorstep.  To  that  end  your 
Secretary  requests  that  he  be  authorized  to  co- 
operate with  the  Director  of  Post  Graduate  Medi- 
cine of  the  University  in  presenting  these  facts  to 
our  members  and  in  urging  attendance  as  well  as 
in  arranging  courses  in  Ann  Arbor  and  Detroit  and 
in  the  furtherance  of  Regional  Post  Graduate  Con- 
ferences. 

COUNTY  SECRETARIES  CONFERENCE 

The  recommendation  is  made  that  your  Secretary 
be  authorized  to  arrange  for  the  annual  Conference 
of  County  Secretaries  at  a time  during  the  early 
spring  months,  to  be  approved  by  the  Executive 
Committee.  That  actual  travel  expenses,  and,  when 
necessary,  hotel  expenses  be  authorized. 

These  conferences  are  of  distinct  value  and  mate- 
rial aid  in  maintaining  county  society  activities. 

SURVEY  COMMITTEE 

The  work  of  this  Committee  has  been  imparted 
through  its  report  and  through  the  action  of  our 
House  of  Delegates.  As  a matter  of  record  the  fol- 
lowing itemization  of  expenditures  of  society  funds 
is  imparted. 
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1931  $ 108.90 

1932  4,484.88 

1933  5,623.08 


Total  .$10,216.86 

ECONOMICS  COMMITTEE 

The  House  of  Delegates  has  created  a Committee 
on  Economics  to  continue  the  studies  of  the  Survey 
Committee  and  to  apply  its  recommendations  if 
funds  could  be  secured  to  defray  expenses.  The 
Economics  Committee  is  now  composed  of  seven 
members. 

Following  an  expenditure  of  $10,216.86  of  society 
reserve  funds  in  defraying  the  expenses  of  the  Sur- 
vey Committee,  the  Society  was  in  no  financial 
position  to  finance  the  expenses  of  the  work  of 
the  Committee  on  Economics.  The  House  of  Dele- 
gates directed  that  no  further  funds  of  the  Society 
be  expended.  It  was,  therefore,  necessary  to  seek 
funds  in  the  form  of  contributions  from  acceptable 
sources. 

Your  Secretary  has  the  honor  to  report  the  re- 
ceipt of  a check  of  $3,500  on  January  6,  1934,  to- 
gether with  a promise  of  $1,000  per  month  for  four 
months,  from  Mr.  Tracey  W.  McGregor  of  Detroit 
for  the  purpose  of  defraying  the  expenses  of  the 
Society’s  Economic  studies. 

Absolute  and  sole  credit  for  the  presentation  of 
our  needs  and  the  securance  of  this  contribution  be- 
longs to  Doctor  J.  D.  Bruce. 

As  Councilor,  Chairman  of  the  Publication  Com- 
mittee, Member  of  the  Executive  Committee  and 
Director  of  Post  Graduate  Work,  Doctor  Bruce 
served  our  Society  for  a period  of  ten  years.  He 
gave  much  of  self  and  time  in  furthering  our  So- 
ciety’s activities  and  developing  sound  policies.  In 
October,  1933,  he  presented  his  resignation  because 
of  the  demand  of  the  University  for  an  increased 
amount  of  his  time.  Doctor  Bruce,  however,  prom- 
ised a continuation  of  service  and  interest  in  our  ac- 
tivity and  problems.  He  now  verifies  that  promise 
in  the  securance  of  this  contribution  and  merits  a 
warm  expression  of  thanks  and  appreciation. 

The  Council  will  certainly  voice,  in  suitable  form 
and  by  appropriate  action,  the  Society’s  expressions 
of  appreciation  and  thanks  to  the  donor,  Mr.  Mc- 
Gregor, and  to  Doctor  J.  D.  Bruce  for  having  made 
possible  the  continuation  of  the  work  of  our  Com- 
mittee on  Economics. 

COMMITTEES 

Our  Society  is  indebted  to  the  members  consti- 
tuting our  Committees.  These  members  are  unself- 
ish in  their  contribution  of  time  and  self  in  further- 
ing activities. 

Outstanding  is  the  work  being  done  by  the  Com- 
mittee on  Preventive  Medicine.  Its  program  merits 
the  active  and  aggressive  support  of  every  county 
unit.  The  accomplishment  of  the  Committee’s  ob- 
jectives will  record  one  of  the  greatest  achieve- 
ments of  our  Society.  It  will  materially  enhance 
every  member’s  interest. 

The  Committee  on  Drugs  and  Therapy  is  per- 
forming a commendable  service. 

Our  legislative  interests  are  in  the  hands  of  a 
reliable  Committee  in  whom  every  confidence  can 
be  placed. 

There  is  every  indication  that  our  activities  dele- 
gated to  Committees  will  be  outstanding. 

The  State  Secretary’s  office  and  all  its  facilities 
are  made  available  to  every  Committee  and  intensive 
cooperation  is  constantly  subscribed. 


woman’s  auxiliary 

It  is  a pleasure  to  report  that  the  present  officers 
of  the  Woman’s  Auxiliary  are  sponsoring  a renewed 
program  of  helpful  assistance. 

SUPPLEMENTAL  REPORTS 

There  are  appended  to  this  report  supplemental 
reports  upon  the  special  subjects  of  Group  Insur- 
ance and  Legislation  which  your  Secretary  was 
directed  to  investigate. 

EMERGENCY  WELFARE  MEDICAL  RELIEF 

The  activities  of  this  office  in  the  problems  pre- 
sented by  the  Emergency  Welfare  Relief  Commis- 
sion have  been  reported  in  the  December  and  Jan- 
uary Journals.  Your  Secretary  was  the  recipient 
of  over  two  hundred  inquiries  from  County  Socie- 
ties and  County  Committees.  A very  material  in- 
crease of  work  was  created  by  these  problems. 

Current  events,  governmental  plans  and  adminis- 
trative policies  directed  toward  overcoming  the  de- 
pression and  unemployment  are  beginning  to  involve 
medical  care  and  medical  practice  in  a serious  man- 
ner. Bulletin  No.  7 creating  regulations  for  med- 
ical care  for  Welfare  Relief  was  soon  followed  by 
the  CWA  plan.  Individuals  placed  upon  CWA  rolls 
were  removed  from  relief  rolls  and  no  provision 
was  made  for  their  medical  needs.  CWA  workers 
were  shortly  declared  as  entitled  to  Compensation 
Relief  in  case  of  accident  or  injury.  The  declara- 
tion of  this  policy  was  shortly  followed  by  a pro- 
posal to  enlist  a corps  of  doctors  to  render  com- 
pensation services  at  given  fees. 

Then  came  the  information  that  these  alphabetical 
plans  were  to  be  developed  upon  a five  or  possibly 
ten  year  basis.  But  a few  days  elapsed  when  a “tip” 
came  through  that  a plan  for  Governmental  Health 
Insurance  was  in  the  making  and  would  eventually 
be  promulgated. 

We  are  uninformed  as  to  the  identity  of  the  in- 
dividual or  group  of  individuals  who  are  initiating 
these  movements  for  the  socialization  of  medicine 
and  medical  care.  Whoever  they  are,  they  are  ap- 
parently embracing  this  period  of  unrest  and  con- 
fusion for  the  purpose  of  inaugurating  these  social 
movements.  If  they  succeed,  under  the  plea  of  an 
existing  emergency,  when  the  emergency  is  past  they 
will  have  instituted  Bureaus,  officials  and  programs 
that  will  be  difficult  to  discontinue.  They  will  be- 
come permanent  agencies  under  governmental,  poli- 
tical and  lay  control. 

Breaks  are  coming  fast.  A new  plan  is  quickly 
followed  by  another  with  more  startling  and  radical 
provisions.  No  opportunity,  no  hearings  are  ac- 
corded for  protest  or  discussion.  Representatives 
of  medicine  are  not  consulted.  A plan  is  proposed, 
regulations  are  drawn  up,  someone  attaches  a signa- 
ture of  approval  and  it  is  in  effect  as  a government 
measure.  It  is  sent  to  State  and  County  Commis- 
sions and  put  in  force. 

The  American  Medical  Association  has  had  per- 
sonal representatives  in  Washington  for  many  weeks 
for  the  purpose  of  imparting  guiding  advice  to  fed- 
eral officials  and  to  aid  in  preventing  the  promulga- 
tion of  adverse  and  unwarranted  regulations  that 
involve  the  health  and  medical  care  of  the  people. 
Apparently  little  heed  is  being  given  to  the  facts 
presented. 

Your  State  officers  are  in  close  contact  with  State 
Commissions  and  Administrators,  with  discouraging 
results.  The  reply  is  always  that  instructions  come 
from  Washington  and  that  they  have  no  alternative 
than  to  follow  and  obey  them. 

These  conditions  have  drawn  heavily  upon  this 
office  and  have  consumed  time  and  effort  to  a large 
degree.  The  quest  has  ever  been  to  make  represen- 
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tation  in  behalf  of  our  members’  interests  and  to 
join  with  sister  states  and  the  American  Medical 
Association  in  presenting  facts  and  imparting  advice. 
At  this  writing  there  is  no  fixed  federal  policy. 
Changes  are  announced  daily  which  present  new 
problems.  We  shall  seek  to  keep  our  members  in- 
formed through  the  Journal  and  Bulletins  to 
County  Officers. 

Members  should  remember  that  to  advise,  to  ask 
or  to  recommend  is  not  followed  by  federal  offi- 
cials' approval.  We  seek  to  exercise  wholesome 
guiding  influence  but  that  does  not  imply  that  our 
representations  will  be  complied  with  or  adopted. 
We  are  in  a changing  state  of  events,  the  end  results 
of  which  no  one  is  able  to  forecast.  Organization 
is,  however,  not  unmindful  of  its  obligations.  It  is 
seeking  to  conserve  the  profession  and  the  public’s 
health  interests  and  it  is  accomplishing  results  far 
more  satisfactory  than  would  have  resulted  had  or- 
ganizational prestige  and  influence  been  dormant. 
Individual  effort  would  have  been  wholly  unavailing. 

OFFICE  ADMINISTRATION 

For  record  purposes  your  Secretary  cites  the  in- 
creasing volume  of  correspondence.  An  average  of 
twelve  letters  a day  are  received  from  members  and 
lay  persons  seeking  information  and  advice.  This 
is  indeed  inspiring.  We  welcome  these  inquiries 
for  they  enable  us  to  establish  the  Society  as  a 
reliable  source  for  information.  We  desire  to  in- 
crease this  recognition  on  the  part  of  the  public  as 
well  as  by  our  members. 

Your  Secretary  has  diligently  endeavored  to  cause 
his  office  to  be  of  the  greatest  possible  assistance 
to  our  members,  and  each  county  unit.  To  special 
and  permanent  committees  there  has  been  given 
every  possible  aid.  Our  records  and  files  are  in- 
dexed to  date  and  compose  a valuable  reference 
division. 

The  business  details  related  to  the  Journal  have 
been  executed  with  a view  towards  efficiency. 

Insofar  as  existing  engagements  have  permitted, 
your  Secretary  has  attended  many  county  and  dis- 
trict meetings. 

The  time  devoted  to  administrative  details  and 
duties  has  exceeded  by  many  hours  those  common- 
ly accepted  as  constituting  full  time  service.  At 
times  we  were  confronted  with  most  trying  circum- 
stances, problems  and  perplexities,  occasioned  by 
social,  professional  and  economic  events.  I am 
deeply  grateful  for  the  advice  and  assistance  given 
by  officers,  committees  and  members  in  determining 
action.  Rarely  did  I seek  to  assume  individual  or 
unadvised  responsibility  and  action.  To  serve  and 
to  achieve  by  serving  has  been  my  sole  purpose. 

In  closing  this,  my  twenty-first  annual  report,  I 
am  unable  to  summarize  adequately  my  personal  ex- 
pressions of  gratefulness  for  the  confidence  that  has 
been  reposed  in  me.  I deeply  appreciate  the  privi- 
leges and  opportunities  of  having  been  privileged 
to  serve. 

In  spite  of  the  upheaval  that  is  manifesting  itself, 
in  spite  of  the  unrest  that  exists,  I have  full  and 
abiding  faith  for  the  future  and  the  independent  role 
that  will  be  retained  by  our  profession  in  serving 
humanity.  As  long  as  we  individually  and  col- 
lectively render  adequate  medical  service  and  remain 
proficient,  as  long  as  we  hold  fast  to  our  ideals,  as 
long  as  we  are  not  turned  aside  by  a quest  for  tem- 
porary financial  returns,  as  long  as  we  are  true  to 
our  science,  then  will  our  science  care  for  us  and 
we  shall  retain  our  independence,  and  medicine  and 
its  disciples  will  be  in  an  honored,  commanding  posi- 
tion in  social  and  governmental  life. 

Respectfully  submitted, 

(Signed)  F.  C.  Warnshuis,  Secretary. 


society  expense — 1933 


January 

Barlow  Bros $ 15.00 

G.  R.  Trust  Co.  Dep.  Box 5.50 

H.  W.  Ten  Broek  & Sons 50.00 

Postal  Tel.  & Cable 3.11 

Long  Distance  Calls 1.65 

Western  Union  Tel.  Co 1.62 

R.  V.  Allen 1.25 

Old  Kent  Bank — Int.  on  Note 16.79 

Tisch-Hine  Company 5.00 


February 

49  Checks — Charge $ .98 

F.  C.  Warnshuis 17.85 

F.  C.  Warnshuis 15.41 

Old  Kent  Bank — Int.  on  Note 40.73 

74.97 

March 

23  Checks — Charge $ .46 

Taylors  7.95 

H.  W.  Ten  Broek  & Sons 27.50 

Addressograph  Sales  Agency 3.66 

Postal  Tel.  & Cable  Co 2.52 

W.  B.  Newton : 30.23 

R.  S.  Anderson 10.22 

F.  A.  Baker 21.19 

C.  W.  Colwell 12.84 

A.  F.  Fischer 56.04 

J.  F.  Carrow 14.00 

Geo.  M.  Kesl 23.64 

F.  C.  Warnshuis — Pantlind  Hotel..  129.80 

Bixby’s  2.15 

Addressograph  Sales  Agency 2.96 

Postal  Tel.  & Cable  Co 5.28 

J.  M.  Robb 35.53 

D.  W.  Fenton 9.83 

F.  C.  Warnshuis 7.32 

Sec’y  Conference  7.00 

E.  C.  Hansen.— 17.93 

E.  F.  Sladek 21.03 

E.  J.  Evans !. 56.04 

John  Burkart 6.96 

J.  J.  McCann. 4.20 

L.  W.  Switzer 15.00 

M.  E.  Stone 4.80 

E.  M.  Highfield 9.24 

L.  L.  Savage 22.20 

S.  Martin  Tweedie _ 25.80 

W.  E.  Ward 8.86 

L.  F.  Foster. 16.80 

R.  J.  Hubbell 6.00 

Florence  Ames 14.94 

E.  J.  Brenner 19.76 

E.  C.  Baumgarten 13.00 

R.  H.  Alter 12.50 

Jos.  N.  Scher 12.50 

E.  J.  Dougher 18.15 

T.  Y.  Ho 7.48 

Harry  B.  Knapp 10.20 

R.  L.  Finch 7.56 

F.  L.  S.  Reynolds 46.14 

W.  C.  Ellet 9.60 

C.  G.  Clippert 24.00 

Geo.  F.  Swanson 31.34 

W.  B.  Bloemendal 4.20 

Taylors  12.95 

Ward-Schopps  7.50 

876.80 

April 

8 Checks — Charge $ .16 

Addressograph  Sales  Agency 1.88 

Paul  Kniskern 25.20 

Taylors  3.70 

Postal  Tel.  & Cable  Co 1.88 

Long  Distance  Calls 5.75 

F.  C.  Warnshuis 9.06 

Old  Kent  Bank — Int.  on  Note 26.17 

73.80 

May 

86  Checks — Charge _ $ 1.72 

F.  C.  Warnshuis 3.60 

Bruce  Publishing  Co 18.42 

Addressograph  Sales  Agency 3.03 

Long  Distance  Calls 2.90 

Rogers  Leather  Goods  Store 4.50 

Philip  Riley 4.00 

Young  & Chaffee — Storage 12.00 

Bruce  Publishing  Co 9.60 

59.77 

June 

34  Checks — Charge $ .68 

Taylors  10.75 

Secretary  of  State 2.00 

Master  Reporting  Co 103.46 

Ernst  & Ernst 167.82 

Postal  Tel.  & Cable  Co „ 1.55 

Western  Union  Tel.  Co 5.11 

J.  M.  Robb 38.95 

Long  Distance  Calls 16.65 

Old  Kent  Bank — Int.  on  Note 19.50 


366.47 
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July 

34  Checks — Charge $ .68 

Coupons  Returned — Charge .23 

Addressograph  Sales  Agency 1.42 

F.  C.  Warnshuis — 5.28 

J.  D.  Bruce  (Sawyer  Tablet) 30.42 

Taylors  — 5.94 

Long  Distance  Calls 10.10 


August 

35  Checks — Charge $ .70 

Long  Distance  Calls 2.20 

Addressograph  Sales  Agency 2.04 

F.  C.  Warnshuis s 10.90 

Master  Reporting  Co 88.05 

J.  M.  Robb 48.11 

Western  Union  Tel.  Co .55 

Taylors  - 6.96 

U.  S.  Laundry 3.84 

F.  C.  Warnshuis — Upper  Peninsula  97.82 


September 

32  Checks — Charge $ .64 

Michigan  Surety  Co.  Notary  Bond  5.00 

Columbian  Whse 12.00 

G.  R.  Insurance  Agency 62.50 

Detroit  Clipping  Bureau.. 3.65 

Addressograph  Sales  Agency 1.14 

Western  Union  Tel.  Co 2.26 

Taylors  6.29 

Tisch-Hine  Co — - 2.58 

H.  R.  Terryberry  Co 102.60 

Long  Distance  Calls 5.45 


October 

21  Checks — Charge $ .42 

Old  Kent  Bank — Int.  on  Note 37.50 

Emily  Graversen’s  Notary  App 1.50 

Arthur  Renslund 1.00 

Harold  C.  Mack 50.37 

G.  R.  Trust  Co. — Box 5.50 

Detroit  Clipping  Co 10.80 

Western  Union  Tel.  Co 3.18 

Taylors  — - 8.86 

F.  C.  Warnshuis 19.62 


November 

48  Checks — Charge $ .96 

Long  Distance  Calls 7.10 

Bruce  Publishing  Co 111.35 

Tisch-Hine  Co - 1.22 

Ward-Schopps  Co 11.33 

Detroit  Clipping  Bureau — 1.30 

The  Forbes  Co 3.61 

Addressograph  Sales  Agency 3.37 

W.  H.  Kessler  Co - 11.43 

Western  Union  Tel.  Co 8.10 

Postal  Tel.  & Cable  Co 1.10 

U.  S.  Laundry .88 

F.  C.  Warnshuis - 35.00 


December 

30  Checks — Charge $ .60 

Long  Distance  Calls 3.95 

F.  C.  Warnshuis 15.72 

Kessler  Office  Supplies 17.95 

Western  Union  Tel.  Co 9.98 

Postal  Tel.  & Cable  Co .82 

Addressograph  Sales  Agency 6.32 

F.  C.  Warnshuis - — 42.42 

Detroit  Clipping  Bureau 5.05 

Bruce  Publishing  Co 19.91 

Long  Distance  Galls 1.02 

F.  C.  Warnshuis 9.48 

Emily  Graversen. 7.00 


54.07 


261.17 


204.11 


POST  GRADUATE  CONFERENCES  EXPENSES- 
March 

The  Camera  Shop $ 18.50 

F.  C.  Warnshuis 25.00 

April 

Robert  C.  Moehlig 

May 

G.  J.  Curry $ 9.50 

Frank  Wilson 12.00 

Mrs.  Dorothy  Waller 12.00 

Robert  Novy 12.00 

E.  D.  Spalding 12.00 

Norman  Miller 10.50 

A.  C.  Furstenberg.... 10.50 

A.  C.  Curtis 10.50 

H.  H.  Riecker 10.50 

June 

Harther  L.  Keim $ 23.85 

Camera  Shop 3.45 

Theo.  Heavenrich 3.90 

September 

Drs.  Brown  & Kretzschmar 


-1933 


$ 43.50 

10.00 


ECONOMICS  COMMITTEE  EXPENSE — 1933 

$ $ 


November 

The  University  of  Michigan  Union. 
December 

F.  C.  Warnshuis 

Philip  Riley 


2.58 

15.15 


99.50 


31.20 

94.55 


$ 278.75 


7.88 


17.73 


25.61 


138.75 


COUZENS  FOUNDATION 


Balance  from  1932- 


Credit 
..$  39.37 


JOINT  COMMITTEE  RECEIPTS  AND  DISBURSEMENTS — 1933 


Receipts 

Balance  from  1932 $1,813.44 

January 

Detroit  News $ 76.92 

Detroit  News 76.92 

• 153.84 

March 

Detroit  News 96.15 

April 

Detroit  News 76.92 

196.75  May 

Detroit  News $ 76.92 

Detroit  News 76.92 

153.84 

June 

Detroit  News 96.15 

July 

Detroit  News  76.92 

August 

Detroit  News - 96.15 

September 

Detroit  News 76.92 

October 

Detroit  News 76.92 

November 

140.22  Detroit  News 96.15 


$2,546.80 

$2,813.40 

EXPENSES — 1933 

Editor 

Editor 

Reprint 

Stenog- 

Salary 

Expense 

Rent 

Postage 

Expense 

Secretary 

raphers 

January 

$ 208.00 

$ 50.00 

$ 100.00 

$ 20.00 

$ 9.20 

$ 333.00 

$ 210.00 

. 208.00 

51.28 

132.60 

30.00 

333.00 

100  00 

208.00 

50.00 

116.00 

45.00 

330.00 

275.00 

April 

208.00 

50.00 

116.00 

44.45 

420.45 

336.00 

165.00 

May 

208.00 

50.00 

116.00 

21.89 

68.70 

333.00 

165.00 

June 

208.00 

50.00 

116.00 

30.00 

128.50 

333.00 

165.00 

July 

200.00 

58.00 

116.00 

20.00 

33.15 

333.00 

165.00 

August 

200.00 

58.00 

116.00 

38.00 

51.10 

333.00 

75.00 

Tel.  2.20 

September 

200.00 

58.00 

116.00 

20.00 

189.35 

333.00 

75.00 

200.00 

58.00 

116.00 

90.00 

333.00 

75  on 

November 

200.00 

58.00 

116.0) 

40.00 

82.35 

333.00 

11  LOO 

Tel.  7.10 

December 

252.00 

58.00 

123.40 

33.00 

12.90 

337.00 

158.00 

$2,500.00 

$649.28 

$1,409.30 

$432.34 

$995.70 

$4,000.00 

$1,739.00 

Less:  $9.30  which  were  Tel. 
calls  posted  to  rent  in 
error  9.30 


$1,400.00 
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Disbursements 


March 

Salaries  

Salaries  

Mayer-Schairer  Co 

Don  C.  Lyons 

Salaries  — 


April 

Salaries  

May 

Salaries  - 

June 

Salaries  

July 

Salaries  

J.  D.  Bruce 

August 

Salaries  - 

September 

Salaries  

October 

Salaries  . 

The  Mayer-Schairer  Co. 
Don  C.  Lyons 

November 

Salaries  

December 

Salaries  


Receipts  

Disbursements 

Balance  


...$175.00 

175.00 

21.00 

38.00 

175.00 

$ 584.00 

175.00 

175.00 

175.00 

.$175.00 
. 51.88 

226.88 

175.00 

175.00 

.$175.00 
. 4.64 

. 48.00 

227.64 

175.00 

175.00 


$2,263.62 

$2,813.40 

2,263.52 

..._.$  549.88 


DELEGATES  TO  AMERICAN  MEDICAL  ASSOCIATION 

EXPENSES — 1933 


June 

L.  J.  Hirschman. 

C.  S.  Gorsline 

Carl  F.  Moll 

H.  A.  Luce 

L.  J.  Hirschman. 


26.86 

43.42 

47.21 

46.25 

20.00 


183.74 


July 

J.  D.  Brook- 


33.35 


$ 217.09 


May 

L. 


PREVENTIVE  MEDICINE  EXPENSE — 1933 
O.  Geib $ 


20.00 


December 

E.  I.  Carr..... - $ 13.69 

James  B.  Bradley 21.48 

L.  G.  Christian - 46.58 

Philip  Riley 18.00 

99.75 


$2,538.80 


COUNCIL  EXPENSE — 1933 

Note : Executive  Committee  Expenses  are  included  in 
Chairman’s  and  Secretary’s  accounts. 

January 

F.  C.  Warnshuis  (Hotel  Statler) $ 45.00 

March 


Richard  Burke 

C.  E.  Boys 

$ 50.00 

18.24 

9.69 

Henry  Cook - 

Wm.  A.  Hyland 

G.  L.  Le  Fevre 

J.  Earl  McIntyre 

Tulius  H.  Powers - 

10.00 

16.63 

41.95 

72.23 

25.00 

71.55 

B.  H.  Van  Leuven 

Burton  R.  Corbus 

F.  C.  Warnshuis 

C.  E.  Boys. - 

Henry  Carstens 

43.90 

73.50 

15.38 

6.00 

13.75 

467.82 

April 

F.  C.  Warnshuis — 20.10 

May 

C.  A.  Neafie - 3.00 

June 

F.  C.  Warnshuis 11.50 

July 

F.  C.  Warnshuis 13.41 

August 

Henry  Cook $ 52.28 

F.  A.  Baker...... 8.64 

Theo.  Heavenrich 11.86 

F.  C.  Warnshuis - 4.00 

76.78 

September 

B.  R.  Corbus — $ 89.90 

Harlen  MacMullen 31.60 

121.50 

October 

University  of  Michigan  Union 11.59 

November 

H.  A.  Luce 16.64 

December 

P.  R.  Urmston $107.14 

H.  A.  Luce 19.19 

■ 126.33 


$ 913.67 


CIVIC  AND  INDUSTRIAL  RELATIONS  COMMITTEE 

EXPENSES — 1933 

February 

Harrison  S.  Collisi $ 8.88 

June  „ „ 

Harrison  S.  Collisi— - 10.48 

September 

Harrison  S.  Collisi 110 

$ 20.46 


LEGISLATIVE  COMMITTEE — EXPENSES  1933 


March 

Earl  I.  Carr 


$ 80.96 


June 

Earl  I.  Carr. 
Carl  F.  Moll. 


July 

J.  M.  Robb 

E.  I.  Carr..... 

Western  Union  Tel.  Co. 

September 

W.  C.  McCutcheon 


.$  67.30 
. 33.15 


.$  47.60 
. 157.66 
. 50.33 


100.45 


255.59 

32.50 


JOURNAL  EXPENSE — 1933 


January 

Bruce  Publishing  Co 

February 

Bruce  Publishing  Co 

March 

Bruce  Publishing  Co 

April 

Bruce  Publishing  Co - 

May 

Bruce  Publishing  Co 

June 

Bruce  Publishing  Co 

July 

Bruce  Publishing  Co 

August 

Bruce  Publishing  Co 

September 

Bruce  Publishing  Co 

Long  distance  call  to  Bruce 

October 

Bruce  Publishing  Co . 

November 

Bruce  Publishing  Co 

December 

Bruce  Publishing  Co 


$ 601.97 

648.96 
479.93 

721.02 
392.23 
362.49 

353.02 

493.96 

$469.14 

2.84 

471.98 

420.33 

620.78 

505.90 

$6,072.57 


October 

Wayne  County  Medical  Society $673.80 

Wayne  County  Medical  Society — 815.95 

Wayne  County  Medical  Society 192.50 

1,682.25 

November 

Wm.  A.  Hyland — __ $ 93.60 

Wayne  County  Medical  Society 80.96 

Wayne  County  Medical  Society — 112.74  ^ 


ANNUAL  MEETING  EXPENSE — 1933 


G.  H.  Belote. --$  4.80 

G.  J.  Curry 7.20 

Ralph  B.  Fast 16.80 

A.  R.  Woodburne - — 11.50 

Merrill  Wells - 12.63 


$ 


52.93 
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July 

F.  J.  Mester,  Jr $ 3.00 

Thomas  Blue  Print 6-00 

F.  C.  Warnshuis - 16.80 


Bruce  Publishing  Co $ 12.54 

Roger  L.  Warnshuis — Blue  Prints 25.00 


September 

Roger  L.  Warnshuis — Signs $ 20.00 

F.  C.  Warnshuis - 18.00 

Pantlind  Hotel 71.49 

D.  P.  Proos.— - - 13.00 

Ellsworth  Letter  & Cal.  Service. - 16.75 

St.  Louis  Button  Co 55.52 

Bruce  Publishing  Co 80.99 

T.  Wingate  Todd — 40.66 

Civic  Auditorium — 225.00 

Donald  Graversen 10.00 


October 

F.  A.  Baker _.$25.18 

E.  D.  Plass 50.00 

Welker  Letter  Co 11.50 

The  Camera  Shop 10.00 

H.  R.  Sign  Co 8.00 


November 

Master  Report  Co $211.18 

Evelyn  M.  Collar 5.00 

Thomas  E.  Jones - 33.88 


25.80 

37.54 


551.41 


104.68 


250.06 


Credit  for  Exhibit  Booths  Sold. 


$1,022.42 

560.00 


$ 462.42 


MEDICO-LEGAL  DEFENSE 
RECEIPTS  AND  DISBURSEMENTS— 1933 


Receipts 

Balance  from  1932 


January 

Dues  

February 

Dues  - 

March 

Dues  $470.50 

Interest  on  Bonds— 30.00 


April 

Dues 

May 

Dues 

June 


Dues  —$156.00 

Interest  on  Bonds -—  247.50 


July 

Dues  $744.58 

Interest  on  Bonds 27.50 


August 

Dues  . 
September 
Dues  . 
October 
Dues 

November 
Dues  . 
December 


Dues  $104.77 

Interest  on  Bonds - 250.00 


$1,739.74 

569.00 

367.00 

500.50 

932.00 
1,206.00 

403.50 

772.08 

225.94 

110.80 

992.42 

264.71 

354.77 


$8,438.46 

Disbursements 


March 

Wm.  J.  Stapleton,  Jr.,  Jan.  Salary $83.33 

Do.,  Feb.  Salary 83.33 

Do.,  Feb.  Exp 7.50 

Do.,  Mar.  Salary 83.33 

$ 257.49 

April 

Wm.  J.  Stapleton,  Jr.,  Salary 83.33 


May 

Wm.  J.  Stapleton,  Jr.,  Salary $ 83.33 

Do.,  Expenses  2.68 

Herbert  V.  Barbour 750.00 


June 

Wm.  J.  Stapleton,  Jr.,  Salary $ 83.33 

Douglas-Barbour  313.55 


July 

Wm.  J.  Stapleton,  Jr.,  Salary $ 83.33 

Douglas-Barbour  250.00 


836.01 

396.88 

333.33 


August 

Wm.  J.  Stapleton,  Jr.,  Salary 83.33 

September 

Wm.  J.  Stapleton,  Jr.,  Salary $ 83.33 

Do.,  Expenses 2.00 

Douglas-Barbour  348.98 

434.31 

October 

Wm.  J.  Stapleton,  Jr.,  Salary $ 83.33 

Douglas-Barbour  175.00 

258.33 

November 

Wm.  J.  Stapleton,  Jr.,  Salary. $ 83.33 

Do.,  Expenses 2.00 

Douglas-Barbour  103.72 

189.05 

December 

Wm.  J.  Stapleton,  Jr.,  Salary $ 83.37 

Douglas-Barbour  140.00 

223.37 


$3,095.43 

Receipts  - $8,438.46 

Disbursements  3,095.43 


Balance  $5,343.03 


HEALTH  AGENCIES  SURVEY 
RECEIPTS  AND  DISBURSEMENTS — 1933 


Receipts 

Sale  of  Health  Survey  Reports 


May 

10  Books  @ $2.50 

...$ 

25.00 

June 

34  Books  @ $2.50- 

85.00 

July 

10  Books  @ $2.50 

25.00 

August 

10  Books  @ $2.50 

25.00 

September 

4 Books  @ $2.50 

10.00 

October 

5 Books  @ $2.50 

12.50 

November 

23  Books  @ $2.50 

57.50 

December 

2 Books  @ $2.50 

5.00 

$ 245.00 

Disbursements 

March 

Nathan  Sinai — Salary 

...$ 

250.00 

Nathan  Sinai — Expense 

459.10 

Ward  Schopps  Company 

15.00 

F.  C.  Warnshuis 

14.60 

$ 738.70 

April 

Nathan  Sinai — Expense 

---$' 

622.43 

F.  C.  Warnshuis 

50.00 

672.43 

May 

C.  S.  Gorsline 

...$ 

19.60 

Nathan  Sinai — Expense 

140.88 

Nathan  Sinai — Expense 

207.61 

W.  H.  Marshall 

120.00 

F.  C.  Warnshuis,  Detroit-Statler 

98.40 

F.  C.  Warnshuis,  “ 

50.00 

636.49 

June 

L.  G.  Christian 

-$ 

44.73 

F.  C.  Warnshuis 

14.45 

F.  C.  Warnshuis 

11.26 

C.  S.  Gorsline 

6.30 

F.  C Warnshuis 

125.00 

Nathan  Sinai — Expense 

50.00 

251.74 

July 

Edwards  Bros 

....$1,169.64 

F.  C.  Warnshuis 

6.36 

F.  C.  Warnshuis 

9.06 

Nathan  Sinai — Salary 

...  1,500.00 

Nathan  Sinai — Expense 

431.42 

3,116.48 

August 

Detroit  Clipping  Bureau 

11.60 

September 

Nathan  Sinai — Expense 

195.64 

$5,623.08 

Receipts  

. 245.00 

Balance  

.$5,378.08 
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Grand  Rapids,  January  10,  1934. 
Michigan  State  Medical  Society, 

Grand  Rapids,  Michigan. 

Gentlemen : 

We  have  made  an  examination  of  the  general  ac- 
counts of  the  Michigan  State  Medical  Society 
for  the  year  ended  December  23,  1933. 

In  addition  to  an  examination  of  the  accounts  per- 
taining to  the  assets  and  liabilities  of  the  Society  at 
December  23,  1933,  we  have  reviewed  the  operating 
accounts  and  have  made  tests  of  the  recorded  cash 
transactions  for  the  year  then  ended.  The  scope 
of  our  work  and  the  extent  of  the  detailed  records 
examined  are  outlined  in  later  sections  of  this  re- 
port. 

The  Society  was  incorporated  as  an  association 
not  for  pecuniary  profit  under  the  laws  of  the  State 
of  Michigan  on  September  17,  1910.  The  purpose 
of  the  Society  is  the  federation  and  protection  of 
the  medical  profession  and  the  extension  of  medical 
knowledge.  The  Society  publishes  The  Journal 
of  the  Michigan  State  Medical  Society. 

FINANCIAL  ANALYSIS 


A balance  sheet  is  included  herein  which,  in  our 
opinion,  shows  the  financial  condition  of  the  Society 
as  of  December  23,  1933,  on  the  basis  outlined  in  this 
report.  The  following  statement  affords  a compari- 
son of  the  assets  and  liabilities  at  the  beginning  and 
end  of  the  year. 

Assets 


Dec.  23,  Dec.  24,  Increase 
1933  1932  Decrease 

Cash  _ 1,044.43  $ 459.05  $ 585.38 

Notes  and  accounts  receiv- 
able   1,482.73  1,565.56  82.83 

Securities — at  cost,  less  allow- 
ance   18,310.00  20.935.00  2,625.00 


Contract  for  medical  history..  3,000.00  3,000.00 

Deferred  expenses 54.62  - 54.62 


$20,891.78  $25,959.61  $ 5,067.83 

Liabilities 


Notes  payable 

Accounts  payable 

Unearned  income 

Reserves : 

For  Medico  Legal  Defense 

Fund  — — 

For  medical  history. 


.$  2,500.00  $ 3,800.00  $ 1,300.00 
889.87  1,984.31  1,094.44 

928.75  928.75 


$11,808.03  $ 8,107.24  $ 3,700.79 
3,000.00  3,000.00 


Net  worth 


$11,808.03  $11,107.24  $ 700.79 

. 4,765.13  9,068.06  4,302.93 


$20,891.78  $25,959.61  $ 5,067.83 
The  cash  on  deposit  is  available  on  an  unrestricted  basis. 
Notes  receivable  were  accepted  in  payment  of  dues  for 
the  years  1931,  1932  and  1933,  and  were  due  as  follows: 


Due  Date 


December  1,  1932 

December  1,  1933 

January  1,  1934 

February  1,  1934 


Amount 
..$320.00 
..  197.50 
....  8.75 
..  8.75 


Total 


.$535.00 


The  notes  bear  interest  at  5 per  cent,  but  no 
charge  for  interest  has  been  made  on  notes  paid  by 
members  during  the  current  year. 

Advertisers'  accounts  receivable  were  analyzed  by 
us  as  to  date  of  charge  and  are  classified  in  com- 
parison with  the  balances  at  December  24,  1932. 

The  amount  shown  as  due  from  county  societies 
represents  dues  collected  for  the  Society  and  sub- 
sequently impounded  in  depositary  banks.  These 
accounts  are  payable  pro  rata  as  the  funds  of  the 
county  societies  are  released  by  the  banks. 

Accounts  receivable  for  medical  history  arose 
through  the  sale  of  the  medical  history.  These 
accounts  are  principally  due  from  members  in  good 
standing  and  the  Secretary  advised  us  that  they 
would  ultimately  be  paid. 

Based  upon  our  analysis  of  the  notes  and  accounts 


and  conference  with  the  Secretary  as  to  their  col- 
lectibility, it  is  our  opinion  that  the  allowance  for 
doubtful  accounts  in  the  amount  of  $700.00  is  suffi- 
cient to  care  for  losses  anticipated  thereon  at  De- 
cember 23,  1933. 

We  have  included  hereinafter  a schedule  of  the 
bonds  owned  by  the  Society  which  shows  the  par 
value,  cost  and  approximate  market  value  as  of 
December  23,  1933.  Market  values  are  based  on 
closing  market  quotations  at  December  23,  1933, 
where  available.  Unlisted  bonds  were  valued  on  the 
basis  of  information  received  from  brokers  as  to  the 
latest  bid  or  sales  prices.  An  allowance  in  the 
amount  of  $23,208.75  has  been  provided  to  reduce 
the  book  value  to  approximate  market  value  at  De- 
cember 23,  1933.  Bonds  having  a total  par  value 
of  $5,000.00  have  been  pledged  as  collateral  security 
for  a note  payable  of  $2,500.00.  During  the  year, 
bonds  of  the  Palmer  Building  Corporation  having 
a par  and  cost  value  of  $2,000.00  were  sold  for 
$150.00,  resulting  in  a loss  of  $1,850.00.  These  bonds 
were  a part  of  the  general  fund  of  the  Society  and 
were  stated  at  a net  value  of  $500.00  in  the  annual 
report  for  1932. 

The  item  classified  as  a deferred  charge  represents 
expenses  for  stationery  and  printing  which  are  prop- 
erly chargeable  against  future  operations  of  the 
Society. 

At  December  23,  1933,  approximately  124  sets  of 
the  Medical  History  were  in  the  hands  of  the  pub- 
lishers, but  owing  to  the  small  number  of  sales,  no 
consideration  has  b.een  given  to  the  inventory  value 
thereof. 

As  far  as  we  could  ascertain,  provision  has  been 
made  for  all  known  liabilities  of  the  Society.  In- 
voices for  services  rendered  and  expenses  incurred 
by  the  Committee  on  Economics  have  not  been 
acknowledged  as  liabilities  of  the  Society  and  there- 
fore have  not  been  included  in  the  preparation  of 
this  report. 

The  recorded  transactions  entering  into  the  fund 
administered  by  the  Society  for  the  Joint  Committee 
on  Public  Health  Education  are  shown  in  an  ex- 
hibit included  as  a part  of  this  report.  There  was 
no  change  during  the  year  in  the  balance  due  the 
Couzens’  Foundation. 

Payments  received  to  apply  on  dues  for  the  year 
1934  have  been  shown  as  unearned  income  and,  in 
our  opinion,  represent  income  applicable  to  the  fol- 
lowing year. 

The  reserve  for  the  Medico-Legal  Defense  Fund 
represents  the  amount  set  aside  to  be  used  for  the 
protection  of  the  medical  profession.  An  amount  of 
$2.00  from  each  member’s  dues  for  the  year  has  been 
allocated  to  this  fund.  A summary  is  included  here- 
inafter showing  the  changes  in  the  fund  for  the 
year  ended  December  23,  1933. 

The  net  worth  of  the  Society  decreased  $4,302.93 
during  the  year  of  which  amount  a total  of  $2,572.50 
was  due  to  the  additional  provision  necessary  to  re- 
duce bonds  to  indicated  market  value  and  to  the 
loss  on  the  sale  of  $2,000.00  par  value  of  Palmer 
Building  Corporation  bonds. 

Surety  bonds  issued  on  Dr.  William  A.  Hyland 
and  Dr.  Frederick  C.  Wamshuis,  in  the  amounts 
of  $25,000.00  and  $10,000.00,  respectively,  were  exam- 
ined by  us. 

operations 

We  present  elsewhere  in  this  report  a statement 
of  income  and  expense  showing  the  results  from  ac- 
tivities for  the  year  ended  December  23,  1933.  The 
scope  of  our  work  in  connection  with  the  prepara- 
tion of  this  statement  consisted  of  test  checks  of  the 
cash  and  operating  transactions  as  hereinafter  out- 
lined. A comparison  of  the  income  and  expense  for 
the  years  ended  December  23,  1933,  and  December 
24,  1932,  is  shown  by  the  following  summary : 
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Income 

Year  Ended 

Dec.  23,  Dec.  24,  Increase 
1933  1932  Dccrc3.sc 

Membership  dues $16,021.50  $21,282.99  $ 5,261.49 

Journal  revenue 11,697.88  16,815.03  5,117.15 

Interest  received 1,210.01  1,486.38  276.37 

Sales  of  medical  history 10.00  20.00  10.00 


$28,939.39  $39,604.40  $10,665.01 
Less  dues  refunded 8,132.87  8,132.87 


Total  Income $28,939.39  $31,471.53  $ 2,532.14 

Expenses 

Administrative  and  general.— $ 8,345.94  $ 8,700.47  $ 354.53 

Society  activities 3,365.38  3,764.52  399.14 

Committee  expenses 8,261.70  5,479.66  2,782.04 

Journal  expenses 10,217.55  12,642.66  2,425.11 

Other  deductions 829.25  829.25 


Total  Expenses— $31,019.82  $30,587.31  $ 432.51 


Net  Income  or  Deficit— $ 2,080.43  $ 884.22  $ 2,964.65 


SCOPE  OF  EXAMINATION 

The  scope  and  nature  of  our  examination  are 
outlined  in  the  following  comments : 

Cash  on  deposit  was  verified  by  direct  corre- 
spondence with  the  depositary  bank  and  reconcile- 
ment of  the  balance  reported  by  the  bank  with  the 
amount  shown  herein.  Cash  on  hand  was  counted 
during  the  course  of  our  examination.  The  cash 


receipts  recorded  for  the  year  were  compared  with 
the  bank  deposits  as  shown  by  the  bank  statements 
on  file.  The  recorded  cash  disbursements  for  three 
months  of  the  year  selected  by  us,  were  found,  with 
minor  exceptions,  to  be  supported  by  canceled 
checks,  invoices  or  other  memoranda. 

Notes  receivable  were  inspected  by  us.  Advertis- 
ers’ and  other  accounts  receivable  were  found  to  be 
in  agreement  with  trial  balances  of  the  individual 
accounts.  We  did  not  correspond  with  any  of  the 
debtors  to  confirm  the  correctness  of  the  book  rec- 
ords. 

Bonds  owned  by  the  Society,  except  for  $5,000.00 
par  value  pledged  as  collateral  security,  were  in- 
spected by  us.  Bonds  pledged  as  collateral  security 
were  verified  by  correspondence  with  the  Bank. 

In  addition  to  a test  of  the  cash  transactions,  as 
heretofore  outlined,  we  tested  the  amount  of  dues 
collected  by  comparison  with  the  Secretary’s  records 
of  paid  memberships.  Interest  received  was  verified 
by  accounting  for  the  coupons  clipped  since  our 
examination  as  of  December  24,  1932,  and  all  unpaid 
coupons  of  defaulted  bonds  were  examined  by  us. 
Major  expense  charges  were  investigated  and  all 
items  so  examined  were  found  to  be  in  order. 

Very  truly  yours, 

Ernst  & Ernst, 

[Seal]  Certified  Public  Accountants. 


BALANCE  SHEET 

MICHIGAN  STATE  MEDICAL  SOCIETY 
DECEMBER  23,  1933 
Assets 


Cash 

On  deposit — commercial  account 

Certificate  of  deposit - 

For  deposit 

Notes  and  Accounts  Receivable 

Notes  receivable  for  dues 

Advertisers’  accounts 

Dues  from  county  societies — 

Advance  to  member . 

Accounts  receivable  for  medical  history 

Less  allowance  for  possible  losses 

Securities 

Bonds — at  Cost  ($5,000.00  par  value  pledged) 

Less  allowance  to  reduce  to  approximate  market  value. 

Deferred 

Supplies  for  year  1934 


Year  Ended 


Dec.  23,  1933 


Dec.  24,  1932 

$ 230.68 

533.75 
280.00 


$ 535.00 

1,103.22 
347.51 
100.00 
97.00 


$ 2,182.73 
700.00 


$41,518.75 

23,208.75 


Liabilities 

Note  Payable 

To  Old  Kent  Bank — secured  by  bonds  having  a par  value  of  $5,000.00 

Accounts  Payable 

To  vendors  for  1933  expenses $ 194.62 

Joint  Committee  on  Public  Health  Education — — — 549.88 

Advances  for  reprints - — 106.00 

Couzens’  Foundation 39.37 


Unearned  Income 

Dues  for  year  1934.... — 

Reserve 

For  Medico-Legal  Defense  Fund 

Net  Worth 

Balance  at  December  26,  1932 $ 9,068.06 

Less:  Net  loss  for  the  year  ended  December  23,  1933 $ 2,080.43 

Additional  provision  to  reduce  bonds  to  approximate  market  value 2,222.50 

4,302.93 


This  balance  sheet  is  subject  to  the 


Increase 

Decrease 


$ 1,044.43 


1,482.73 

18,310.00 

54.62 

$20,891.78 


$ 2,500.00 


889.87 

928.75 

11,808.03 


4,765.13 

$20,891.78 
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INCOME  AND  EXPENSE 
MICHIGAN  STATE  MEDICAL  SOCIETY 


Membership  fees... - 

Journal  subscriptions 

Advertising  sales 

Reprint  sales 

Interest . received 

Journal  cuts 

Sale  of  medical  history 


Less  dues  refunded 

TOTAL  INCOME 


Income 


Year  Ended 

Increase 

Dec.  23,  1933 

Dec.  24,  1932 

Decrease 

....$16,021.50 

$21,282.99 

$ 5.261.49 

....  4,789.67 

8,333.17 

3,543.50 

....  5,543.66 

6,234.94 

691.28 

....  1,249.28 

1,780.97 

531.69 

....  1,210.01 

1,486.38 

276.37 

115.27 

465.95 

350.68 

10.00 

20.00 

10.00 

$28,939.39 

$39,604.40 

$10,665.01 

8,132.87 

8,132.87 

....$28,939.39 

$31,471.53 

$ 2,532.14 

Expenses 


Administrative  and  General 

Secretary’s  salary — 

Stenographers’  salaries — 

Office  rent — 

Postage  - — 

Sundry  general  expense 


Society  Activities 

Annual  meeting 

Council  expenses 

Delegates  to  American  Medical  Association. 
Sundry  society  expense 


Committee  Expense 

Survey  of  medical  service  and  health  agencies 

Legislative  committee — 

Post  graduate  conferences 

Economics  committee 

Civic  and  industrial  relations 

Preventive  medicine 

Radio  committee 

Cancer  committee . — 

Donation  to  Joint  Committee  on  Public  Health  Education. 


Journal  Expenses 

Editor’s  salary 

Editor’s  expenses.. 
Printing  expense  .. 
Cost  of  reprints.... 


Other  Deductions 

Loss  of  $1,850.00  on  bonds  sold,  less  allowance  of  $1,500.00  previously 

provided  for  shrinkage  in  market  value  thereof. 

Bad  accounts  charged  off  and  provided  for 


TOTAL  EXPENSES 

NET  INCOME  OR  DEFICIT 


..$  4,000.00 
. 1,739.00 

. 1,400.00 

432.34 
774.60 

$ 4,204.00 

2.165.00 

1.250.00 
197.92 
883.55 

$ 

204.00 

426.00 

150.00 
234.42 
108.95 

$ 8,345.94 

$ 8,700.47 

$ 

354.53 

.$  462.42 

913.67 
217.09 
..  1,772.20 

$ 1,369.06 
996.87 
887.44 
511.15 

$ 

906.64 

83.20 

670.35 

1,261.05 

$ 3,365.38 

$ 3,764.52 

$ 

399.14 

..$  5,378.08 
..  2,538.80 
..  • 278.75 
25.61 

$ 4,484.88 
122.17 
410.29 

$ 

893.20 

2,416.63 

131.54 

25.61 

20.46 

20.00 

9.00 

11.46 

20.00 

146.45 

56.87 

250.00 

146.45 

56.87 

250.00 

$ 8,261.70 

$ 5,479.66 

$ 2,782.04 

..$  2,500.00 

$ 2,500.00 
996.15 
7,690.38 
1,456.13 

..'  649.28 

..  6,072.57 

995.70 

346.87 

1,617.81 

460.43 

$10,217.55 

$12,642 .66 

$ 2,425.11 

..$  350.00 

479.25 

— 

$ 

350.00 

479.25 

$ 829.25 

$ 

829.25 

..$31,019.82 

$30,587.31 

$ 

432.51 

...$  2,080.43 

$ 884.22 

$ 2,964.65 

SUMMARY  OF  INCOME  AND  EXPENSE— JOINT  COMMITTEE 
ON  PUBLIC  HEALTH  EDUCATION 
MICHIGAN  STATE  MEDICAL  SOCIETY 
YEAR  ENDED  DECEMBER  23,  1933 


Balance  Due  Joint  Committee — December  26,  1932. 


Income 


The  Detroit  News — for  articles  published. 


Expenses 


Salaries : 

Mabel  Kelly .....$  1,200.00 

Herman  Rucker _ 900.00  $ 2,100.00 


Mayer-Schairer  Company 25.64 

Don  E.  Lyons 86.00 

J.  D.  Bruce 51.88 


BALANCE  DUE  JOINT  COMMITTEE,  December  23,  1933 


$ 1,813.44 

999.96 
$ 2,813.40 


2,263.52 
$ 549.88 
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SUMMARY  OF  CHANGES  IN  MEDICO-LEGAL  DEFENSE  FUND  RESERVE 
MICHIGAN  STATE  MEDICAL  SOCIETY 
YEAR  ENDED  DECEMBER  23,  1933 

Balance  in  Medico-Legal  Defense  Fund — December  26,  1932 $ 8,107.24 

Income 

Dues  from  members .'. — - $ 6,143.72 

Interest  on  bonds SS5.00  6,698.72 


Expenses 

Douglas,  Barbour,  Dusenberg  & Purdy  for  legal  services 

William  Stapleton,  Jr. — salary — _ 

Postage  and  miscellaneous 


$14,805.96 

$ 2,081.25 
1,000.00 

14.18  3,095.43 


Decrease  in  allowance  for  reduction  of  bonds  to  market  value 

BALANCE  IN  MEDICOL-LEGAL  DEFENSE  FUND  at  December  23,  1933 


$11,710.53 

97.50 

$11,808.03 


The  above  report,  insofar  as  related  to 
County  Society  problems,  was  referred  to 
the  Committee  on  County  Societies.  Those 
related  to  Finances  were  referred  to  the 
Committee  on  Finance  and  those  related  to 
Publication  were  referred  to  the  Committee 
on  Publication. 

5.  Prof.  W.  E.  Ffenderson,  Director  of 
the  Extension  Division  of  the  University  of 
Michigan,  presented  the  following  report 
for  the  Joint  Committee  on  Public  Health 
Education : 

REPORT  OF  THE  JOINT  COMMITTEE  ON 
HEALTH  EDUCATION 

It  was  deemed  advisable,  this  year,  not  to  call 
a full  meeting  of  the  Joint  Committee  together  at 
the  time  of  the  Council  meeting  in  Detroit  but  to 
submit  a report  of  the  health  education  work  done 
during  the  current  year  up  to  date. 

On  account  of  the  financial  condition  at  the  be- 
ginning of  the  year  it  was  necessary  to  discontinue 
the  services  of  Dr.  Soller  as  field  organizer  in  con- 
nection with  health  education  lectures.  This  was 
a set-back  so  far  as  the  activities  of  the  Joint  Com- 
mittee health  program  in  connection  with  high  school 
assemblies  was  concerned.  It  was  necessary,  there- 
fore, to  make  assignments  as  far  as  possible  in 
the  various  centers  of  the  State  through  the  medium 
of  correspondence,  as  relating  both  to  program  com- 
mittees and  to  the  physicians  and  dentists  interested 
in  the  work.  During  October,  November,  and  De- 
cember, health  lectures  were  assigned  in  the  follow- 
ing centers:  Adrian,  Almont,  Niles,  Northville, 

Plymouth,  Grand  Rapids,  Jackson,  Lansing,  Mont- 
gomery, Saline,  Detroit,  Escanaba,  Eaton  Rapids, 
Hesperia,  Fremont,  and  Three  Rivers. 

Other  assignments,  of  course,  will  be  made  dur- 
ing the  remainder  of  the  year.  I find  that  it  is 
not  difficult  to  arrange  with  clubs  and  high  school 
assemblies  for  health  lectures.  The  great  difficulty 
experienced  at  the  present  time  is  in  getting  doctors 
to  undertake  the  work,  especially  when  any  consid- 
erable driving  is  to  be  done.  The  main  objection, 
no  doubt,  is  the  expense  involved,  since  no  provision 
is  made  for  taking  care  of  traveling  expenses  in 
connection  with  these  lectures. 

The  matter  of  expenses,  however,  is  not  the  whole 
story.  I find  that  a personal  contact  from  time  to 
time  with  the  doctors  is  necessary  to  keep  an  interest 
in  the  work.  This  contact  with  County  Medical 
Society  groups  and  local  physicians  and  dentists  is 
even  more  important  in  work  of  this  sort  than  the 
contact  with  the  high  school  principals  and  other 
educators. 


The  correctness  of  this  observation  is  strikingly 
verified  by  a new  experiment  which  we  have  under- 
taken in  connection  with  the  health  work,  namely, 
the  organization  of  rural  communities.  Heretofore 
we  have  devoted  our  attention  mainly  to  health 
lectures  in  connection  with  city,  town,  and  village 
schools,  and  have  made  very  little  attempt  to  organ- 
ize the  rural  schools  of  the  various  counties.  I 
have  felt,  for  quite  some  time,  that  the  county 
organization  would  be  worth  trying  and  this  year 
the  opportunity  presented  itself.  Last  year  Mrs. 
T.  S.  Webber  of  Ypsilanti,  who,  I believe,  was  con- 
nected with  the  health  committee  of  the  Washtenaw 
County  Federation  of  Women’s  Clubs,  conceived 
the  idea  of  having  health  lectures  given  in  certain 
district  schools  of  the  county,  especially  in  places 
where  she  was  personally  acquainted.  A good  start 
was  made  last  year.  As  a result  of  this  work  the 
Washtenaw  County  Medical  Society  appointed  a 
committee,  consisting  of  Doctors  Gladys  Klein- 
schmidt,  and  Forsythe  of  Ann  Arbor,  and  Dr.  Snow 
°J  Ypsilanti.  This  committee  applied  to  the  Exten- 
sion Division  for  information  and  such  assistance 
as  might  be  available  in  connection  with  the  or- 
ganization of  the  work,  their  main  objective  being  to 
find  some  source  of  revenue  for  the  payment  of  trav- 
eling expenses,  telephone  calls,  and  so  forth,  inci- 
dent to  the  organization  of  the  county  schools. 
After  a conference  with  the  committee  it  was  sug- 
gested that  a larger  committee  be  appointed  includ- 
mg,  in  addition  to  the  three  doctors  selected  to 
represent  the  County  Medical  Society,  the  County 
Superintendent  of  Schools,  County  Nurse,  Mrs. 
Webber  representing  the  County  Federation  of 
Women’s  Clubs,  and  Dr.  C.  A.  Fisher  of  the  Uni- 
versity Extension  Division.  The  Extension  Division 
agreed  to  finance  the  project  up  to  a certain  amount. 

The  work  of  organization  was  done  through  the 
medium  of  personal  visits  to  the  various  country 
schools  by  the  County  Superintendent  of  Schools, 
Dr.  Gladys  Kleinschmidt,  and  Mrs.  Weber.  Most 
of  these  visits  were  made  by  Mrs.  Weber,  who  is 
thoroughly  acquainted  with  the  county  as  a result 
of  her  previous  exeperience.  There  are  130  one- 
room  rural  schools  in  operation  in  Washtenaw 
County.  Up  to  date  health  programs  have  been 
arranged  in  93  schools.  The  plan,  as  carried  out 
by  the  committee,  is  about  as  follows: 

The  first  step  is  to  have  some  person,  such  as 
the  County  Superintendent,  or  other  representative 
of  the  committee,  get  in  touch  with  the  district 
through  the  medium  of  the  local  teacher  and  the 
district  school  board.  If  all  concerned  are  agree- 
able to  the  idea,  of  having  one  or  more  health  lec- 
tures given,  the  school  then  makes  a formal  request 
for  such  a program.  This  request  is  sent  to  the 
chairman  of  the  County  Medical  Society  committee 
who  arranges  for  the  speakers.  In  some  cases  the 
doctors  use  their  own  cars  while  in  other  cases 
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members  of  the  Kiwanis  Clubs  of  Ann  Arbor  and 
Ypsilanti  have  provided  transportation. 

The  doctors  chosen  for  these  programs,  as  ar- 
ranged thus  far,  are  as  follows:  Doctors  Forsythe, 

Ross,  Wisdom,  Fopeana,  Emerson,  Gladys  Klein- 
schmidt,  Earl  E.  Kleinschmidt,  Jacox,  Jiminez,  Brace, 
Wessinger,  Sheldon,  Solis,  Law,  Freyberg,  Watson, 
Rugen,  and  Sacks  of  Ann  Arbor;  Dr.  DeTar  of 
Milan,  James  Foreman,  D.D.S.,  of  Clinton;  Dr. 
Worth  of  Ypsilanti;  Dr.  Durfee  of  Dexter;  Dr. 
Gates,  Mr.  Nebulung,  Mr.  Baroskey,  Mr.  Block,  Miss 
Sprague,  and  Miss  Spoeneman  of  the  University 
staff  and  Mrs.  Flora  Brown  of  the  Tuberculosis 
Association.  This  makes  a total  of  31. 

Sixty-five  lectures  in  the  series  have  thus  far 
been  given  and  arrangements  for  forty  more  are  in 
progress.  Most  of  these  lectures  were  given  in 
rural  schools,  although  some  were  given  in  con- 
nection with  grange  meetings  and  other  local  groups. 
Reports  of  the  lectures  up  to  date  show  an  average 
attendance  of  fifty.  When  we  consider  that  in  most 
of  our  rural  schools  the  attendance  is  usually  not 
more  than  twenty  at  the  outside,  the  average  attend- 
ance of  fifty  means  that  a relatively  large  percent- 
age of  parents  were  present. 

The  time  required  for  the  organization  of  the 
work  in  these  ninety-three  schools  was  about  fifteen 
days,  with  a total  car  mileage  of  1,270  miles. 

Lectures  outlines  on  subjects  previously  approved 
by  the  Joint  Committee  were  furnished  to  the  doc- 
tors. In  addition  to  this  there  were  added  to  our 
list  of  illustrative  material  for  these  lectures  some 
30  slides  which  were  prepared  and  paid  for  by  the 
Extension  Division.  The  Extension  Division  also 
paid  the  mileage  charges  and  telephone  and  postage 
bills. 

The  Washtenaw  County  health  project  may  be 
taken  as  an  indication  of  what  might  be  done  in 
other  counties  of  the  State,  provided  the  local  Medi- 
cal Society  and  the  County  Superintendent  of 
Schools  agreed  upon  a cooperative  working  plan. 
In  addition  to  this,  of  course,  it  would  be  necessary 
probably  to  have  some  local  person  interested  in 
health  work  assist  the  County  Superintendent  of 
Schools  and  the  chairman  of  the  health  education 
committee  of  the  county  medical  society  to  get  in 
touch  with  the  rural  communities.  If  such  a plan 
should  be  carried  out  next  year  in  other  counties, 
I cannot  too  strongly  urge  the  necessity  of  securing 
the  cooperation  of  the  County  Superintendent  of 
Schools. 

Experience  during  the  past  five  or  six  years  has 
demonstrated  the  fact  that  if  a well  organized  and 
continuous  health  program  is  to  be  carried  on 
through  the  assistance  of  physicians  and  dentists 
of  the  State,  some  person  should  be  employed  to 
act  as  contact  man  for  both  the  schools  and  the 
professional  men  concerned.  This  person  should 
preferably  hold  an  M.D.  degree.  This  gives  him  a 
standing,  both  with  the  schools  and  with  the  doctors. 
In  addition,  he  should  have  certain  qualifications  as 
a speaker.  Until  such  a field  man  can  be  secured 
for  our  health  education  work,  as  outlined  by  the 
Joint  Committee,  it  will  be  necessary  for  us  to 
carry  the  work  on  as  best  we  can  through  the 
office  of  the  Extension  Division  or  such  agencies 
as  may  be  available. 

W.  D.  Henderson,  Secretary. 

The  above  report  was  discussed  by  Dr. 
J.  D.  Bruce  of  Ann  Arbor.  The  Chairman 
referred  the  report  to  the  Committee  on 
County  Societies. 

6.  The  Editor,  J.  H,  Dempster,  submit- 


ted the  following  as  his  report  for  the  year 
as  Editor: 

editor’s  report 

To  the  President,  Chairman  of  the  Publication 
Committee  and  Members  of  the  Council : 

It  has  been  one  of  my  pleasant  duties  each  year 
since  my  appointment  as  editor  of  The  Journal  of 
the  Michigan  State  Medical  Society  to  give  a 
report  of  the  year  that  has  just  closed,  which  report 
refers,  I hope,  in  a modest  way  to  what  the  editor 
has  done  as  well  as  what  he  has  attempted  to  do. 
My  constant  effort  has  been  to  keep  The  Journal 
up  to  a certain  standard.  The  aim  has  been  high. 
Probably  not  so  much  can  be  said  of  the  perform- 
ance. As  I have  said  in  previous  reports,  the  twelve 
issues  of  the  year  are  before  you  to  judge  for 
yourselves.  It  is  almost  needless  to  say  that  the  dimi- 
nution of  finances  as  compared  with  the  fat  years 
has  necessitated  a smaller  journal.  This  has  been 
accomplished  largely  through  a matter  of  selection. 
Your  editor  is  firmly  of  the  belief  that  the  shorter 
article  stands  a greater  chance  of  being  read  by  a 
larger  number  of  doctors  than  those  of  greater 
length.  He  has  accordingly,  where  quality  permitted 
it,  given  preference  to  the  briefer  article.  While  The 
Journal  for  1933  is  150  pages  smaller  than  that  of 
1932,  it  contains  only  eighteen  papers,  or  an  average 
of  one  and  a half  a month  less  than  the  1932 
Journal.  The  number  of  editorials  in  1932,  Volume 
31,  was  seventy-three,  while  the  number  for  Volume 
32  (1933)  was  sixty-four.  The  call  for  space  in 
The  Journal  goes  on.  unabated  and  the  papers  vary 
in  length  from  those  which  can  be  read  in  a few 
minutes  to  several  the  size  of  an  ordinary  mono- 
graph. 

Editorially  we  have  confined  ourselves  to  such 
subjects  as  any  editor  might  be  expected  to  discuss 
with  a fair  degree  of  intelligence.  They  have  been 
subjects  for  the  most  part  economic  and  sociologic 
in  character.  The  more  scientifically  technical  sub- 
ject is  for  the  specialist.  One  feature  of  Volume  32 
( 1933)  which  is  worthy  of  comment  is  the  publica- 
tion of  the  lectures  which  are  given  each  year  by 
the  Beaumont  Foundation  under  the  auspices  of  the 
Wayne  County  Medical  Society.  The  1933  lectures, 
three  in  number,  by  the  noted  physiologist  of  Har- 
vard University  Medical  School,  Dr.  W.  B.  Cannon, 
marked  the  100th  Anniversary  of  the  publication  of 
William  Beaumont’s  epoch-making  book  which  con- 
tained his  discoveries  in  the  physiology  of  diges- 
tion. These  lectures  have  since  been  reprinted  in  a 
limited  edition. 

Regarding  the  quality  of  contributed  articles  we 
might  say  that  it  shows  an  improvement  each  year 
and  since  the  largest  room  in  the  world  is  the  room 
for  improvement,  it  is  hoped  that  writers  for  the 
medical  press  may  treat  the  matter  very  seriously 
even  to  the  extent  of  re-writing  their  papers  sev- 
eral times,  if  need  be,  under  competent  criticism. 

The  Publication  Committee  have  been  of  material 
assistance  and  my  sincere  thanks  is  accorded  them ; 
while  I have  endeavored  to  refrain  from  bothering 
them  with  the  details  of  the  editorial  function,  I 
have  not  been  backward  in  consulting  them  on  mat- 
ters involving  editorial  policy.  I have  had  the  fullest 
and  most  satisfactory  cooperation  from  the  Secre- 
tary in  his  capacity  as  business  manager  of  The 
Journal. 

The  cooperation  of  the  publisher,  likewise,  has 
been  beyond  reproach.  The  typographical  quality  of 
a journal  is,  of  course,  the  work  of  the  publisher, 
who  can  make  or  mar  the  efforts  of  contributor 
and  editor  when  each  has  done  his  best. 

J.  H.  Dempster. 


February,  1934 
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This  was  referred  to  the  Publication 
Committee. 

7.  J.  B.  Bradley,  Chairman  of  the  Leg- 
islative Committee,  addressed  the  Council 
on  the  program  of  the  policies  of  his  Com- 
mittee. These  were  discussed  in  detail,  but 
no  specific  action  was  taken  by  the  Council 
other  than  to  commend  Dr.  Bradley  and  his 
committee  for  their  aggressive  activity. 

8.  The  Secretary  presented  several  com- 
munications from  the  Crippled  Children’s 
Commission,  from  the  Marquette-Alger 
County  Society  and  from  certain  other 
county  organizations.  These  were  discussed 
by  Drs.  Manthei,  Baker,  Perry  and  Bruce. 
No  action  was  taken  at  this  time,  inasmuch 
as  the  Secretary  reported  that  Dr.  Fensch, 
a member  of  the  State  Commission,  would 
appear  before  the  Council  at  a later  hour. 

9.  The  Chairman  and  the  Secretary  out- 
lined the  activities  that  had  been  pursued 
by  the  officers  and  the  Executive  Committee 
in  all  matters  related  to  the  State  applica- 
tion of  the  regulations  of  Federal  Emer- 
gency Relief  Commission  and  the  C.  W.  A. 
These  were  referred  to  the  Committee  on 
County  Societies. 

10.  The  Treasurer,  William  A.  Flyland, 
presented  the  following  as  his  annual  re- 
port : 

TREASURER’S  REPORT— 1933 
Members  of  the  Council : 

I have  the  honor  to  present  to  the  members  of 
the  Michigan  State  Medical  Society  my  report  as 
Treasurer  for  the  year  1933. 

As  required  by  "the  by-laws  of  the  Society,  the 
usual  indemnity  bond  was  filed  with  the  State  Sec- 
retary. 

The  following  bonds  are  now  in  my  holding : 


Peoples  Light  and  Power  Corp S/2%  2,000 

New  England  Gas  & Electric  Co 5%  2,000 

Am.  Telephone  and  Telegraph  Co 5%  2,000 

Community  Power  and  Light  Co 5%  2,000 

Pennsylvania  Railroad  Co — 5%  2,000 

National  Electric  Power  Co 5%  5,000 

Herald  Square  Building 6%  2,000 

United  Light  and  Power  Corp 5 / % 2,000 

Lower  Broadway  Properties,  Inc 6%  2,000 

Associated  Gas  and  Electric  Corp 5%  2,000 

New  York  Central  Railroad  Co 4%  2,000 

G.  R.  Affiliated  Corp - - 5%  7,000 

Palmer  Building  Corp 6%  2,000 


Regarding  the  foregoing,  I wish  to  make  the  fol- 
lowing statement : 

Palmer  Building  Corporation — $2,000 — check  for 
$150,  principal,  dated  October  25,  1933,  delivered  to 
the  State  Secretary.  Bonds  in  default. 

Lower  Broadway  Properties,  Inc.  Bonds  in  de- 
fault. 

I hold  Certificate  of  Deposit  of  the  National  Gas 
and  Electric  Corporation — $2,400,  signed  by  the 
Northern  Trust  Co. 

Also  hold  receipt  for  Certificate  of  Deposit  cov- 
ering $3,000  Michigan  Fuel  and  Light  Co.,  6 per  cent 
Series  “’A”  Bonds,  to  be  exchanged  for  new  securi- 
ties. 

The  following  bonds  were  authorized  to  be  used 
as  collateral  by  the  Secretary  for  various  loans  and 
were  deposited  and  returned  when  the  notes  were 
paid  in  full  as  follows : 


November  22,  1932 — Loan  from  bank $1,500.00 

December  31,  1932  “ “ “ 2,300.00 


Collateral : 

New  York  Central  Railroad  Co 2,000.00 

Pennsylvania  Railroad  Co 1,000.00 

G.  R.  Affiliated  Corporation 5,000.00 

June  16,  1933 — Paid  in  full  and  collateral  returned. 

July  12,  1933 — Loan  from  bank $2,500.00 

Collateral : 

American  Telephone  and  Telegraph  Co 2,000.00 

Pennsylvania  Railroad  Co 1,000.00 

International  Telephone  and  Teleg.  Co 2,000.00 

Loan  has  not  been  paid  to  date. 

I attach  hereto  your  Auditor’s  rating. 

Respectfully, 


William  A.  Hyland,  Treasurer. 

This  was  referred  to  the  Finance  Com- 
mittee. 

11.  Dr.  William  J.  Stapleton,  Jr.,  Chair- 
man of  the  Medico-Legal  Committee,  sub- 
mitted the  following  as  his  annual  report: 

REPORT  OF  MEDICO-LEGAL  COMMITTEE 
MEDICO-LEGAL  REPORT 

Following  is  the  report  of  the  Medico-Legal  Com- 
mittee for  the  year  1933.  The  chairman  desires  to 
thank  the  members  of  the  committee  for  their  part 
in  carrying  on  the  work.  A special  word  of  thanks 
is  due  Dr.  Anaus  McLean  for  his  valuable  help 
and  counsel  and  his  appearance  in  court.  Thanks 
are  also  due  our  attorney,  Mr.  Herbert  Barbour, 
and  Mr.  Purdy,  of  his  office,  who  have  been  of 
much  help  in  the  year’s  work.  The  intercourse  be- 
tween the  committee  and  Mr.  Barbour’s  office  has 
been  most  cordial  and  helpful.  We  also  extend 
our  thanks  to  Dr.  F.  C.  Warnshuis,  Secretary,  for 
his  help. 

As  in  previous  reports,  we  again  call  attention  to 
the  many  malpractice  cases.  The  cases  listed  do  not 
include  the  many  threats  which  have  not  as.  yet 
reached  the  courts.  We  feel  that  every  physician 
should  be  on  his  guard  constantly  so  as  to  avoid 
any  reason,  real  or  alleged,  for  a malpractice  suit. 
It  behooves  every  one  of  us,  general  practitioner 
and  specialist,  to  be  very  careful  how  we  act  to- 
ward people  who  come  to  us.  This  is  especially  true 
where  complaints  are  registered  against  the  former 
physician.  An  unwise  statement  may  be  the  cause 
‘ of  a malpractice  suit.  Again  we  stress  the  fact  that 
x-rays  should  be  taken  in  all  fracture  cases  before 
and  after  reduction  and  before  discharge.  It  also 
is  wise  to  pay  particular  attention  to  any  cases  you 
take  care  of  for  the  Welfare  or  in  the  various 
projects  sponsored  by  the  City,  State  or  National 
Government. 

The  question  of  what  constitutes  a correct  and 
sufficient  examination  has  been  fought  out  in  the 
courts.  This  refers  to  the  matter  of  blood  counts, 
taking  of  temperatures  and  the  method  of  examina- 
tion. Also  the  question  of  when  a physician  should 
make  a call.  We  feel  that  all  physicians  should 
acquaint  themselves  with  their  right  and  privileges 
as  doctors.  We  suggest  the  reading  of  such  a book 
as  “Medical  Jurisprudence,”  by  Scheffel.  The  mal- 
practice suit  is  now  generally  accepted  as  a type 
of  a “racket.”  No  physician  can  afford  to  practice 
without  protection  of  some  kind.  Verdicts  are  be- 
ing given  against  physicians  in  all  sorts  of  cases 
by  juries.  Some  of  the  verdicts  have  been  very 
large. 

We  have  caused  to  be  published  in  our  Journal 
and  have  made  talks  regarding  malpractice  to  various 
groups.  With  all  our  efforts  the  cases  are  increas- 
ing. Whether  it  is  as  Mr.  Barbour  states  in  his 
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report  a desire  to  secure  easy  money  or  not  it  is 
up  to  each  of  us  to  guard  not  only  oneself  but  his 
brother  doctor  in  every  way.  We  are  surely  “our 
brother’s  keeper”  in  these  days.  The  old  saying, 
“United  We  Stand,  Divided  We  Fall,”  applies  to 
the  doctors  not  only  in  the  menace  of  malpractice 
but  to  the  whole  fabric  of  medicine. 

We  ask  your  careful  consideration  of  Mr.  Bar- 
bour’s report. 

PARTIAL  CLASSIFICATION 

Treatment  of  eye  case. 

Treatment  of  jaw. 

Steel  in  eye  (2). 

Burn  by  electrode — burn  by  heat  lamp — 11. 

Hernia  operation — $250,000  asked — settled  for  $50.00. 

Scrotal  hernia — Hernia  operation — 2. 

Fracture — leg — 6. 

Fracture — improper  setting — 2. 

Fracture — resulting  in  amputation. 

Fracture — elbow  joint. 

Fracture — leg. 

Fracture — shoulder. 

Fracture — shoulder. 

Fracture — improper  setting. 

Fracture — arm — 3. 

Heat  machine — burn. 

Loss  of  service  by  husband. 

Chronic  appendicitis — alleged  malpractice. 

Treatment  of  infection  of  nose. 

Mental  case — improper  restraint. 

Demands  for  refund  of  money. 

Breaking  off  of  needle  in  doing  spinal  puncture. 

Breaking  off  of  needle  in  right  breast. 

Failure  to  properly  diagnose  spinal  meningitis. 

Removal  of  wrong  bone  in  wrist  operation. 

Sinus  operation. 

Assault  and  battery. 

Confinement  case — lack  of  care — 1.  _ 

Confinement  cases — burned  by  solution  used  by  doctor — 2. 
Removal  of  tonsils  resulting  in  loss  of  sight. 

Removal  of  tonsils — deaf  while  taking  anesthetic. 

Improper  methods  to  have  plaintiff  declared  incompetent. 
Improper  diagnosis  and  treatment — 3. 

Death  following  treatment. 

Threats — 8 cases. 

Vokeman’s  paralysis  following  fracture. 

Malpractice:  involving  amputation  of  finger ; when  doctor 
is  dead;  in  operating;  after  operation;  in  operating; 
alleging  doctor  did  not  make  proper  check  of  glasses 
after  prescription  was  filled ; following  operation  when 
rubber  tube  was  used  for  drainage  and  adhesive  plaster 
was  used  instead  of  a safety  pin;  poliomyelitis — alleged 
wrong  diagnosis ; goiter  operation ; extraction  of  teeth — 
not  enough  attention ; burn  by  iodine  following  abdom- 
inal and  vaginal  operation ; automobile  accident— wrong 
treatment;  hemmorhoids — death  following  anesthetic:  kid- 
ney operation — leaving  of  drainage  sponge  in  wound 
(leaving  sponge  serious),  the  doctor  is  dead  and  suit 
is  against  the  estate;  cross  bill  alleging  malpractice. 

We  started  to  keep  a record  of  the  telephone  calls 
and  office  consultation  regarding  various  phases  of 
medico-legal  matter,  but  gave  it  up.  A few  of  the 
cases  will  give  you  an  idea. 

1.  Does  a doctor  have  to  obey  a subpoena? 

2.  Does  a doctor  have  to  act  as  an  expert  witness? 

3.  Does  a doctor  have  to  give  information  in  a case? 

4.  What  about  our  duties  testifying  against  another  in 
court? 

5.  What  can  be  done  about  a man  who  calls  himself  a 
doctor? 

6.  Doctor  asks  information  regarding  a morphine  addict 
threatening  hint. 

7.  What  about  fees  for  testifying  for  insurance  com- 
panies? 

8.  Asked  to  obtain  proper  release  forms  for  hospitals. 

9.  Asked  by  attorney  to  provide  him  with  an  expert. 

10.  Dr.  McLean  and  I had  conference  with  Mr.  Barbour 
resulting  in  30  per  cent  discount  on  all  service  for 
1933. 

11.  Consultation  with  Medical  Protection  Company  regard- 
ing situation  in  Allegan  County. 

12.  Doctors  and  clinics:  Can  a doctor  doing  clinic  work 

be  sued? 

13.  Matter  of  doctor  acting  in  adoption  case. 

14.  Can  a doctor  charge  for  telephone  call? 

15.  Doctor  acting  as  witness  in  a will  case. 

The  above  are  just  a few — every  case  requires 
correspondence,  talks  with  the  attorney  and  with 
the  doctors.  There  is  much  personal  contact  in  these 
cases. 


The  committee  would  appreciate  any  constructive 
cricticism. 

INDEMNITY  INSURANCE 

The  Medico-Legal  Committee  received  a letter 
from  the  Secretary  of  the  Society  regarding  a study 
and  investigation  of  malpractice  insurance.  You 
have  each  received  a copy  of  the  same  and  for  that 
reason  the  letter  is  not  given  here.  In  this  letter 
was  set  forth  the  various  phases  of  the  question. 
The  chairman  of  the  Medico-Legal  Committee  was 
requested  to  take  the  matter  up  with  his  committee 
and  with  our  attorney,  Mr.  Herbert  Barbour,  and 
supply  such  additional  facts  and  recommendations 
as  they  thought  pertinent  to  the  Council. 

This  letter  was  accompanied  by  a proposed  group 
plan  of  insurance  from  the  Aetna  Insurance  Co. 
This  you  are  also  familiar  with.  • We  have  placed 
in  this  report  correspondence  with  the  Aetna  Com- 
pany. 

1.  The  Secretary  has  given  an  excellent  resume 
of  the  work  of  the  committee. 

2.  Your  chairman  sent  letters  to  Doctors  Bruce, 
Carr  and  Manwarring  of  the  committee.  The  ques- 
tion has  been  talked  over  numerous  times  with  Dr. 
Angus  McLean.  The  letters  of  Doctors  Carr  and 
Manwarring  are  presented  as  part  of  the  report 
and  should  be  read  as  expressing  their  sentiments 
regarding  the  plan. 

Dr.  Angus  McLean  is  of  the  opinion  that  the 
present  method  is  the  correct  one.  Dr.  Bruce  has 
not  replied.  Mf.  Herbert  Barbour’s  letter  is  made 
part  of  this  report.  We  have  gone  into  the  matter 
quite  fully  but  not  sufficiently  to  exhaust  all  sources 
of  information. 

1.  The  main  objection  to  the  present  method  is 
one  of  finance.  As  our  Secretary  so  ably  states, 
we  do  not  see  how  any  great  reduction  can  be  made 
by  use  of  the  group  plan. 

2.  There  is  also  this  objection — some  members 
feel  they  are  paying  for  the  upkeep  of  the  Medical 
Defense  beside  carrying  on  other  insurance.  Even 
if  they  were  given  a credit  of  some  sort,  it  would 
be  only  a small  amount.  In  this  connection,  I would 
like  to  have  definite  information  as  to  how  many 
members  actually  carry  additional  insurance.  Esti- 
mates vary  from  25  to  50  per  cent  of  the  member- 
ship. 

3.  There  is  also  the  question  of  a monopoly — 
also  a legal  point  (see  case  of  DeHaan  vs.  Winter) 
Vol.  262 — Michigan  Reports,  on  page  192 — a copy  is 
enclosed. 

4.  I have  had  some  correspondence  with  the 
New  York  Academy  of  Medicine  and  New  York 
State  Medical  Society,  where  the  Aetna  have  a 
group  plan.  The  prices  for  insurance  are  much 
higher  than  the  one  offered  us  in  Michigan.  We 
have  also  received  information  from  Ohio,  Illinois 
and  the  A.  M.  A.  Illinois  State  Medical  Society 
use  the  same  plan  as  our  present  one — cost  $1.20  per 
member  a year.  Ohio  budgets  a lump  sum  of 
$5,000  a year.  Their  per  capita  is  from  40  to  60 
cents  a year.  A.  M.  A.- — In  the  Bulletin  of  the 
A.  M.  A.  for  December,  1926,  January  and  Febru- 
ary, 1927,  and  December,  1928,  are  exhaustive  re- 
ports of  the  Medical  Defense  Methods  of  the  vari- 
ous state  societies.  We  will  have  these  copies  at 
the  meeting  for  your  use,  if  desired. 

5.  There  is  no  assurance  that  the  amounts  offered 
this  year  will  be  the  same  in  years  to  come.  This 
will  depend,  as  I understand  it,  on  the  experience 
of  the  company. 

6.  In  Doctor  Manwarring’s  report  there  is  a long 
list  of  the  various  group  plans.  I am  sending  this 
along  for  your  information. 

In  my  own  opinion,  I think  the  matter  is  one  that 
requires  considerable  study.  It  means  a change  in 
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the  Constitution  of  the  Society.  It  cannot  be  put 
into  force  at  once  and  for  that  reason  the  neces- 
sary machinery  must  be  kept  in  working  order. 
The  new  company  would,  of  course,  not  take  over 
the  present  litigation.  Just  how  long  a time  would 
he  necessary  to  get  the  plan  in  working  order  no 
one  can  tell.  The  above  suggestions,  together  with 
the  various  enclosures  make  up  a preliminary  report 
for  your  consideration. 

Respectfully  submitted, 

William  J.  Stapleton,  Jr.,  Chairman. 

Mr.  Herbert  V.  Barbour,  tbe  Society’s 
attorney,  addressed  the  Council  upon  the 
problems  of  the  Committee  and  matters  of 
insurance  and  discussed  many  of  the  cases 
that  were  now  on  the  Committee’s  docket. 
There  were  many  questions  asked  and  a gen- 
eral discussion  ensued,  after  which  the  re- 
port was  referred  to  the  Committee  on 
County  Societies. 

12.  Dr.  Fensch,  member  of  the  State 
Committee  on  Crippled  Children,  addressed 
the  Council  upon  his  problems  and  the  prob- 
lems of  the  committee  and  requested  guid- 
ing advice.  The  questions  presented  by  Dr. 
Fensch  were  referred  to  the  Committee  on 
County  Societies. 

13.  The  Council  adjourned  at  5:50 
P.  M. 

Following  adjournment  the  Council  was 
the  guest  of  the  Wayne  County  Medical 
Society  for  dinner  at  their  Society  Head- 
quarters, and  following  the  dinner  the  Coun- 
cil joined  with  the  Wayne  County  Medical 
Society  in  its  regular  weekly  meeting.  The 
Wayne  County  meeting  was  addressed  by 
President  Le  Fevre,  President-Elect  Smith, 
Chairman  Corbus  and  the  Secretary. 

Second  Session 

The  Council  convened  in  second  session 
in  the  Statler  Hotel  at  9:00  A.  M.,  January 
16,  1934. 

With  the  Chairman  presiding  the  follow- 
ing Councillors  were  present — Corbus,  Cum- 
mings, Perry,  Hafford,  McIntyre,  Powers, 
Van  Leuven,  Brunk,  Heavenrich,  Boys, 
Treynor,  Urmston,  Cook,  Carstens  and 
Manthei.  There  were  also  present  President 
Le  Fevre,  President-Elect  Smith,  Editor 
Dempster,  Treasurer  Hyland  and  the  Sec- 
retary. 

14.  The  following  report  of  the  Publi- 
cation Committee  was  presented: 

REPORT  OF  PUBLICATION  COMMITTEE 

As  your  temporary  chairman  I wish  to  report  the 
actions  of  the  Publication  Committee  for  the  year 

1933. 

I wish  to  state  first  that  the  organization  has  lost 
a most  valuable  servant  in  Dr.  Bruce,  and  I sense 


the  loss  to  the  Publication  Committee  when  I scan 
over  the  reports  of  this  committee  for  the  past  few 
years.  The  Society  and  Council  owe  him  a deep 
debt  of  gratitude  for  the  service  he  has  given. 

One  formal  meeting  of  the  committee  was  held 
in  Detroit  at  which  time  Doctors  Dempster  and 
Brunk  sought  to  instruct  and  acquaint  me  with  the 
problems  and  policies  of  the  Journal.  At  this  meet- 
ing I expressed  the  thought  that  inasmuch  as  medi- 
cal men  throughout  the  country  and  particularly  in 
Michigan  are  intensely  interested  in  economic  ques- 
tions, that  we  devote  more  space  to  articles  of  that 
nature.  I still  am  of  that  opinion  and  would  sug- 
gest that  our  profession  be  solicited  for  proper 
articles  discussing  economic  problems. 

The  question  of  a change  in  publisher  was  dis- 
cussed early  in  the  year.  We  think  it  best  to  con- 
tinue with  the  present  publisher,  who  has  been  kind 
and  generous  and  who  has  given  us  highly  satis- 
factory service. 

It  has  come  to  our  attention  that  book  publishers 
will  no  longer  extend  their  advertising  in  State 
Journals.  In  this  connection  it  is  pointed  out  that 
if  State  Journal  publishers  would  not  give  an  ex- 
tended review  of  medical  books,  these  book  pub- 
lishers would  possibly  be  forced  to  advertise  again 
in  our  Journal.  This  problem  I think  is  one  which 
merits  discussion.  I wish  to  compliment  Doctor 
Dempster  on  the  very  fine  Journal  he  edits.  Our 
Journal  stands  high  in  America.  Its  fineness  in 
every  department  stands  as  a compliment  to  him. 

We  wish  to  pay  our  respects  to  our  secretary 
for  his  great  ability  in  procuring  for  the  Journal 
the  advertising  necessary  for  its  continued  existence 
as  a worth-while  publication. 

Respectfully  submitted, 

A.  S.  Brunk, 
Frederick  A.  Baker. 

Upon  motion  of  Powers-Cummings,  after 
a discussion  of  the  report,  it  was  directed 
that  the  Publication  Committee  should 
exercise  great  care  in  publishing  contributed 
articles  on  economic  problems  in  the  Jour- 
nal. 

Upon  motion  of  Cummings-Powers  the 
report  of  the  Publication  Committee  was 
adopted. 

15.  The  report  of  the  Committee  on 
County  Societies,  which  was  read  by  Doctor 
Treynor,  section  by  section,  at  the  request 
of  the  Chairman  of  the  Committee,  C.  E. 
Boys,  follows: 

We  would  recommend  adoption  of  changes  as 
suggested  for  annual  meeting,  especially  as  relates 
to  elimination  of  evening  meeting. 

As  regards  facilities  for  post  graduate  study,  we 
feel  that  this  feature  should  receive  further  empha- 
sis to  the  membership  as  of  vital  importance  to 
the  practitioners  of  the  state.  We  commend  Doctor 
Bruce  for  his  efforts  in  this  connection  and  urge 
that  he  continue  to  expand  these  facilities  as  rap- 
idly as  possible. 

We  urgently  recommend  the  renewal  of  Councilor 
district  meetings  as  soon  as  finances  permit. 

We  recommend  the  continuance  of  annual  con- 
ference of  County  Secretaries  and  that  actual  ex- 
penses be  paid  as  in  the  past. 

We  recommend  the  adoption  of  the  report  as 
a whole  and  commend  the  Secretary  on  the  form 
and  thoroughness  of  same. 
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REPORT  OF  MEDICO-LEGAL  COMMITTEE 

We  recommend  the  adoption  of  the  report  of 
Doctor  Stapleton’s  committee  as  a whole. 

INDEMNITY  INSURANCE 

Your  Committee  feels  that  indemnity  insurance 
should  remain  an  individual  or  county  concern  and 
therefore  have  no  recommendations  to  offer,  feeling 
that  it  is  outside  the  function  of  the  State  Society 
to  foster  any  particular  plan  of  insurance. 

The  Committee  unanimously  endorses  the  con- 
tinuance of  our  present  plan  of  medico-legal  defense. 

ECONOMICS  COMMITTEE 

We  commend  the  adoption  of  the  report  as  read. 

JOINT  COMMITTEE  ON  HEALTH  EDUCATION 

We  recommend  that  some  official  acknowledg- 
ment of  appreciation  should  emanate  from  the 
Council  to  Mr.  McGregor  for  making  the  continua- 
tion of  the  Survey  possible  and  to  Dr.  Bruce  for 
his  efforts  in  obtaining  this  aid. 

REPORT  OF  LEGISLATIVE  COMMITTEE 

We  endorse  the  remarks  made  by  the  Chairman 
relative  to  the  plan  of  closer  liaison  with  County 
Society  Committees. 

CRIPPLED  children’s  COMMISSION 

It  is  the  belief  of  this  Committee  that  the  phy- 
sicians of  the  Upper  Peninsula  desire  the  services 
of  an  orthopedic  surgeon  for  the  Upper  Peninsula 
and  that  a substantial  saving  could  be  made  to  the 
state  by  establishing  this  service. 

We  recommend  that  this  position  shall  be  handled 
on  a fee  basis  as  is  done  elsewhere  in  Michigan 
rather  than  on  a fixed  salary  basis. 

We  solicit  the  discussion  of  the  Council  as  re- 
gards the  method  of  making  appointment  to  this 
position. 

CANCER  COMMITTEE 

Request  for  funds  of  mailing  expense. 

COUNCIL  ACTION 

The  following  actions  were  taken  and 
motions  made  during  the  consideration  of 
the  Committee’s  report: 

a.  It  was  moved  by  Councilors  Cook- 
Mclntyre  that  it  was  consensus  of  the  Coun- 
cil that  renewed  activity  be  featured  in  the 
conducting  of  councilor  district  Post  Grad- 
uate Conferences.  That  the  supervision  and 
direction  and  the  formulation  of  the  pro- 
grams for  these  Post  Graduate  Conferences 
be  delegated  to  the  Secretary  and  the  Chair- 
man of  the  Council’s  Committee  on  County 
Societies. 

b.  It  was  moved  by  Cook-Mclntyre  that 
no  honorarium  per  diem  be  allowed  to 
speakers  participating  in  these  Conferences 
unless  they  are  required  to  spend  more  than 
one  day  in  fulfilling  their  engagement  and 
that  then  an  honorarium  should  be  paid  only 
for  one  day. 

c.  It  was  moved  by  Heavenrich-Urmston 
that  when  an  honorarium  for  a speaker  was 
to  be  paid,  that  the  sum  be  limited  to  $25.00. 

d.  It  was  moved  by  Treynor-Van  Leu- 
ven that  steps  be  taken  towards  encouraging 
these  conferences  at  an  early  date. 


e.  It  was  moved  by  Mclntyre-Urmston 
that  the  Chairman  of  the  Council’s  Commit- 
tee on  County  Societies  and  the  Secretary 
be  authorized  to  cooperate  with  the  Director 
of  the  Department  of  Post  Graduate 
of  Medicine  of  the  University  of  Michigan 
for  the  purpose  of  accomplishing  a continu- 
ation and  extension  of  Post  Graduate 
Courses  and  that  these  two  representatives 
confer  with  Doctor  Bruce  for  that  purpose. 

f.  On  motion  of  Perry-Hafford  the  re- 
port of  the  Joint  Committee  on  Public 
Health  Education  was  accepted  and  that  the 
Society’s  representatives  on  the  Joint  Com- 
mittee be  directed  to  support  the  plan  of 
county  activities  and  urge  its  active  promo- 
tion in  every  county. 

g.  Councilors  voiced  sincere  appreciation 
for  the  contribution  of  $7,500.00  made  by 
Mr.  Tracey  YV.  McGregor  to  defray  ex- 
penses of  the  work  of  our  Committee  on 
Economics  and  for  the  efforts  reflected  by 
Doctor  Bruce  in  securing  this  contribution. 
Upon  motion  of  Carstens-Mclntyre  the  Sec- 
retary was  directed  to  send  to  Mr.  Mc- 
Gregor and  to  Doctor  Bruce  an  expression 
of  the  Council’s  appreciation  and  thanks. 

h.  Upon  motion  of  Cook-Mclntyre  the 
Secretary  was  directed  to  address  a commu- 
nication to  all  officers  of  the  Society  and 
to  all  chairmen  and  members  of  Society 
Committees  calling  to  their  attention  the 
provisions  of  our  By-Laws  in  regard  to  the 
publication  of  interviews,  the  imparting  of 
information  and  the  release  of  reports  be- 
fore official  action  had  been  reported  by 
the  House  of  Delegates  or  the  Council  when 
acting  in  behalf  of  the  House  of  Delegates 
and  to  urge  that  strict  compliance  with  an 
adherence  to  these  provisions  be  featured 
in  all  matters  pertaining  to  organizational 
activities  or  organizational  problems. 

i.  Upon  recommendation  of  President- 
Elect  Smith  and  by  motion  of  Councilors 
Heavenrich-Mclntyre  the  Secretary  was  di- 
rected to  transmit  the  foregoing  action  in  a 
week-end  table  to  our  commission  that  is 
now  in  England. 

j.  There  was  a prolonged  discussion 
upon  the  questions  raised  by  the  Crippled 
Children’s  Commission.  It  was  evidenced 
that  there  was  need  in  the  Upper  Peninsula 
for  a competent  and  adequately  trained 
orthopedic  surgeon  and  that  such  a man 
was  not  at  present  available  from  among 
the  profession  of  the  Tipper  Peninsula.  It 
was  further  represented  that  the  local  pro- 
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fession  of  the  Upper  Peninsula  would  wel- 
come an  orthopedic  surgeon  under  certain 
limitations  and  conditions.  It  was  further 
demonstrated  that  there  were  not  a sufficient 
number  of  orthopedic  cases  in  the  Upper 
Peninsula  to  support  an  independent  ortho- 
pedic man.  It  was  further  imparted  that  the 
expenses  placed  upon  counties  for  sending 
in  cases  to  the  Lower  Peninsula  were  ex- 
cessive. It  was  also  revealed  that  the  pro- 
fession of  the  Upper  Peninsula  would  wel- 
come the  educational  and  training  benefit 
that  would  come  to  them  by  having  a quali- 
fied orthopedic  surgeon  located  in  the  Upper 
Peninsula. 

Upon  motion  of  Manthei-Mclntyre  the 
Council  endorsed  the  plan  of  a full  time 
orthopedic  surgeon  for  the  Upper  Penin- 
sula provided  he  was  employed  by  the  Com- 
mission under  the  same  terms  that  govern 
the  present  full  time  pediatrician  who  is 
now  a resident  in  the  Upper  Peninsula 
under  the  supervision  of  the  Medical  De- 
partment of  the  University  of  Michigan  and 
that  his  teaching  and  consulting  activities 
be  under  such  control  and  in  agreement  with 
the  wishes  and  actions  of  the  officers  of  the 
Upper  Peninsula’s  Medical  Society. 

k.  Upon  motion  of  Boys-Cook  the  Coun- 
cil referred  back  to  the  Crippled  Children’s 
Commission  the  problem  of  fee  schedule. 

l.  Upon  motion  of  Van  Leuven-Perry 
the  problem  of  tubercular  child  was  dis- 
cussed and  the  Council  recommended  that 
only  the  tubercular  child  with  orthopedic 
complications  should  become  a ward  of  the 
Crippled  Children’s  Commission  and  that 
the  tubercular  child  with  non-orthopedic 
complications  be  continued  imder  the  pres- 
ent arrangements  and  care  of  the  tubercu- 
losis organizations. 

16.  Upon  motion  of  Boys-Treynor  the 
report  of  the  Council’s  Committee  on 
County  Society  activities  was  adopted  as 
read  and  amended  by  the  foregoing  mo- 
tions. 

17.  The  Finance  Committee’s  Report 
was  as  follows: 

a.  That  the  financial  report  of  the  Secretary,  ac- 
companied by  the  auditor’s  report,  be  adopted. 

b.  The  Council  devoted  much  time  to  the  dis- 
cussion of  the  budget  for  1934. 

c.  Upon  motion  of  Mclntyre-Urmston  the  dues 
for  1934  were  placed  at  $8.50  per  member. 

d.  Upon  motion  of  Powers-Brunk  the  following 
budget  for  1934  was  adopted : 

Income 

3,200  Members  @ $8.50 $27,200.00 

Interest 1,200.00 


Appropriations 

Defense  Fund  $1.00 $ 3,200.00 

Journal  Subscriptions  $1.50 4,800.00 

Rent,  Phone  and  Light 1,400.00 

Annual  Meeting - 750.00 

Post  Graduate  Conferences 750.00 

Committee  Expenses 500.00 

Legislative  Committee 1,500.00 

Council  Expense  1,200.00 

Postage  - 450.00 

A.  M.  A.  Delegates 300.00 

Stenographic  2,500.00 

Society  Expense 1,500.00 

Secretary  - 4,000.00 

Notes  Payable 2,500.00 

Committee  Reserve 400.00 

Economics  Committee - 500.00 

Contingent  Fund 2,150.00 

• $28,400.00 

Journal  Budget 
Income 

Advertising  $ 6,000.00 

Subscriptions  4,800.00 

$10,800.00 


Expenses 


Printing  $ 7,000.00 

Editor  2,250.00 

Editor’s  Expenses — 500.00 

Reserve  - - 1,050.00 

$10,800.00 


e.  The  Council  considered  the  budget  presented  by 
the  Economics  Committee.  The  Secretary  was  di- 
rected to  return  to  the  Economics  Committee  this 
budget  with  the  request  that  it  be  reviewed  and 
presented  to  the  Executive  Committee  at  its  next 
meeting. 

f.  Upon  motion  of  Urmston-Heavenrich,  the 
Committee  on  Economics  was  requested  that  when 
it  reviews  its  budget  it  give  consideration  and  in- 
clude an  honorarium  for  Doctor  Luce  for  the  pur- 
pose of  compensating  him  for  fixed  expenses  that 
continued  during  his  absence. 

g.  Upon  motion  of  Boys-Carstens  the  request  of 
the  Cancer  Committee  for  a postage  appropriation 
was  approved. 

h.  Upon  motion  of  Perry-Hafford  the  Treasurer’s 
report  was  adopted. 

i.  Upon  motion  of  Heavenrich-Cummings  the 
Secretary’s  salary  was  continued  at  $4,000. 

j.  Upon  motion  of  Cook-Mclntyre  the  Editor’s 
salary  was  fixed  at  $2,250  and  an  allowance  of  $500 
for  postage  and  stenographic  services  was  made. 

k.  Upon  motion  of  Carstens-Van  Leuven  the  re- 
port of  the  Finance  Committee  with  the  foregoing 
comments  and  actions  was  adopted. 


ANNUAL  MEETING 

18.  Upon  motion  of  Boys-Manthei  the 
dates  for  the  1934  Annual  Meeting  in  Bat- 
tle Creek  were  fixed  as  September  12,  13 
and  14. 


ELECTIONS 

19a.  Upon  motion  of  McIntyre,  sup- 
ported by  many,  F.  C.  Warnshuis  was  unan- 
imously elected  as  Secretary  for  the  ensuing 
year. 

b.  Upon  motion  of  Mclntyre-Heaven- 
rich,  J.  H.  Dempster  was  unanimously 
elected  Editor  for  the  ensuing  year. 

c.  Upon  motion  of  Perry- Van  Leuven, 
Wm.  A.  Hyland  was  elected  Treasurer  for 
the  ensuing  year. 

d.  Upon  motion  of  Hafford-Cummings, 
the  election  of  members  to  constitute  the 
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Medico-Legal  Committee  was  referred  to 
the  Executive  Committee  of  the  Council 
with  power  to  act. 

20.  Upon  motion  of  Hafford-Treynor, 
the  question  of  employing  reporters  for  the 
scientific  sections  was  referred  to  the  Exec- 
utive Committee  of  the  Council  with  power 
to  act. 

No  further  business  being  introduced  and 
there  being  no  further  business  to  come  be- 
fore the  Council,  the  Council  adjourned 
upon  motion  of  Van  Leuven-Powers. 

(Signed)  F.  C.  Warnshuis, 

Secretary. 
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BAY  COUNTY 

The  annual  meeting  of  the  Bay  County  Society 
was  held  Wednesday  evening,  December  13,  1933, 
at  the  Hotel  Wenonah.  Retiring  President  Huckins 
called  the  meeting  to  order  with  forty-seven  mem- 
bers present.  As  has  been  the  custom  in  Bay  County 
for  many  years,  the  members  were  the  guests  of 
President  Huckins  at  a full-course  turkey  dinner. 

The  program  of  the  evening  was  featured  by  the 
address  of  Dr.  George  LeFevre,  President  of  the 
Michigan  State  Medical  Society. 

The  annual  report  of  the  Secretary-Treasurer  was 
made  and  accepted,  as  were  the  reports  of  the  stand- 
ing committees. 

Officers  were  elected  for  1934  as  follows: 

President,  Dr.  J.  H.  McEwan ; president-elect,  Dr. 
S.  L.  Ballard;  secretary-treasurer,  Dr.  L.  Femald 
Foster;  censors,  Doctors  R.  N.  Sherman,  A.  W. 
Herrick,  V.  H.  Dumond;  medico-legal  officer,  Dr. 
A.  W.  Herrick;  permanent  delegate,  Dr.  L.  Femald 
Foster;  alternate  delegate,  Dr.  E.  S.  Huckins. 

Committee  appointments  are  as  follows : 

Executive  Committee.— Dr.  J.  H.  McEwan,  chair- 
man; Dr.  S.  L.  Ballard,  Dr.  L.  F.  Foster,  Dr.  P.  R. 
Urmston,  Dr.  R.  N.  Sherman,  Dr.  M.  R.  Slattery, 
Dr.  C.  S.  Tarter,  Dr.  E.  S.  Huckins,  and  Dr.  V.  H. 
Dumond. 

Public  Relations  Committee. — Dr.  R.  C.  Perkins, 
chairman ; Dr.  P.  R.  Urmston,  Dr.  E.  C.  Miller,  Dr. 
P.  R.  Urmston,  ex-officio,  and  Dr.  L.  F.  Foster,  ex- 
officio. 

Legislative  Committee. — Dr.  J.  C.  Grosjean,  chair- 
man ; Dr.  R.  C.  Perkins,  Dr.  M.  R.  Slattery,  Dr. 
S.  L.  Ballard,  Dr.  J.  H.  McEwan,  Dr.  P.  R.  Urm- 
ston, ex-officio,  and  Dr.  L.  F.  Foster,  ex-fficio. 

Preventive  Medicine  Committee. — Dr.  C.  S.  Tar- 
ter, chairman ; Dr.  W.  G.  Gamble,  Dr.  P.  R.  Urm- 
ston, ex-officio,  and  Dr.  L.  F.  Foster,  ex-officio. 

Women’s  Auxiliary  Committee. — Dr.  L.  F.  Foster, 
chairman ; Dr.  J.  W.  Gustin,  Dr.  G.  W.  Brown,  and 
Dr.  P.  R.  Urmston,  ex-officio. 

The  retiring  president,  Dr.  Huckins,  addressed 
the  members  on  various  subjects  of  society  activi- 
ties and  solicited  the  same  earnest  cooperation  for 
his  successor. 

The  society  adjourned  to  the  home  of  Dr.  Huck- 
ins, where  “open  house,”  including  a buffet  luncheon 
and  cards,  followed  until  the  early  hours  of  Decem- 
ber 14. 

L.  Fernald  Foster,  Secretary. 


DELTA  COUNTY 

The  annual  meeting  of  the  Delta  County  Medical 
Society  was  held  at  St.  Francis  Hospital,  Escanaba, 
Michigan,  at  5 :00  P.  M.,  December  7,  1933. 

The  following  officers  were  elected  for  the  ensu- 
ing year:  President,  Dr.  A.  J.  Carlton;  vice  presi- 
dent, Dr.  G.  W.  Moll ; secretary-treasurer,  Dr.  W. 
A.  Corcoran ; trustee,  Dr.  A.  S.  Kitchen ; medico- 
legal adviser,  Dr.  D.  N.  Kee;  delegate  to  State 
Society,  Dr.  J.  J.  Walch;  alternate,  Dr.  J.  W. 
Towey. 

After  the  business  meeting  a banquet  was  served 
by  the  Sisters  of  St.  Francis,  the  piece  de  resistance 
being  pheasant,  which  was  generously  provided  by 
Dr.  A.  S.  Kitchen. 

W.  A.  Corcoran,  Secretary. 


HILLSDALE  COUNTY 

The  annual  meeting  of  the  Hillsdale  County 
Medical  Society  was  held  at  the  Keefer  House  in 
Hillsdale  on  Wednesday,  December  6,  1933,  begin- 
ning with  a dinner  at  6:45  P.  M.,  the  president,  Dr. 
Mattson,  presiding. 

The  minutes  of  the  last  annual  meeting  were  read 
and,  as  corrected,  approved. 

The  treasurer’s  report  was  read  and  accepted. 

Dr.  Green,  chairman  of  the  committee  appointed 
to  confer  with  the  Board  of  County  Supervisors 
as  to  the  care  of  the  indigent,  reported. 

The  Medical  Service  under  the  Emergency  Wel- 
fare Relief  and  the  plan  of  the  State  Emergency 
Welfare  Commission  were  discussed.  It  was  voted 
to  give  full  cooperation  with  County  Welfare  plans 
for  care  of  the  indigent  and  the  fee  bill  as  pre- 
sented by  Dr.  Mattson  was  accepted  and  adopted. 
Drs.  H.  F.  Mattson,  Luther  Day,  D.  W.  Fenton  and 
G.  W.  Hanke  were  appointed  as  an  advisory  com- 
mittee to  confer  with  the  County  Welfare  Com- 
mission. 

It  was  moved,  seconded  and  carried  “That  the 
‘Copeland  Bill’  be  approved  and  the  approval  be  put 
in  the  form  of  a resolution  by  the  secretary  and 
a copy  of  said  resolution  sent  to  our  representative 
in  Congress  and  to  each  of  our  senators  from  this 
state.”  A copy  of  the  resolution  is  attached  to  this 
report. 

Dr.  Martindale  gave  a report  as  delegate  to  the 
State  Medical  Society. 

It  was  moved,  seconded  and  carried  that  the  Hills- 
dale County  Medical  Society  join  the  societies  of 
Branch  and  St.  Joseph  Counties  in  -their  meetings 
during  the  ensuing  year,  and  in  addition  hold  its 
own  regular  quarterly  meetings  as  heretofore. 

The  Society  then  proceeded  to  the  election  of 
officers  for  the  year  1934,  resulting  in  the  retention 
of  the  present  corps  of  officers  for  another  year: 
Dr.  H.  F.  Mattson,  president;  Dr.  L.  W.  Day,  vice 
president;  Dr.  D.  W.  Fenton,  secretary-treasurer; 
delegate  to  the  State  Society,  Dr.  C.  J.  Poppen; 
Dr.  B.  F.  Green,  alternate. 

D.  W.  Fenton,  Secretary. 


JACKSON  COUNTY 

The  business  meeting  of  the  Jackson  County  Med- 
ical Society  for  December  was  held  at  Foote  Me- 
morial Hospital,  Tuesday  afternoon,  December  12,  at 
4:30  p.  m.  After  the  minutes  of  the  preceding 
meeting  were  read  and  approved,  Dr.  Ransom  gave 
the  treasurer’s  report.  This1  was  audited  by  Doc- 
tors Hungerford  and  O'Meara  and  approved.  Dr. 
John  Smith  gave  a brief  report  of  the  meetings  of 
the  board  of  directors  for  the  year  1933. 

The  society  then  proceeded  to  the  election  of 
officers  for  the  coming  year.  Dr.  Clyde  A.  Leon- 
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ard,  president-elect  in  1933,  automatically  became 
president.  Dr.  John  E.  Ludwick  was  elected  presi- 
dent-elect, Dr.  R.  H.  Alter,  secretary;  Dr.  F.  G. 
Ransom,  treasurer,  and  Doctors  Don  F.  Kudner, 
E.  D.  Crowley  and  E.  O.  Leahy  were  elected  mem- 
bers of  the  board  of  directors.  Doctors  Philip 
Riley  and  J.  J.  O’Meara  were  re-elected  delegates 
to  the  state  convention  with  Doctors  Corwin  S. 
Clarke  and  H.  A.  Brown  as  alternates.  Dr.  Leon- 
ard, following  the  precedent  of  preceding  years,  was 
named  to  act  as  the  representative  of  the  medical 
society  at  the  Board  of  Commerce  meetings.  Dr. 
H.  W.  Porter  was  elected  editor  of  the  monthly 
Bulletin. 

The  application  of  Dr.  F.  J.  Caldeira  to  become  a 
member  of  the  society  was  laid  on  the  table  until 
the  truth  of  a rumor  that  he  was  leaving  the  city 
to  enter  the  South  American  diplomatic  service  was 
verified.  The  applications  of  Dr.  John  Page  and 
Dr.  John  W.  Rice  having  been  passed  by  the  board 
of  directors  were  voted  on  and  passed,  while  the 
application  of  Dr.  N.  D.  Wilson  was  rejected.  The 
name  of  Dr.  C.  E.  Tate  of  Vandercock  Lake  was 
reported  out  of  the  board  and  will  be  acted  upon 
at  the  January  meeting. 

The  matter  of  a pension  fund  of  the  society  was 
brought  up  by  Dr.  Riley  and  seconded  by  Dr.  Crow- 
ley with  the  provision  that  the  board  of  directors 
for  1934  set  the  amount  at  their  first  meeting.  This 
was  carried  unanimously. 

The  new  officers  were  installed  at  a dinner  party 
held  on  Thursday  evening,  December  14,  at  the 
Hayes  Hotel.  The  speaker  of  the  evening  was  Dr. 
Gus  Dwyer,  professor  of  Economics  at  Vanderbilt 
University.  This  talk  was  on  economic  conditions 
and  was  both  amusing  and  instructive.  Dancing 
followed  as  the  other  entertainment  for  the  evening 
with  music  by  Dr.  Strong’s  orchestra. 

R.  H.  Alter,  Secretary. 


LIVINGSTON  COUNTY 

The  Society  met  at  the  State  Sanatorium  on  Fri- 
day evening,  January  5,  1934.  Following  a dinner, 
we  had  the  great  pleasure  of  listening  to  Dr.  Wil- 
liam J.  Cassidy,  of  Detroit,  give  an  illustrated  talk 
on  “The  More  Common  Diseases  of  the  Urinary 
Tract  and  Their  Surgical  Treatment.’’  Dr.  Cassidy, 
in  his  usual  capable  manner,  gave  a thorough  pres- 
entation of  the  subject,  discussing  the  pathology 
with  relation  to  symptomatology  as  a basis  for 
rational  therapy. 

A short  business  meeting  followed,  and  minutes 
of  the  December  and  November,  1933,  meetings 
were  read.  No  formal  action  was  taken  on  any 
matter  of  importance.  However,  considerable  dis- 
cussion took  place  as  to  ways  and  means  of  arous- 
ing a more  active  interest  on  the  part  of  a certain 
percentage  of  the  membership  who  have  been  par- 
ticularly careless  in  the  matter  of  attendance.  This 
is  always  an  ever  present  problem  among  the  smaller 
societies  in  Michigan  as  elsewhere.  There  were 
present  but  twelve  members  and  five  guests. 

R.  S.  Anderson,  Secretary. 


MENOMINEE  COUNTY 

At  our  regular  January  meeting  the  following  offi- 
cers were  elected : President,  Dr.  Ed.  Sawbridge, 

Stephenson ; vice  president,  Dr,  J.  T.  Kaye,  Me- 
nominee; secretary-treasurer,  Dr.  W.  S.  Jones,  Me- 
nomonie. 

The  following  committees  were  appointed: 

Legislative. — Dr.  E.  V.  McComb,  Dr.  J.  T.  Kaye, 
and  Dr.  A R.  Peterson  Daggett,  all  of  Menomonie. 

Economics. — Dr.  H.  T.  Sethney,  Dr.  S.  C.  Mason, 
and  Dr.  J.  T.  Kaye,  all  of  Menomonie. 


Program. — Dr.  E.  Sawbridge,  Stephenson ; Dr. 
J.  T.  Kaye,  Menominee,  and  Dr.  W.  S.  Jones,  Me- 
nominee. 

At  this  meeting  our  Society  went  on  record  as 
willing  to  serve  with  the  Emergency  Welfare  Relief 
Commissions  for  $1.50  for  house  call  and  three-fifths 
of  regular  County  Medical  Society  fee  schedule. 

M.  S.  Jones,  Secretary. 


MIDLAND  COUNTY 

On  January  12,  1934,  eight  members  of  Midland 
County  Medical  Society  held  a meeting  at  the  Coun- 
try Club. 

Officers  for  the  year  1934  are:  President,  J.  H. 

Sherk;  secretary,  E.  J.  Dougher. 

Minutes  of  the  previous  meeting  were  read  and 
approved. 

Motion  was  made  by  C.  V.  High,  Sr.,  and  sec- 
onded by  C.  V.  High,  Jr.,  that  we  offer  our  protest 
against  osteopaths  receiving  full  State  Emergency 
Welfare  Relief.  Carried. 

Motion  was  made  by  Dr.  Sherk  and  seconded  by 
Dr.  High,  Sr.,  that  we  meet  regularly  at  the  Coun- 
try Club  on  the  second  Friday  of  every  month. 
Carried.  Some  one  doctor  will  have  a special  sub- 
ject for  the  meeting. 

E.  J.  Dougher,  Secretary. 


MUSKEGON  COUNTY 

The  annual  meeting  of  the  Muskegon  County 
Medical  Society  was  held  December  8,  1933,  at  the 
Muskegon  County  Tuberculosis  Sanitarium.  Fol- 
lowing dinner,  the  meeting  was  opened  by  Dr.  Doug- 
las, president. 

Dr.  Charles  William  Peers,  of  Holton,  and  Dr. 
Frank  Diskin,  of  Muskegon,  were  elected  to  mem- 
bership in  the  Muskegon  County  Medical  Society. 
The  report  of  the  secretary  and  treasurer  for  1933 
was  read  and  accepted.  Dr.  William  LeFevre  gave 
the  report  of  the  Public  Relations  Committee.  The 
committee  was  asked  to  make  the  most  favorable 
agreement  possible  and  report  at  the  next  meeting. 

The  following  officers  were  elected : President, 
Dr.  V.  S.  Laurin ; vice  president,  Dr.  Harold  Closz ; 
secretary-treasurer,  Dr.  F.  W.  Garber,  Jr.;  dele- 
gate to  state  convention,  Dr.  R.  H.  Holmes ; alter- 
nate, Dr.  F.  W.  Garber;  medico-legal  adviser,  Dr. 
Geo.  L.  LeFevre. 

Dr.  Laurin  assumed  the  chair  and  acknowledged 
his  election.  Dr.  Holmes  recommended  that  the 
Society  publish  a bulletin  covering  its  activities.  A 
motion  was  passed  that  a committee  be  appointed 
to  investigate  and  report  back  to  the  Society  as  to 
costs,  etc. 

A rising  vote  of  thanks  was  tendered  to  Dr. 
Bartlett  for  his  hospitality  and  the  meeting  ad- 
journed. 

F.  W.  Garber,  Jr.,  Secretary. 


NORTHERN  MICHIGAN 

The  regular  meeting  of  the  Northern  Michigan 
Medical  Society  was  held  at  the  Hotel  Perry,  Petos- 
key,  January  11,  1934.  The  business  of  the  evening 
was  preceded  by  an  excellent  steak  dinner.  There 
were  twenty  members  and  two  guests  present.  The 
meeting  was  called  to  order  by  Vice  President  Lar- 
sen. Minutes  of  the  last  meeting  were  read  and 
approved.  Correspondence  was  read. 

The  regular  business  of  the  evening  was  then 
omitted  and  the  program  turned  over  to  the  Pro- 
gram Committee.  Doctor  Conway  then  introduced 
Dr.  I.  H.  Chilcott  of  .Chicago,  chief  of  staff,  St. 
Francis  Hospital.  Doctor  Chilcott  then  gave  a very 
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interesting  talk  on  “Venoclysis.”  He  went  into  ex- 
cellent detail  in  regard  to  all  the  various  conditions, 
solutions,  equipment  and  counter-indications  for 
which  this  form  of  therapy  might  be  used.  The 
talk  was  very  well  given  and  enjoyed  by  all  those 
present. 

Dr.  Wesley  Mast  was  appointed  to  the  Program 
Committee  for  next  month. 

E.  J.  Brenner,  Secretary. 


SAINT  CLAIR  COUNTY 

The  annual  meeting  of  Saint  Clair  County  Medi- 
cal Society  was  held  at  Port  Huron  Hospital,  Port 
Huron,  Michigan,  Tuesday,  December  19,  1933.  Sup- 
per was  served  to  twenty-one  members  at  6 :30 
P.  M.  The  meeting  was  called  to  order  by  Presi- 
dent D.  J.  McColl  at  7:15  P.  M.  with  twenty-five 
members  and  one  guest  present. 

By  direction  of  the  president  the  reading  of  min- 
utes was  dispensed  with  to  save  time.  Communica- 
tions were  read.  The  letter  of  the  state  secretary 
dated  November  22,  1933,  including  the  data  per- 
taining to  medical  services  under  welfare  relief  was 
read  by  the  secretary.  The  election  of  officers  for 
the  year  of  1934  followed.  Dr.  A.  B.  Armsbury 
was  elected  president;  Dr.  J.  H.  Burley,  vice  presi- 
dent ; Dr.  G.  M.  Kesl,  secretary-treasurer ; Dr.  A.  L. 
Callery  and  Dr.  T.  E.  DeGurse  were  reelected  dele- 
gate and  alternate,  respectively,  to  the  State  Society, 
and  the  censors,  Drs.  A.  J.  MacKenzie,  T.  A.  Att- 
ridge  and  E.  W.  Meredith,  were  elected  for  another 
year. 

President  McColl  stated  the  Metropolitan  Life 
Insurance  Company,  through  its  field  representative, 
desired  the  Society  to  express  an  opinion  as  to  the 
desirability  of  their  nurse  in  this  community  at- 
tempting both  non-communicable  and  communicable 
work  at  the  same  time.  Dr.  A.  L.  Callery,  health 
officer  of  Port  Huron,  stated  that  he  felt  it  unwise 
to  do  so.  A motion  was  made,  supported  and  car- 
ried instructing  the  secretary  to  address  a letter 
to  the  company  advising  against  a nurse  attempting 
to  care  for  communicable  cases. 

Dr.  Heavenrich  stated  a recent  decision  of  the 
Michigan  Attorney-General  anent  fees  allowed  phy- 
sicians for  caring  for  afflicted  adults.  Doctor  Pat- 
terson, chairman  of  the  Committee  for  the  Medical 
Care  of  the  Indigent,  reported  a meeting  to  be  held 
next  Thursday,  December  21,  1933,  at  the  Hotel 
Harrington,  Port  Huron,  Michigan,  at  which  time 
the  chairman  of  the  Michigan  Crippled  Children’s 
Commission  would  be  present  along  with  his  com- 
mittee and  the  Judge  of  Probate.  All  physicians 
interested  were  invited  to  attend  at  their  own  ex- 
pense. Some  plan  of  action  was  to  be  worked  out 
if  same  was  possible,  for  the  care  of  afflicted  minors 
at  the  local  hospital. 

President  McColl  informed  the  Society  relative  to 
the  present  status  of  medical  care  of  afflicted  and 
crippled  minors  in  the  community  and  also  relative 
to  Medical  Welfare  Emergency  Relief.  Dr.  Waters 
and  Dr.  Burley  reported  such  information  as  they 
were  able  to  gather  from  twenty-six  counties  with 
regard  to  the  plan  of  Welfare  Emergency  Relief 
in  those  counties.  It  seemed  from  this  information 
that  twenty-two  of  the  twenty-six  had  some  sort 
of  arrangement  now  in  force,  the  majority  follow- 
ing the  plan  laid  down  by  the  State  Society  under 
date  of  November  22,  1933. 

The  secretary  read  the  signed  agreement  of  some 
of  the  members  of  the  Society  in  which  a pledge 
was  made  not  to  do  Federal  Emergency  Relief  until 
their  Society  approved  of  and  entered  into  an  agree- 
ment with  the  County  Welfare  Emergency  Relief 
Commission.  Dr.  Cooper  arose  to  explain  why  he 


hadn’t  signed  the  pledge.  Dr.  Callery  spoke  about 
his  views  on  the  legality  of  the  employment  of  a 
county  physician  to  care  for  only  a small  part  of 
the  county.  Dr.  DeGurse  and  Dr.  Johnson  reported 
as  to  the  fees  they  had  received  from  the  county 
for  the  care  of  medical  indigents  in  their  respective 
portions  of  the  county. 

Mr.  Glassford  and  Mr.  Rankin  of  the  County 
Welfare  Emergency  Relief  Commission  were  intro- 
duced to  the  Society  by  President  McColl. 

Dr.  Waters  read  a brief  summary  of  what  had 
been  accomplished  in  twenty-odd  counties  of  Michi- 
gan with  regard  to  Welfare  Emergency  Relief  from 
a medical  standpoint.  Mr.  Glassford  arose  and  stated 
that  he  and  Mr.  Rankin  were  both  willing  to  effect 
any  possible  arrangement  for  the  medical  care  of 
the  indigent  insofar  as  was  permissible  under  exist- 
ing rules. 

Dr.  Heavenrich  spoke  of  conditions  in  this  local- 
ity and  stated  that  all  physicians  of  the  county 
had  been  doing  emergency  relief  during  the  past 
few  years  absolutely  without  any  remuneration  and 
that  he  believed  inasmuch  as  the  Federal  Govern- 
ment had  appropriated  funds  that  the  physicians  of 
Saint  Clair  County  should  be  given  their  share. 

The  secretary  reread  a portion  of  the  instruc- 
tions from  the  State  Society,  under  date  of  Novem- 
ber 22,  concerning  the  agreement  as  to  the  medical 
welfare  relief  consummated  at  Lansing  on  Novem- 
ber 21.  Dr.  McColl  stated  his  views  on  medical 
relief  and  Mr.  Glassford  arose  to  state  that  he  was 
informed  that  existing  county  physicians  could  not 
be  discontinued  without  imperiling  all  relief  the 
Federal  Government  was  extending  the  county  at 
the  present  time.  He  wished  to  make  it  clear  that 
he,  personally,  was  sympathetic  with  the  medical 
profession  and  that  he  knew  they  were  entitled  to 
remuneration  for  their  services.  He  felt  he  was 
more  or  less  restricted,  however,  by  regulations 
from  State  Headquarters. 

A motion  by  Dr.  Burley,  supported  by  Dr.  Heav- 
enrich, was  carried  to  the  effect  that  the  president 
appoint  a committee  of  three  to  confer  with  Mr. 
Glassford  and  Mr.  Rankin,  with  full  power  to  act 
to  effect  some  agreement  for  medical  fees  for  the 
care  of  the  indigent. 

Mr.  Glassford  complimented  Dr.  LeGalley,  county 
physician,  on  the  splendid  work  and  effort  the  lat- 
ter was  making  at  present  to  care  for  indigents 
requiring  medical  aid.  Doctors  Patterson,  Callery 
and  Cooper  spoke  of  the  huge  volume  of  such  work 
at  the  present  and  all  stated  that  Dr.  LeGalley  could 
not  possibly  render  adequate  medical  care  to  such 
a large  number  of  patients.  Mr.  Rankin  spoke  of 
difficulties  anent  the  authorization  of  medical  care. 
He  stated  some  sort  of  arrangement  would  have 
to  be  worked  out.  Dr.  Waters  read  the  plan  of 
authorization  now  in  effect  in  Wayne  County. 

President  McColl  called  upon  Vice  President-Elect 
Dr.  J.  H.  Burley,  who  thanked  the  Society  for  the 
honor  conferred  upon  him  and  pledged  himself  to 
work  for  the  good  of  the  Society.  Dr.  DeGurse 
arose  to  say  a few  words'  in  compliment  to  both 
Mr.  Glassford  and  Mr.  Rankin  and  stated  that  he 
felt  both  officials  would  be  fair  to  both  physician 
and  citizen  in  handling  welfare  relief. 

Dr.  McColl,  retiring  president,  said  a few  words 
in  appreciation  of  the  support  the  members  of  the 
Society  had  given  to  him  during  the  past  year  and 
also  that  it  had  been  a pleasure  to  serve  as  presi- 
dent. Dr.  McColl  then  introduced  President-Elect- 
Dr.  A.  B.  Armsbury,  who  thanked  the  Society  for 
the  honor  conferred  upon  him  and  asked  the  sup- 
port and  cooperation  of  all  members  during  the 
coming  year.  Dr.  Armsbury  then  appointed  a com- 
mittee consisting  of  Drs.  Waters,  Patterson  and 
Burley  to  confer  with  Mr.  Glassford  and  Mr.  Ran- 


February,  1934 


WOMAN’S  AUXILIARY 


113 


kin  as  authorized  by  the  motion  referred  to  above. 

A rising  vote  of  thanks  was  given  to  Mr.  Glass- 
ford  and  Mr.  Rankin  by  the  Society  -for  their  spirit 
of  cooperation  in  attending  the  meeting. 

Doctor  Heavenrich  arose  to  state  that  the  Society 
was  breaking  the  law  and  assisting  the  hospital  in 
breaking  the  law  in  giving  supper  to  the  Medical 
Society  and  stated  three  directors  of  the  N.  R.  A. 
had  spoken  to  him  as  local  chairman  of  the  Port 
Huron  N.  R.  A.  about  the  matter  of  receiving  com- 
plaints from  local  restaurant  owners  concerning  the 
same.  He  made  a motion,  supported  by  Dr.  De 
Gurse,  that  future  meetings  of  the  Society  be  held 
at  the  Hotel  Harrington.  This  motion  was  carried 
without  a record  vote.  Meeting  adjourned  at  9:30 
P.  M. 

George  M.  Kesl,  Secretary-Treasurer. 


WOMAN’S  AUXILIARY,  MICHIGAN 
STATE  MEDTCAL  SOCIETY 

MRS.  ELMER  L.  WHITNEY,  President 
18224  Wildemere  Ave.,  Detroit 
MRS.  C.  L.  STRAITH,  Secretary-Treasurer 
19305  Berkley  Road,  Detroit 


The  following  is  a message  to  the  Woman’s 
Auxiliary  to  the  Michigan  State  Medical  Society 
from  the  Advisory  Council,  Dr.  Theo.  Heavenrich, 
Port  Huron,  Mich. 

“My  message  is  a wish  that  your  future  years 
will  be  productive  of  as  much  good  as  the  past 
years  have  been  under  the  able  leadership  of  your 
past  presidents. 

“In  my  rambles  about  the  state,  and  in  my  own 
home  county  I find  that  many  think  your  organiza- 
tion is  one  for  social  endeavor  only.  Knowing 
what  you  have  accomplished,  I can  subscribe  to 
the  statement  that  this  is  absolutely  wrong.  That 
you  have  done  much  and  are  doing  more,  is  the 
true  light  in  the  matter,  and  with  this  knowledge 
I am  urging  your  members  to  foster  diligent  work 
in  those  counties  as  yet  unorganized.  I have  noticed 
that  in  the  counties  where  you  have  units'  there  is 
closer  and  more  cordial  cooperation  of  the  doctors’ 
wives  than  elsewhere.’’ 


BAY  COUNTY 

At  the  December  meeting  of  the  Woman’s  Auxiliary  to 
the  Bay  County  Medical  Society,  the  following  officers  were 
elected:  President,  Mrs.  C.  M.  Swantek;  first  vice  presi- 

dent, Mrs.  L.  F.  Foster;  second  vice  president,  Mrs.  M.  R. 
Slattery;  secretary,  Mrs.  A.  L.  Ziliack;  treasurer,  Mrs.  H. 
M.  Gale;  corresponding  secretary,  Mrs.  E.  C.  Miller.  The 
committee  chairmen  are  as  follows:  Program,  Miss  Marian 

Moore;  Hospitality,  Mrs.  Walter  Stinson;  Telephone,  Mrs. 
Kenneth  Stuart;  Publicity,  Mrs.  E.  C.  Miller. 

The  above  officers  were  elected  to  hold  office  until  May, 
1935,  in  this  way  coinciding  with  the  election  of  the  other 
counties  in  the  state. 

(Mrs.  E.  C.)  Josephine  S.  Miller,  Publicity  Chairman. 


CALHOUN  COUNTY 

For  many  years  it  has  been  the  custom  of  the  Calhoun 
County  Medical  Society  to  entertain  their  wives  at  a din- 
ner and  entertainment  on  the  occasion  of  their  annual 
meeting  in  December.  This  year  the  dinner  was  given 
at  the  new  Kellogg  Hotel  and  was  a decided  success  from 
every  viewpoint. 

There  were  over  one  hundred  reservations  and  more 
came  in  for  the  program  which  followed  the  dinner.  There 
was  music  by  the  Kellogg  Saxophone  Orchestra;  a short 
talk  by  Mrs.  M.  G.  Capron,  president  of  the  Auxiliary,  on 
the  work  accomplished  during  the  year ; a sketch  by  Dr. 
Wilfred  Haughey  on  the  early  beginning  and  continued 
activities  of  the  Calhoun  County  Society  containing  valuable 
historical  information  and  many  interesting  sidelights ; and 
a delightful  hour  with  Mr.  Harry  Cecil,  of  Detroit,  sleight 
of  hand  performer. 

Dr.  Carl  G.  Wencke  presided  and  Dr.  Harry  G.  Knapp 
was  program  chairman. 


The  Auxiliary  put  on  its  annual  rummage  sale  in  No- 
vember with  Mrs.  Mustard  and  a capable  committee  in 
charge.  With  rummage  scarce  and  prices  unusually  low, 
ninety  dollars  was  taken  in.  This  money  is  to  be  used  to 
further  the  welfare  work  which  the  society  has  under- 
taken. 

Mrs.  H.  M.  Lowe  has  called  together  one  group  of  the 
Auxiliary  to  make  up  another  lot  of  maternity  kits  for  indi- 
gent expectant  mothers.  The  kits  contain  the  absolute  neces- 
sities for  mother  and  baby  at  the  time  of  confinement  and 
also  a few  things  which  make  the  doctor’s  work  easier  and 
safer.  They  were  made  in  the  beginning  at  the  suggestion 
of  the  nurses  who  are  familiar  with  this  phase  of  welfare 
work  and  its  needs,  and  have  proved  to  be  nothing  short 
of  a godsend  to  all  concerned. 

Tentative  plans  are  already  being  made  for  the  entertain- 
ment of  the  State  Auxiliary  here  next  fall.  It  is  the 
ambition  of  the  local  society  to  make  the  social  as  well  as 
the  business  part  of  the  meeting  something  to  be  remem- 
bered. 

(Mrs.  W.  H.)  Edith  Cowles  Haughey,  Publicity  Chairman. 


INGHAM  COUNTY 

The  fall  activities  of  the  Woman’s  Auxiliary  to  the  Ing- 
ham County  Medical  Society  were  started  in  October  with 
a reception  and  tea  at  the  home  of  the  president,  Mrs. 
D.  A.  Galbraith.  Also,  in  October,  sewing  was  done  at  the 
hospitals  by  members  of  the  organization. 

In  November,  a Thanksgiving  bridge  luncheon  and  shower 
of  fruits,  jellies  and  vegetables  was  held  at  the  East  Lan- 
sing home  of  Mrs.  John  Wetzel.  The  donations  were 
divided  and  taken  to  the  various  hospitals. 

A Christmas  party  was  given  in  December  for  the  children 
of  the  members  at  which  the  guests  were  entertained  with 
moving  pictures.  The  Christmas  tree  and  gifts  were  after- 
ward taken  to  the  children  in  the  city  hospital. 

The  officers  this  year  are:  President,  Mrs.  D.  A.  Gal- 

braith; vice  president,  Mrs.  John  Rulison;  secretary  and 
treasurer,  Mrs.  George  Bauch. 

The  membership  of  the  Auxiliary  is  ninety. 

(Mrs.  D.  M.)  Mildred  Snell,  Publicity  Chairman. 


OAKLAND  COUNTY 

On  December  20,  1933,  the  Woman’s  Auxiliary  to  the 
Oakland  County  Medical  Society  entertained  the  Oakland 
County  Medical  Society  at  a Christmas  party.  About  fifty 
guests  enjoyed  the  beautifully  decorated  ball  room  of  the 
Casa  del  Rey  in  Pontiac.  Santa  Claus  distributed  gifts 
from  a large  Christmas  tree.  Miss  Betty  Fiske  gave  sev- 
eral lovely  dancing  numbers.  After  dancing  and  bridge,  a 
box  lunch  added  merriment  to  the  occasion. 

The  next  Auxiliary  meeting  will  be  held  on  January  26, 
1934. 

(Mrs.  R.  H.)  Helen  C.  Baker,  Publicity  Chairman. 


KALAMAZOO  COUNTY 

The  first  fall  meeting  of  the  Kalamazoo  Woman’s  Auxil- 
iary was  held  on  November  21,  1933,  with  thirty-one  mem- 
bers present.  An  evening  of  social  fellowship  was  enjoyed. 

The  officers  are:  President,  Mrs.  R.  J.  Hubbell;  president- 

elect, Mrs.  C.  L.  Bennett;  first  vice  president,  Mrs.  W.  W. 
Lang;  second  vice  president,  Mrs.  C.  B.  Fulkerson;  secre- 
tary and  treasurer,  Mrs.  H.  H.  Stryker. 

On  December  19,  the  Auxiliary  members  were  guests  of 
their  husbands  at  a dinner  meeting  of  the  Academy  of 
Medicine  followed  by  an  excellent  program  at  which  Dr. 
Warnshuis,  secretary  of  the  State  Medical  Society,  and  Dr. 
Ernest  Harper,  local  director  of  Welfare  activities,  were 
the  speakers.  Places  were  laid  for  125. 

(Mrs.  C.  B.)  Cora  Kier  Fulkerson,  Publicity  Chairman. 


SAGINAW  COUNTY 

The  Woman's  Auxiliary  to  the  Saginaw  County  Medical 
Society  held  its  annual  meeting  December  19,  1933,  at 
Adam’s  Inn,  Saginaw,  with  thirty-six  members  present. 
Dinner  was  served  at  6:30,  the  tables  being  decorated  with 
Christmas  greens  and  red  candles,  after  which  a business 
meeting  and  election  of  officers  was  held,  the  president,  Mrs. 
L.  A.  Campbell,  presiding.  Reports  were  given  by  the 
various  officers  and  committee  chairmen.  Announcement 
was  made  of  the  appointment  of  Mrs.  L.  C.  Harvie  as 
publicity  chairman  to  the  Michigan  State  Medical  Society. 

We  found  in  the  reports  that  a great  deal  had  been 
accomplished  during  the  year.  We  had  made  over  200  new 
garments  for  the  Saginaw  hospitals  and  mended  about  fifty. 
We  had  held  a subscription  bridge  dinner,  the  proceeds 
of  which  were  used  to  purchase  Hygeia  for  nearby  rural 
schools.  We  had  a talk  by  our  Saginaw  County  Medical 
Society  president.  Dr.  F.  J.  Cady,  at  one  of  our  meetings, 
and  our  State  Auxiliary  president  visited  us  at  a meeting 
early  in  the  year.  A better  spirit  of  friendliness  had  been 
established  among  our  thirty-five  to  forty  members.  We 
had  100  per  cent  attendance  at  November  and  December 
meetings.  At  the  request  of  our  State  president  we  voted 
to  have  our  annual  meeting  in  May  in  the  future. 

The  election  of  officers  resulted  in  the  following:  Presi- 
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dent,  Mrs.  J.  A.  McLandress;  vice  president,  Mrs.  Walter 
Slack,  secretary,  Mrs.  M.  G.  Butler;  treasurer,  Mrs.  Her- 
bert Kleekamp. 

The  following  committee  chairmen  were  appointed : Pub- 

lic Relations,  Mrs.  W.  H.  Pickett;  Hygeia,  Mrs.  J.  H. 
Powers;  Legislative,  Mrs.  F.  J.  Cady;  Flower  and  Sick, 
Mrs.  H.  J.  Meyer;  Membership,  Mrs.  W.  K.  Anderson; 
Custodian,  Mrs.  L.  A.  Campbell;  Entertainment  and  Pub- 
licity, Mrs.  Robert  Jaenichen. 

After  the  business  meeting,  bridge  was  played,  prizes 
being  awarded  to  Mrs.  Dale  Thomas,  Mrs.  S.  A.  Sheldon 
and  Mrs.  Frank  Poole. 

Out  of  town  members  present  were  Mrs.  John  Maurer, 
of  Reese,  Mrs.  Ostrander,  of  Freeland,  Mrs.  Sarles  and 
Mrs.  Kauffeld,  of  Frankenmuth. 

(Mrs.  J.  A.)  Zuela  B.  McLandress,  Publicity  Chairman. 


WAYNE  COUNTY 

The  activities  of  the  Woman’s  Auxiliary  to  the  Wayne 
County  Medical  Society  in  1934  followed  as  close  upon  the 
heels  of  the  old  year  as  possible,  as  the  board  meeting 
was  held  in  the  club  house  on  January  2. 

Tuesday,  January  9,  saw  the  fulfillment  of  a long  antici- 
pated event,  for  on  that  day  Malcolm  Bingay,  prominent 
newspaper  man  and  honorary  member  of  the  Wayne  County 
Medical  Society,  was  guest  speaker  at  the  regular  monthly 
meeting.  His  subject  was,  “The  World’s  Neurosis.”  Dr. 
Alexander  W.  Blain,  president  of  the  Wayne  County  Medical 
Society,  introduced  the  speaker. 

The  business  meeting  was  followed  by  music,  and  after 
tea  a what-not  and  bake  sale  was  held.  Mrs.  Chas.  D. 
Toole,  Mrs.  G.  B.  Ohmart,  Mrs.  Clarence  E.  Weaver,  and 
Mrs.  Leon  H.  Hirsch  were  hostesses  on  this  occasion. 

Before  the  holidays  (on  December  13)  a luncheon  was 
given  by  the  Fort  Shelby  Hotel  in  connection  with  the 
J.  L.  Hudson  Co.'  exhibit  of  “The  Doctor.”  The  guests 
included  some  members  of  the  Wayne  County  Medical  So- 
ciety and  its  Auxiliary.  Among  those  present  were  Dr. 
Alexander  W.  Blain,  president  of  the  society,  and  Mrs. 
Blain;  Dr.  Claire  L.  Straith,  and  Mrs.  Straith,  president 
of  the  Woman’s  Auxiliary;  Mrs.  Frank  W.  Hartman,  vice 
president  of  the  same  organization;  Dr.  and  Mrs.  A.  O. 
Brown;  Miss  Nellie  B.  Christian,  superintendent  of  the  Dis- 
trict Nurses’  Association;  and  Miss  Alice  Guysi,  supervisor 
of  art  in  the  Detroit  public  schools. 

Miss  Retta  Clark,  of  Toledo,  grand-niece  of  Sir  James 
Clark,  the  physician  in  the  picture,  and  Mr.  John  Paulding, 
sculptor  of  the  three-dimensional  version,  were  the  honor 
guests.  This  life-sized  sculpticolor  is  the  property  of  the 
Petrolagar  Laboratories  of  Chicago  and  was  brought  to  De- 
troit from  the  World’s  Fair. 

After  the  luncheon  Miss  Clark  told  some  incidents  in 
the  life  of  her  famous  uncle;  and  Mr.  Paulding  told  about 
the  sculpturing  of  the  picture. 

The  children’s  party  given  by  the  Wayne  County  Medical 
Society  and  the  Auxiliary  on  December  16  proved  such  a 
success  that  it  was  followed  with  a ’teen-age  party  on  Friday, 
December  29.  This  party  took  place  in  the  Wayne  County 
Medical  club  house  between  the  hours  of  8:30  and  11:30 
in  the  evening.  All  the  young  folks  of  the  membership 
were  invited  and  each  was  privileged  to  bring  one  guest. 

An  orchestra  furnished  music  for  dancing,  and  the  enter- 
tainment included  a magician  who  provided  many  surprises, 
and  a specialty  dance  by  Frances  and  Georgina  Merrill, 
daughters  of  Dr.  and  Mrs.  W.  O.  Merrill.  These  young 
ladies  are  twins,  and  were  most  attractive  in  their  extremely 
different  costumes  as  they  danced  the  “New  Yorker”  and 
“Minuet”  respectively. 

For  some  time  the  ladies  of  the  Auxiliary  have  been 
looking  forward  to  the  Study  Group  course  on  Ancient 
Medicine  under  the  direction  of  Mrs.  J.  Milton  Robb. 

The  first  lecture  was  delivered  on  Monday,  January  13, 
by  Dr.  Lawrence  Reynolds,  and  consisted  of  an  outline  of 
the  period  to  be  covered,  which  is  medicine  in  the  Ancient 
World  up  to  the  time  of  Harvey. 

There  is  no  charge  for  the  course,  and  all  doctors’  wives 
are  invited,  whether  they  are  members  of  the  Auxiliary  or 
not.  The  class  will  meet  on  six  consecutive  Monday  eve- 
nings at  8:30  in  the  Wayne  County  Medical  club  house. 

Mrs.  Clifford  Loranger,  Publicity  Chairman. 
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President-elect  R.  R.  Smith  will  spend  a few 
weeks  in  Florida. 


The  annual  meeting  dates  are  September  12  to 
14,  and  the  place  is  Battle  Creek. 


Read  the  Council  Minutes  published  in  this  issue 
and  also  an  opinion  of  the  Attorney  General. 


Your  1934  dues  are  payable.  See  your  county 
secretary  before  April  1.  The  State  dues  are  $8.50. 


Dr.  F.  C.  Warnshuis  was  the  guest  speaker  of  the 
Academy  of  Medicine  of  Nashville,  Tenn.,  at  its 
annual  banquet  on  January  2.  Dr.  Warnshuis  has 
also  been  invited  to  speak  at  the  General  Session  of 
the  California  State  Association  on  May  1. 


The  Beaumont  Foundation  Lectures  for  1934  will 
be  held  under  the  auspices  of  the  Wayne  County 
Medical  Society,  February  19  and  20,  in  the  audi- 
torium of  the  Detroit  Institute  of  Arts.  The  speak- 
er as  announced  is  Dr.  John  F.  Fulton,  Sterling 
Professor  of  Physiology,  Yale  University  School  of 
Medicine.  The  title  of  the  lectures  will  be  “Studies 
of  the  Functions  of  the  Cerebral  Cortex  in  Pri- 
mates.” A cordial  invitation  is  extended  to  every 
member  of  the  Michigan  State  Medical  Society. 


The  program  of  the  general  meeting  of  the  Wayne 
County  Medical  Society,  January  15,  consisted  of 
addresses  by  President  George  Le  Fevre;  President- 
elect Richard  Smith  of  the  Michigan  State  Medical 
Society;  Dr.  Burton  R.  Corbus,  chairman  of  the 
Council  and  Dr.  Frederick  C.  Warnshuis,  Secretary 
of  the  society.  All  four  addresses  are  important  as 
presenting  the  policy  of  the  state  society  as  well  as 
the  functioning  of  the  society  in  carrying  on  the 
work  of  the  organized  profession.  The  meeting  was 
held  too  late  to  permit  the  printing  of  the  addresses 
in  the  February  number  of  the  Journal.  They  will 
appear  in  the  March  issue. 


The  editor  has  been  requested  to  draw  special  at- 
tention to  a paper  which  appeared  in  the  January 
number  of  this’ Journal,  namely  that  on  the  “Prac- 
tice of  Medicine  in  Germany,”  by  Dr.  Arthur  H. 
Mollman  of  Grand  Rapids.  Dr.  Mollman  has  prac- 
ticed in  Germany  and  also  in  Michigan.  The  paper 
describes  “State  Medicine”  as  it  is  practiced  in  Ger- 
many as  viewed  by  Dr.  Mollman. 


We  have  received  a reprint  of  fifty  pages  of  an 
article  on  “The  Intra-Ocular  Colour-Filters  of  Verte- 
brates,” which  appeared  in  the  November-December, 
1933,  numbers  of  the  British  Journal  of  Ophthal- 
mology. The  authors  are  G.  L.  Walls  of  Ann  Ar- 
bor and  H.  D.  Judd  of  Detroit.  This  work  was 
begun  under  the  Alfred  H.  Lloyd  Fellowship  held 
by  Mr.  Walls  at  the  University  of  Michigan,  1931- 
1932,  and  completed  during  his  time  a National 
Research  Fellowship,  1932-1933.  H.  D.  Judd  is  as- 
sociated in  physical  optics  with  Dr.  Ralph  H.  Pino, 
Detroit. 


The  attention  of  contributors  to  this  Journal  is 
called  to  the  conditions  under  which  papers  are  ac- 
cepted for  publication  (see  the  first  page  of  the  edi- 
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BLOOD  CHEMISTRY  IN  NEPHRITIS* 


WILBER  E.  POST,  M.D.f 

CHICAGO 

About  seventeen  years  ago  it  was  my  privilege  to  discuss  certain  phases  of  blood  chem- 
istry in  nephritis  before  this  Society.  You  have  been  good  enough  to  ask  me  to  discuss 
the  subject  today  and  I acknowledge  the  honor  with  sincere  thanks.  As  the  years  have 
passed,  I have  been  greatly  impressed  by  the  great  amount  of  work  required — months, 
years,  or  a life-time  of  work — to  establish  some  simple  law  of  procedure  in  medicine 
which  may  finally  be  stated  in  a sentence  and  followed  by  all  without  the  need  of  elab- 
orate laboratory  tests  in  every  individual  case.  In  fact,  I fear  that  the  error  is  sometimes 
made  of  doing  an  unnecessary  lot  of  elab- 
orate laboratory  work  in  routine  practice 
and  thereby  raising  the  high  cost  of  medical 
care.  It  is  well  for  us  to  keep  in  mind  that 
tests  are  to  be  made  for  the  good  of  man, 
and  not  man  for  the  good  of  the  tests! 

An  exhaustive  discussion  of  blood  chem- 
istry in  nephritis  is  obviously  impossible  on 

*Read  before  the  Michigan  State  Medical  Society,  Septem- 
ber 14,  1933. 

tDr.  Wilber  E.  Post  is  clinical  Professor  of  Medicine, 

Rush  Medical  College,  University  of  Chicago.  He  is  attend- 
ing physician  of  the  Presbyterian  Hospital,  Chicago. 


this  occasion.  It  seems  appropriate,  there- 
fore, to  limit  ourselves  to  a discussion  of 
those  phases  of  blood  chemistry  which  are 
of  importance  to  the  physician  in  his  man- 
agement of  the  various  types  of  nephritis — 
or,  as  I would  prefer  to  say,  the  various 
types  of  Bright’s  Disease.  Even  so,  the  list 
of  subjects  is  rather  long  and  most  of  them 
well  understood  by  many  of  you.  A part 
of  my  object  shall  be  to  suggest  how  we 
may  shorten  the  list  in  practice  without  de- 
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priving  the  patient  of  benefits.  Our  first 
object  should  be,  however,  to  discuss  what 
facts  are  to  be  derived  from  blood  chemistry 
that  are  essential  or  of  importance  to  the 
best  management  of  the  disease  under  con- 
sideration. 

The  list  of  subjects  includes: 

1.  The  ability  of  the  kidneys  to  concentrate  the 
substances  excreted  in  the  urine. 

2.  The  Urea  Clearance  Test. 

3.  The  Phenolsulphonephthalein  Excretion  Test. 

4.  The  estimation  of  the  non-protein  nitrogen 
substances  in  the  blood. 

Creatinine 
Uric  Acid 
Urea 

Total  non-protein  nitrogen 

5.  The  determination  of  the  acid-base  equilibrium 
by  estimation  of  chloride  and  C02  (carbondi- 
oxide)  content  of  the  blood,  and  perhaps  an 
estimation  of  total  base ; occasionally  calcium 
and  phosphorus  estimations. 

6.  The  estimation  of  the  plasma  protein  and  uri- 
nary protein.  It  is  interesting  but  not  essential 
to  management  to  have  the  fractional  values  of 
albumin  and  globulin. 

7.  The  estimation  of  cholesterol  of  the  blood. 

8.  A group  of  tests  requiring  simpler  technic  and 
the  results  of  which  can  be  used  to  some  ex- 
tent in  lieu  of  the  more  elaborate  procedures. 
I refer  to  the  estimation  of  hemoglobin  and 
red  cell  count ; the  relative  volume  of  red  cells 
and  plasma  ; the  volume  of  the  blood  ; the  ab- 
sorption time  of  intradermally  injected  salt  so- 
lution, or  the  plasma  thirst  test  of  Thomas;  the 
oxidation  time  of  methylene  blue  solution  in- 
jected into  skin;  quantitative  estimation  of  uri- 
nary protein.  All  of  these  are  easily  available 
for  use  by  the  practising  physician  at  com- 
paratively little  expense  for  study  and  equip- 
ment. 

The  mention  of  such  a lot  of  laboratory 
work  in  many  of  our  cases  of  Bright’s  Dis- 
ease seems  impracticable  because  of  expense 
and  because  facilities  may  not  be  available. 
Even  in  these  hard  times  we  may  be  thank- 
ful that  the  facilities  are  far  more  generally 
available  than  ever  before;  and  in  regard  to 
the  expense — I think  the  spirit  to  do  what 
is  really  needed  for  the  patient  motivates  the 
physician  of  our  day  as  well  as  our  noble 
predecessors.  Further  than  that  the  physi- 
cian can  inform  himself  of  what  others  have 
learned  by  long  ardous  investigative  studies, 
and  then  make  use  of  what  is  known  to  oc- 
cur in  the  different  phases  of  Bright’s  Dis- 
ease, without  the  necessity  of  elaborate  lab- 
oratory work. 

Let  us  see  how  the  knowledge  of  all  of 
this  blood  chemistry  and  related  procedures 
works  out  in  the  various  types  of  Bright’s 
Disease  and  allied  conditions. 

In  the  acute  hemorrhagic,  or  glomerular 
form,  there  is  usually  an  acute  onset  from 


infection.  It  is  discovered  by  the  appearance 
of  generalized  edema,  or  by  the  finding  of 
scanty  urine  containing  variable  amounts  of 
albumin  and  blood  and  various  numbers  of 
hyaline,  granular,  epithelial,  and  blood  casts. 
Broad  “renal  failure”  casts  are  found  in  the 
terminal  stage.  We  know  that  the  kidney 
function  is  impaired  and  there  is  a variable 
degree  of  NPN  retention,  and  retention  of 
acid  products  of  metabolism  (phosphoric 
and  sulphuric).  Not  only  the  kidneys  are 
injured,  but  also  the  blood  vessels  ( i.e arte- 
rioles and  capillaries)  and  the  body  tissues 
in  general.  The  blood-pressure  is  usually 
increased  and  there  may  be  edema.  In  brief, 
the  chief  immediate  problem  is  acute  infec- 
tion and  its  toxic  effects  on  kidneys,  blood 
vessels,  tissue  cells  of  the  body  in  general, 
including  those  of  the  brain  and  the  retinae. 
We  need  to  know  nothing  further  in  order 
to  institute  the  best  known  management. 
What  do  we  do?  We  eliminate  the  source 
of  infection  as  it  is  possible  to  do  so.  We 
give  abundant  fluids  with  orange  juice  and 
sugar  to  dilute  the  toxins  and  aid  excretion. 
We  give  them  by  mouth  unless  the  patient 
is  vomiting,  and  we  give  water  and  alkali 
and  glucose  by  rectum  or  the  subcutaneous 
or  intravenous  route  if  there  is  vomiting. 
If  there  is  edema  sodium  salts  are  avoided 
except  at  the  beginning  of  management 
when  it  is  needed  to  rapidly  neutralize  acids. 
Magnesium  and  potassium  salts  are  given  if 
the  case  is  mild  and  the  oral  route  is  used. 
If  there  are  ominous  signs  of  cerebral  irri- 
tation from  vascular  spasm  or  edema,  2 per 
cent  magnesium  sulphate  or  50  per  cent  glu- 
cose is  given  intravenously  with  appropriate 
precautions.  Sweating  may  help  to  relieve 
vascular  spasm  or  reduce  edema.  However, 
if  sweating  is  too  drastic  there  may  be  too 
great  a loss  of  chloride  through  the  skin  and 
dehydration  produced  with  marked  weak- 
ness and  vomiting  and  muscle  cramps.  Rest 
is  important  and  sedatives  may  be  justifi- 
able. If  there  is  cardiac  deficiency,  digitalis 
or  strophanthus  or  squills  is  needed. 

After  the  initial  stage  of  acute  glomerular 
(hemorrhagic)  Bright’s  is  passed,  we  would 
like  to  know  how  much  damage  to  the  kid- 
ney has  been  done.  The  work  of  Ambard, 
and  of  Holier,  McIntosh,  and  Van  Slyke 
has  shown  us  that  the  most  sensitive  indi- 
cator of  renal  damage  is  the  determination 
of  the  number  of  cubic  centimeters  of  blood 
per  minute  cleared  of  urea  by  renal  excre- 


March,  1934 


BLOOD  CHEMISTRY  IN  NEPHRITIS— POST 


117 


tion — called  the  “Blood  Urea  Clearance” 
Test.  In  my  experience  this  is  the  most 
helpful  of  all  blood  chemistry  estimations  in 
Bright’s  Disease.  As  many  of  you  know,  the 
normal  average  number  of  cubic  centimeters 
of  blood  cleared  of  urea  per  minute  is  75 
if  the  average  urinary  excretion  is  more 
than  2 cubic  centimeters  per  minute ; and 
54  cubic  centimeters  of  blood  is  cleared  per 
minute  if  the  urinary  excretion  amounts  to 
less  than  2 cubic  centimeters  per  minute. 
According  to  Van  Slyke  et  al,  “the  blood 
urea  clearance  falls  to  50  per  cent  of  normal 
or  less  in  most  cases  of  acute  hemorrhagic 
Bright’s  Disease.  A consistent  return  to- 
ward normal  must  he  observed  within  four 
months  if  the  prognosis  is  to  be  good.  If 
the  condition  becomes  latent  the  blood  urea 
clearance  should  be  normal  and  the  patient 
symptom-free,  but  there  remains  blood  in 
the  urine.  In  the  chronic  active  stage  the 
blood  urea  clearance  varies  from  60  per 
cent  to  40  per  cent  of  normal  for  a year  or 
so  and  then  falls  to  lower  levels  as  the  ter- 
minal stage  is  entered.  In  the  terminal  stage 
the  urea  clearance  is  less  variable  and  falls 
below  20%.  The  non-protein  nitrogen  sub- 
stances accumulate  in  the  blood  and  the  spe- 
cific gravity  of  the  urine  is  fixed.  With  the 
urea  clearance  permanently  below  20  per 
cent  of  normal  the  term  of  life  is  limited  to 
a few  months  up  to  two  years.  The  symp- 
toms of  uremia  are  never  present  when  the 
urea  clearance  is  above  10  per  cent  and  nev- 
er absent  when  it  is  below  5 per  cent.”  In 
general  the  urea  clearance  is  an  indication 
of  the  proportion  of  glomeruli  destroyed, 
or,  at  least,  not  functioning. 

Compared  with  simple  blood  urea  estima- 
tions, the  blood  urea  clearance  must  be  be- 
low 50  per  cent  of  normal  before  the  urea 
content  of  the  blood  rises  above  the  normal 
of  23  mgm.  urea  nitrogen  per  100  c.c.  of 
blood.  With  urea  clearance  between  20  per 
cent  and  40  per  cent  of  normal,  a half  of 
the  cases  show  blood  urea  content  normal, 
especially  if  on  a low  protein  diet.  With  the 
urea  clearance  below  20  per  cent,  nearly  all 
of  the  cases  show  a rise  in  blood  urea.  Clin- 
ical observations  show  that  the  urea  clear- 
ance values  give  a truer  indication  of  the 
progress  of  kidney  damage  than  the  blood 
urea  content. 

The  clearance  of  the  blood  of  creatinine 
may  be  used  similarly  as  the  blood  urea 
clearance.  The  normal  creatinine  content  of 


the  blood  is  1.5  mgm.  to  2.0  mgm.  per  100 
c.c.  The  protein  content  of  diet  causes  less 
variation  in  creatinine  values  than  in  urea 
values.  But  in  the  experience  of  Dr.  Hoff- 
man and  myself  there  is  little  or  no  practi- 
cal advantage  in  the  test. 

The  phenolsulphonephthalein  excretion 
test  is  less  sensitive  than  the  blood  urea 
clearance  test,  as  an  indication  of  progres- 
sive impairment  of  renal  function.  As 
shown  by  the  results  obtained  by  Van  Slyke 
and  his  associates,  the  blood  urea  clearance 
may  fall  below  normal  weeks  or  months  be- 
fore the  phthalein  excretion  falls  below  its 
normal  of  55  per  cent  in  two  hours  when  in- 
jected intravenously.  Also,  the  value  of  the 
phthalein  excretion  rises  sooner  than  the 
“urea  clearance”  values  when  there  is  re- 
covery from  an  acute  Bright’s.  The  two  are 
more  closely  parallel  when  the  renal  dam- 
age is  extensive.  In  general  it  is  our  expe- 
rience that  if  a three-hour  excretion  time  is 
used,  a delay  in  excretion  is  more  easily 
noted  and  is  a further  indication  of  impair- 
ment of  renal  function.  Obviously  the  ad- 
vantage of  the  phthalein  test  is  its  simplicity 
so  that  it  may  be  used  in  office  or  home. 
When  considered  in  conjunction  with  the 
clinical  history  and  clinical  condition  of  the 
patient,  the  hemoglobin,  the  red  cell  count 
of  the  blood,  and  the  urinary  findings,  the 
phthalein  excretion  test  is  fairly  satisfac- 
tory. 

In  cases  of  prostatic  hypertrophy  with  re- 
tention of  urine  two  facts  must  be  borne  in 
mind:  First,  in  the  phthalein  test  the  urine 
containing  phthalein  is  both  diluted  and  re- 
tained in  the  bladder  so  that  the  test  is  not 
practicable  unless  a catheter  is  used  (in  my 
practice  there  must  be  much  more  than  sim- 
ple curiosity  to  justify  use  of  a catheter)  ; 
second,  the  urea  concentration  of  the  urine 
retained  in  the  bladder  is  about  the  same  as 
that  excreted  duirng  the  test  so  that  the  urea 
clearance  test  is  fairly  practicable.  How- 
ever, when  there  is  infection  of  the  retained 
urine,  results  of  this  test  are  obviously  val- 
ueless. 

The  ability  of  the  kidney  to  concentrate 
urine  is  recognized  as  the  most  fundamental 
function  to  be  impaired  by  renal  damage. 
Fixation  of  specific  gravity  of  the  urine  at 
a low  point  and  equalization  of  the  day  and 
night  excretion  are  the  principal  manifesta- 
tions. Based  upon  this  observation,  two 
tests  of  renal  function  of  very  practical 
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value  have  been  devised — one  by  Hedinger 
and  Schlayer,  modified  by  Mosenthal ; the 
other  by  Addis,  modified  by  Fishberg.  The 
Mosenthal  Test  provides  that  the  dietary  for 
one  day  include  an  adequate  supply  of  pro- 
tein (13.4  g.  N.),  salt  (8.5  g.)  and  fluid 
(1800  c.c.),  with  purines  in  meat,  soup,  tea, 
and  coffee,  divided  into  three  meals  at  8:00 
A.  M.,  12:00  noon,  5:00  P.  M.,  with  no 
food  nor  fluids  between  meals  nor  during 
the  following  night.  The  urine  is  collected 
at  2 -hour  intervals  from  8:00  A.  M.  to  8:00 
P.  M.  and  for  the  12-hour  period  during 
the  following  night.  In  the  normal  the  spe- 
cific gravity  varies  at  least  10  points;  the 
specific  gravity  of  the  night  urine  is  1.018 
or  more;  the  total  quantity  of  the  12-hour 
day  urine  is  three  to  four  times  that  of  the 
12-hour  night  urine.  As  the  renal  lesion 
progresses  the  specific  gravity  becomes  fixed 
at  low  levels,  and  the  quantity  of  night  urine 
tends  to  become  equal  to  the  quantity  of  day 
urine.  The  same  phenomena  are  also  ob- 
served in  other  conditions  than  primary  re- 
nal disease  such  as  ureteral  calculi,  cystitis, 
pyelitis,  prostatitis,  marked  anemia,  diabetes 
insipidus.  On  the  other  hand  in  myocar- 
dial decompensation  the  specific  gravity  is 
fixed  at  higher  levels. 

In  the  test  suggested  by  Addis  and  Fish- 
berg, the  fluids  are  restricted  to  1200  or 
1500  c.c.  for  a day.  The  evening  meal  con- 
tains a high  protein  content  and  only  200 
c.c.  of  fluid.  No  food  nor  fluid  is  given  dur- 
ing the  night.  The  bladder  is  emptied  at 
8:00  A.  M.,  9:00  A.  M.,  and  10:00  A.  M. 
The  specific  gravity  of  at  least  one  of  the 
specimens  should  exceed  1.025.  With  in- 
creasing renal  impairment  the  maximum 
specific  gravity  diminishes  until  in  renal  fail- 
ure it  becomes  1.007,  which  is  the  specific 
gravity  of  protein-free  blood  plasma.  A 
maximum  specific  gravity  below  1.020  is  of 
serious  significance  and  is  of  use  in  reveal- 
ing renal  impairment  early  in  its  course.  In 
patients  with  edema  and  in  whom  the  edema 
fluid  is  being  released  the  maximum  specific 
gravity  may  be  low  without  grave  signifi- 
cance. As  with  the  Mosenthal  method,  this 
test  serves  as  a means  of  differentiating  be- 
tween renal  impairment  and  extra-renal 
conditions  such  as  cardiac  decompensation, 
in  which  the  phenolsulphonephthalein  ex- 
cretion and  the  urea  clearance  may  be  di- 
minished and  the  non-protein  nitrogen  of 
the  blood  increased. 


Besides  the  previously  mentioned  condi- 
tions associated  with  low  specific  gravity  of 
the  urine  and  which  may  be  misleading  in 
the  results  of  the  concentration  test,  one 
should  keep  in  mind  that  chilling  of  the  pa- 
tient, or  undue  perspiration,  or  diarrhea,  or 
vomiting,  or  mental  excitement  may  influ- 
ence the  results.  However,  both  the  simplic- 
ity of  the  test,  and  its  general  reliability 
make  it  one  of  the  best  tests  of  renal 
damage. 

There  are  other  determinations  which  are 
helpful  in  the  conduct  of  management  in 
various  phases  of  Bright’s  Disease. 

When  edema  develops  and  the  amount  of 
albumin  in  the  urine  is  large,  one  desires  to 
know  the  protein  content  of  the  blood  plas- 
ma, the  hemoglobin  and  red  cell  count,  the 
relative  red  cell  and  plasma  volume,  the 
quantity  of  protein  excreted  in  the  urine,  the 
absorption  time  of  intradermally  injected 
salt  solution  (McClure  and  Aldrich),  the 
basal  metabolic  rate,  and  the  cholesterol  of 
the  plasma.  However,  these  are  means  of 
estimating  the  nature  and  degree  of  pathol- 
ogy outside  of  the  kidney  which  one  sees  in 
Bright’s  Disease,  and  which  is  associated 
with  kidney  disease  but  not  due  to  kidney 
disease  so  far  as  I know.  For  the  purpose 
of  our  discussion,  we  may  consider  that  this 
extra-renal  pathology  is  manifested  in  two 
forms:  First,  damage  of  the  tissue  cells  and 
the  blood,  resulting  in  edema,  lowered  plas- 
ma protein,  disturbance  of  water  and  of 
mineral  balance,  and  in  marked  albuminu- 
ria ; or,  second,  damage  of  the  blood  vessels 
(i.e.,  arterioles  and  arteriolar  capillaries), 
resulting  in  hypertension  and  the  manifes- 
tations of  impaired  respiratory  processes 
(i.e.,  ischemia)  in  various  parts  of  the  body, 
and  in  hemorrhages.  The  nephrotic  phase 
of  a chronic  glomerular  nephritis  (Hemor- 
rhagic Bright’s)  means  to  me  the  same  gen- 
eral process  in  the  tissues  as  nephrosis,  and 
added  to  the  nephrotic  syndrome  is  vascular 
damage.  There  is  very  little  or  no  vascular 
damage  in  nephrosis.  And  please  note  that 
there  are  very  few  cases  of  pure  nephrosis 
recorded. 

Investigations  by  Epstein,  and  by  Thom- 
as, Hektoen,  Andrews,  and  Welker  indicate 
a possible  explanation  of  the  mechanism  of 
proteinuria  that  is  very  helpful  to  my  un- 
derstanding of  most  of  these  tests  of  the 
extra-renal  pathology  of  Bright’s  Disease. 
In  brief  it  is  this:  The  toxins  of  infectious, 
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or  non-infectious,  origin  damage  the  tissue 
cells;  the  proteins  are  broken  down  and  the 
toxic  portions  resulting  combine  with  the 
serum  albumin,  forming  a protein  abnormal 
to  the  circulation.  The  kidneys  excrete  this 
abnormal  protein. 

With  this  in  mind  the  estimation  of  the 
protein  content  of  the  blood  plasma  means 
more  than  a formality.  It  is  a measure  of 
tissue  damage  and,  to  a certain  extent,  of 
the  state  of  metabolism  in  the  tissues,  and 
of  protein  deficit  in  diet,  as  well  as  an  indi- 
cation of  the  likelihood  of  edema  or  of  the 
excretion  of  albumin  in  the  urine.  With  ex- 
ceptions, decrease  in  protein  content  of  the 
plasma  parallels  the  development  of  anemia 
and  the  decrease  in  relative  red  cell  volume, 
and  decrease  of  absorption  time  of  intra- 
dermally  injected  salt  solution. 

The  normal  protein  content  of  the  plasma 
is  7 grams  per  100  c.c.  Of  this  about  4.3 
grams  is  albumin  and  2.7  grams  is  globulin. 
When  serum  protein  is  diminished  it  is  the 
albumin  fraction  that  is  lowered.  When  the 
total  protein  is  reduced  to  5 grams  per  100 
c.c.  edema  develops  only  if  there  is  circula- 
tory or  other  complication.  With  total  pro- 
tein of  less  than  4 g.  or  the  albumin  less 
than  2 g.  per  100  c.c.,  edema  is  present  in 
most  cases.  In  our  own  experience,  edema 
has  been  eliminated  from  a patient  in  whom 
the  albumin  was  1.36  g.  per  100  c.c.  by 
washing  the  sodium  from  his  tissue  fluids.* 

One  of  the  satisfactions  to  come  from  es- 
timation of  plasma  protein  is  that  its  level 
may  be  maintained  to  a fair  degree  by  ade- 
quate protein  content  of  the  diet,  and  in- 
crease of  diet  protein  within  reasonable  lim- 
its does  not  increase  protein  catabolism  nor 
albumin  in  the  urine.  It  may  increase  pro- 
tein storage  in  tissues  and  protein  content  of 
plasma  with  decrease  of  edema.  More  than 
once  I have  seen  the  addition  of  roast  beef 
or  beef  steak  to  the  daily  diet  of  a patient 
with  nephrotic  edema  followed  by  tbe  dis- 
appearance of  edema  and  marked  general 
improvement. 

Refined  methods  of  estimation  of  plasma 
proteins  may  not  be  available  whenever  and 
wherever  desired,  but  a fair  estimation  may 
be  made  from  the  specific  gravity  of  the 
blood  plasma  (see  Peters  and  Van  Slyke,  or 
Trumper  and  Cantarow).  Much  of  the 
same  estimate  of  the  patient’s  condition  can 

*Since  this  paper  was  written,  a case  with  plasma  albumin 
of  0.98  g.  per  100  c.c.  was  freed  of  edema. 


be  arrived  at  by  the  determination  of  hemo- 
globin of  the  blood,  the  relative  volume  of 
red  cells  and  plasma,  the  skin  absorption 
time  of  salt  solution,  with  an  estimation  of 
the  quantity  of  albumin  in  the  urine. 

What  has  been  mentioned  somewhat  the- 
oretically in  regard  to  impaired  metabolism 
of  the  cell  as  a basis  of  edema  is  confirmed 
by  the  low  metabolic  rate  in  many  cases  of 
Bright’s  with  marked  edema  and  by  the  tol- 
erance of  such  cases  for  thyroid  medication. 
Furthermore,  many  such  cases  are  much 
benefited  by  desiccated  thyroid  in  large 
doses.  High  carbohydrate  diets  with  ap- 
propriate doses  of  insulin  may  also  result  in 
the  disappearance  of  nephrotic  edema. 

The  study  of  acid-base  balance  and  min- 
eral metabolism  has  been  helpful  chiefly  in 
cases  of  acute  nephritis,  of  marked  edema, 
and  in  the  terminal  stages  of  renal  deficit  in 
any  type  of  Bright’s  Disease.  For  brevity’s 
sake  let  me  merely  mention  some  of  the  im- 
portant observations: 

1.  In  severe  acute  nephritis,  in  which  renal  func- 
tion is  markedly  impaired,  there  is  inability  to 
excrete  the  acid  products  of  tissue  metabolism 
— especially  phosphoric  and  sulphuric  acids. 
That  is,  ammonia  is  no  longer  formed  by  the 
kidney  and  available  fixed  bases  are  depleted 
and  acids  accumulate.  The  result  is  severe  in- 
toxication of  the  organism  and  usually  edema 
and  anuria.  Relief  is  obtained  by  the  admin- 
istration of  adequate  amounts  of  quickly  ab- 
sorbable base,  in  the  form  of  sodium  bicarbo- 
nate, per  rectum  or  intravenously  if  the  pa- 
tient is  vomiting  or  comatose.  Glucose  is  also 
helpful. 

2.  Edema  fluid  acts  as  a reservoir  of  alkali — - 
chiefly  sodium. 

3.  Edema  is  not  relieved  unless  sodium  excretion 
exceeds  sodium  intake,  while  total  serum  base 
is  being  maintained.  In  practice  this  means  that 
in  edema  the  diet  should  contain  as  little  so- 
dium as  possible  while  having  a neutral  ash. 
The  water  supply  should  be  ample  to  afford  a 
vehicle  for  the  excretion  of  sodium.  Its  con- 
centration in  serum  and  urine  alike  is  about 
3.5  grams  per  litre. 

4.  Likewise  the  chloride  balance  runs  parallel  to 
water  balance.  The  ingestion  of  ammonium 
chloride  causes  retention  of  chloride  when 
there  is  renal  deficiency  and  when  an  adequate 
supply  of  base  is  not  available  for  excretion 
on  account  of  low  serum  total  base.  Then 
acidosis  develops  with  increase  of  edema.  The 
ingestion  of  even  potassium  chloride  in  such 
cases  seems  to  me  contraindicated.  Potassium 
citrate  or  acetate  would  be  better  as  the  older 
clinicians  told  us.  In  cases  of  nephrosis,  on 
the  other  hand,  ingestion  of  ammonium  chlo- 
ride may  lead  to  diuresis,  because  the  chloride 
combines  with  the  excessive  amount  of  sodium 
in  the  edema  fluid  and  is  excreted  if  the  sup- 
ply of  water  is  adequate. 

5.  Excessive  perspiration  may  produce,  in  a pa- 
tient with  edema,  a picture  of  dehydration  with 
low  serum  total  base  and  the  disappearance  of 
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sodium  from  the  urine.  Sweating  may,  then, 
do  harm  and  the  serum  C02  should  be  checked 
as  a means  of  determining  the  serum  base 
level.  I wonder  if  this  may  not  explain  in  part 
the  increased  frequency  of  eclampsia  during 
spells  of  hot  weather. 

6.  Increase  of  the  calcium  of  the  serum  for  the 
purpose  of  increasing  the  serum  total  base, 
either  by  administration  of  calcium  or  by  mo- 
bilizing by  parathyroid  hormone,  has  been  re- 
ported favorably  as  a means  of  relieving  ede- 
ma. In  our  hands  there  has  been  little  success. 

7.  In  the  terminal  stage  of  renal  deficiency  per- 
sistent vomiting  usually  occurs,  and  the  chlo- 
ride of  the  body  may  be  greatly  reduced — 
from  535  mgm.  per  100  c.c.  of  plasma  to  400 
or  even  350  mgm.  If  at  the  same  time  the 
base  level  (as  determined  by  C02  of  the  se- 
rum) is  normal  or  high  then  acidifying  salts 
(as  ammonium  chloride)  or  hydrochloric  acid 
will  relieve.  If  the  base  level  is  low  as  well  as 
the  chloride  level,  then  a neutral  salt  as  so- 
dium chloride  will  supply  the  deficit,  and  the 
vomiting  may  be  controlled. 

By  these  means  many  cases,  without  too 
extensive  kidney  damage,  may  be  aided  to- 


ward recovery,  and  many  more  may  be 
made  fairly  comfortable. 

In  conclusion,  what  shall  we  say  is  essen- 
tial to  an  intelligent  application  of  our 
knowledge  of  blood  chemistry  in  nephritis? 
Briefly  these: 

1.  The  blood  urea  clearance  test. 

2.  The  phenolsulphonephthalein  excretion  test. 

3.  The  urine  concentration  test. 

4.  The  determination  of  the  blood  protein  and 
urine  protein. 

5.  The  determination  of  the  hemoglobin. 

6.  The  determination  of  the  skin  absorption  time. 

7.  The  determination  of  the  C02  and  chloride  of 
the  serum. 

Greatest  of  all  is  needed  diligent  study  of 
each  case  under  our  care  as  well  as  study  of 
the  results  of  the  work  of  those  who  are 
advancing  our  knowledge  in  this  field. 
After  groping  blindly  in  years  past  for 
means  of  help  in  Bright’s  Disease,  what  a 
satisfaction  to  have  some  rational  guides  for 
procedure. 
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It  is  indeed  a great  pleasure  to  be  with  you  tonight.  You  represent  the  largest  unit  in 
the  state  organization  and  therefore  I consider  it  a great  honor  to  be  able  to  discuss  with 
you  this  evening  the  objectives  and  matters  of  interest  with  which  the  state  society  is  at 
present  busy. 

Probably  the  most  important  function  o f the  organization  is  that  concerned  with 
education  for,  after  all,  we  are  primarily  in  the  practice  of  medicine  for  the  purpose  of 
helping  the  sick  and  the  improvement  in  our  methods  of  treatment  is  of  utmost  im- 
portance. In  performing  this  function,  the 
state  society,  as  you  know,  has  been  con-  mind  that  they  are  primarily  conducted  for 
ducting  post  graduate  conferences  through-  the  benefit  of  the  general  practitioner.  It  is 
out  the  state.  We  are  continually  attempt-  he  who  is  the  backbone  of  the  society  and 
ing  to  improve  these  meetings,  keeping  in  therefore  deserves  the  greater  consideration. 

I have  no  doubt  but  what  such  meetings 
will  also  be  beneficial  to  those  who  have  lim- 
ited themselves  in  the  field  of  medicine. 
Your  society  has  been  particularly  coopera- 
tive in  helping  us  to  arrange  these  programs 
and  I hasten  to  assure  you  that  the  state  or- 
ganization greatly  appreciates  this  assist- 
ance. 

Along  the  lines  of  medical  economics, 
probably  the  most  important  effort  of  the 
society  in  the  last  few  years  has  been  the 
work  of  the  Committee  on  the  Survey  of 
Medical  Services.  At  the  last  meeting  of 
the  state  organization,  the  preliminary  re- 
port was  presented  and  is  really  an  excel- 
lent work.  The  committee  asked  for  more 


*This  paper  and  the  three  papers  following  consist  of 
addresses  given  by  the  President,  President-Elect,  President 
of  the  Council  and  Secretary  of  the  Michigan  State  Medical 
Society  before  the  Wayne  County  Medical  Society  on  the 
evening  of  January  15,  following  the  sessions  of  the  annual 
meeting  of  the  Council  of  the  Society  which  was  held  at 
the  Hotel  Statler,  Detroit,  Michigan,  on  that  date.  These 
papers  are  here  presented  as  giving  a splendid  account  of 
the  present  status,  actual  accomplishments  and  aims  of  the 
society  at  the  present  time.  It  is  hoped  that  each  member 
will  peruse  these  papers  in  the  quietude  of  his  office  or 
home,  for  they  cannot  but  fail  to  explain  a way  for  any 
difficulties  which  any  member  may  entertain  as  the  rela- 
tions of  the  state  and  county  medical  societies  to  himself. 

fDr.  Le  Fevre  is  a graduate  of  Hahnemann  Medical  Col- 
lege, Chicago,  1891.  He  did  post-graduate  work  at  the  New 
York  Post-Graduate  School,  1901;  New  York  Homeopathic 
College  (surgery),  1906;  University  of  Edinburgh,  1911. 
He  was  granted  a Fellowship,  American  College  of  Sur- 
geons, 1916,  and  was  appointed  to  Michigan  State  Board  of 
Registration  in  Medicine  by  Governor  Ferris  in  1913.  He 
served  as  president  of  the  Board,  1913-1929.  He  was  a 
member  of  the  Council  of  the  Michigan  State  Medical 
Society,  1921-1932;  president-elect,  Michigan  State  Medical 
Society,  1932  and  president,  Michigan  State  Medical  Society, 
1933.  He  served  as  president  of  the  Muskegon  County  Med- 
ical Society  in  1927. 
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money  to  complete  their  work  but  the  soci- 
ety felt  that  they  were  unable  to  appropriate 
funds  from  the  current  income  sufficient  to 
meet  these  expenses.  However,  I am 
pleased  to  announce  that  a very  earnest 
friend  of  the  society  has  donated  sufficient 
money  for  the  committee  to  carry  on. ' 
There  has  been  no  change  made  in  our  eco- 
nomic structure  this  year  which  was  not 
prompted  and  helped  by  the  results  of  this 
Survey  and  I am  sure  that  we  all  feel  great- 
ly indebted  to  Dr.  Marshall  and  his  com- 
mittee for  this  excellent  work. 

During  the  last  few  months,  every  county 
society  has  been  approached  by  its  county 
welfare  commission  who  have  asked  the 
profession  to  agree  to  some  system  where- 
by the  indigents  of  their  community  might 
receive  more  efficient  medical  care.  The  of- 
ficers of  your  state  society  had  many  con- 
ferences with  the  state  relief  commission 
and  the  plan  which  resulted  from  these  con- 
ferences, although  not  perfect,  by  any 
means,  is  the  best  that  could  be  arranged  in 
conformance  with  the  rules  laid  down  by  the 
Reconstruction  Finance  Corporation.  I 
think  the  best  feature  of  the  plan  is  the  fact 
that  these  indigents  will  now  receive  their 
medical  care  from  their  family  physician, 
thus  doing  away  with  the  faults  and  abuses 
of  the  old  system  of  wholesale  prescribing. 

We,  as  a profession,  have  always  been 
willing  to  contribute  more  than  our  share 


to  help  the  less  fortunate  members  of  our 
communities  and  when  one  compares  the  fee 
schedule  under  which  we  are  expected  to 
operate  in  the  indigent  relief  plan,  with  the 
scale  of  prices  paid  other  merchandising  or- 
ganizations who  are  selling  materials  to  re- 
lief commissions,  it  is  obvious  that  we  are 
again  doing  more  than  our  share.  However, 
it  is  so  strange  a thing  for  a doctor  to  be 
paid  even  a small  fee  for  the  care  of  indi- 
gents that  we  all  are  probably  over-elated 
with  the  plan.  We  must  always  keep  in  mind, 
however,  that  any  plan  for  the  medical  care 
of  the  indigents  must  remain  under  our  con- 
trol and  must  continue  only  during  the 
emergency. 

At  the  last  meeting  of  the  state  legislature 
a plan  was  passed  which  makes  it  possible 
for  afflicted  children  to  be  cared  for  in  the 
local  hospitals  instead  of  the  University 
Hospital.  The  idea  of  that  law  is  a noble 
one  for  a number  of  reasons,  and  the  chil- 
dren would  undoubtedly  be  better  off  at  home 
where  they  can  be  visited  more  frequently 
by  their  parents.  Furthermore,  the  money 
raised  by  taxation  for  this  purpose  is  spent 
in  the  community  which  raised  it  and  this 
is  certainly  a more  just  arrangement.  But 
apparently  there  are  a number  of  errors  in 
the  writing  of  the  law  which  we  hope  will 
be  corrected  at  some  future  time.  Until  this 
law  is  rewritten,  controversy  over  its  man- 
agement is  bound  to  occur. 
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The  subject  assigned  to  me  is  “State  Institutions.”  I am  sure  you  will  not  think  it 
amiss,  however,  if  I confine  myself  to  the  University  of  Michigan  Medical  School  and 
Hospital.  In  this  connection  I think  I should  say  first  that  I am  a Regent  of  the  Uni- 
versity, and  second,  that  I have  been  in  private  practice  in  this  state  for  a great  many 
years  and  am  conversant  with  the  problems  o f private  practice,  which  are  my  problems. 
I am  opposed  to  state  medicine  as  commonly  defined,  as  I am  to  unwarranted  interfer- 
ences with  private  practice  in  general.  I am  thoroughly  imbued  with  the  importance  of 
the  Medical  School  at  Ann  Arbor  to  the 
people  of  the  state  and  to  every  practitioner. 

It  is,  of  course,  necessary  that  the  Medical 
School  have  ample  clinical  material  for 
teaching.  No  school  of  high  rank  can  con- 
tinue as  such  without  it.  Although  I have 
given  the  matter  considerable  study  I must 

*Read  before  the  Wayne  County  Medical  Society,  January 
15,  1934. 


say  that  I do  not  know  whether  we  have 
too  much  or  too  little  clinical  material  to- 
day. The  matter  is  complex  and  affects  the 
school  to  its  very  foundation.  We  may  not 
pass  lightly  on  the  question  or  advise  arbi- 
trarily as  to  the  number  required  for  such 
a school  as  ours.  The  question,  however,  is 
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largely  academic.  I would  recall  to  your 
minds  that  the  University  of  Michigan  Hos- 
pital is  doing  an  important  welfare  work 
here  in  the  state  and  that  we  are  obliged  by 
law  to  accept  and  care  for  those  patients 
sent  to  us  by  the  Probate  Courts  and  the 
Supervisors  of  the  Poor.  The  number  of 
patients  so  sent  constitutes  about  three- 
fourths  of  all  we  admit  there. 

Many  of  you  will  recall  that  I was  chair- 
man of  a committee  appointed  by  the  Mich- 
igan State  Medical  Society  to  investigate 
the  hospital  charities  of  Michigan  a number 
of  years  ago.  The  major  portion  of  our 
time  and  effort  was  directed  to  the  Univer- 
sity of  Michigan  Hospital.  We  spent  two 
years  in  doing  this  and  rendered  a Prelimi- 
nary and  a Final  Report  to  the  House  of 
Delegates  which  was  adopted.  In  the  final 
report  we  recommended  two  things — first, 
that  the  so-called  “pay  patients”  that  came 
to  the  University  Flospital  should  receive  a 
more  careful  and  thorough  inquiry  into 
their  financial  condition,  in  order  that  abuses 
might  be  avoided.  We  further  recommend- 
ed that  the  small  group  that  paid  for  hos- 
pital service  and  also  a professional  fee 
should  be  eliminated,  “if  not  at  once,  at 
least  gradually.”  Those  of  us  who  studied 
the  whole  situation  realized  that  these 
changes  could  not  be  made  suddenly — that 
it  was  a process  of  evolution  and  not  revo- 
lution, and  I wondered  at  the  time  how 
much  would  be  done  in  response  to  our  sug- 
gestions. Certain  definite  changes  have  oc- 
curred. At  the  time  of  our  report  about  55 
per  cent  of  all  the  patients  admitted  into 
the  hospital  came  from  the  Probate  Courts 
or  the  County  Supervisors  of  the  Poor. 
That  number  has  grown  to  73  J4  per  cent 
according  to  the  records  of  the  last  six 
months  of  1933,  so  that  today  nearly  three- 
quarters  of  all  patients  come  from  this 


group  and  their  admittance  is  determined 
by  law  and  is  beyond  our  control.  In  addi- 
tion to  this  there  were  at  the  time  of  our  re- 
port about  30  per  cent  of  the  patients  that 
came  within  the  two  “pay”  groups,  by 
which  is  meant  that  these  patients  paid  for 
hospital  care,  but  no  professional  fees.  Of 
these  two  groups  19  per  cent  were  accepted 
on  investigation  and  the  signing  of  a so- 
called  “affidavit”  and  have  always  been 
known  as  the  “affidavit  group.”  Eleven  per 
cent  were  sent  to  us  by  physicians  in  the 
state.  The  two  groups  together  constituted 
as  stated  30  per  cent  of  the  patients  admit- 
ted to  the  hospital.  Today  these  two  groups 
have  been  reduced  to  about  15  per  cent — 
the  number  admitted  through  doctors  and 
by  affidavit  being  about  equal.  At  the  time 
of  our  report  nearly  4 per  cent  paid  in  ad- 
dition to  the  hospital  fees  a professional  fee. 
Today  that  number  has  been  reduced  to  a 
little  over  2%.  These  changes  show  beyond 
question  that  the  University  Hospital  is 
making  a conscientious  and  serious  effort  to 
cooperate  with  the  profession.  The  situation 
in  the  Medical  School  and  Hospital  at  Ann 
Arbor  is  by  no  means  simple.  For  example, 
it  involves  the  part  time  and  full  time  ques- 
tion which  remains  today  unsolved.  Both  of 
these  ideas  seem  to  have  worked  very  well 
at  Ann  Arbor,  and  the  question  is  not  yet 
settled,  nor  does  it  promise  to  be  for  some 
time.  With  a smaller  appropriation  we  are 
having  plenty  of  difficulties — our  object  is 
naturally  to  maintain  the  school  at  its  high- 
est possible  efficiency,  but  the  facts  that  I 
have  cited  to  you,  and  others  that  I could 
mention  if  time  permitted,  show  without  the 
slightest  doubt  that  the  hospital  is  making 
an  earnest  endeavor  not  to  interfere  unjust- 
ly with  the  practice  of  those  who  are  de- 
pendent upon  their  private  practice  for  a 
living. 
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GRAND  RAPIDS,  MICHIGAN 

Social  consciousness  and  social  perspective  have  found  their  greatest  development 
among  the  educated  people  of  America  in  the  last  decade.  In  the  vanguard  of  medical 
groups  accepting  the  responsibilities  which  necessarily  lead  from  this  social  consciousness, 
has  been  the  Michigan  State  Medical  Society.  That  self-interest  has  been  a part  of  the 
motivating  force  which  has  led  us  into  an  increased  and  increasing  group  of  activities 
does  not  detract  from  our  accomplishments. 

In  the  ten  or  a dozen  years  that  I have  been  on  the  Council  there  has  been  a tremend- 
ous increase  in  these  activities.  In  earlier 
years  doctors  gathered  together  at  their 
monthly  meetings  to  discuss  interesting 
cases,  compare  notes  and  swap  stories,  and 
once  a year  got  together  at  a state  meeting 
whose  program  was  built  along  the  same 
lines.  As  a unit  of  organized  medicine, 
either  county  or  state,  there  was  little  at- 
tempt to  guide  public  opinion  and  relatively 
little  responsibility  felt  toward  civic  or  so- 
cial affairs  not  immediately  of  concern  to 
the  individual  doctor. 

The  first  advanced  step  that  the  Michigan 
State  Medical  Society  took  looked  toward 
the  education  of  the  public  in  medical  mat- 
ters, and  led  to  the  formation  of  the  pres- 
ent Joint  Committee  on  Public  Health  Edu- 
cation. The  next  important  step  looked  to- 
ward the  improvement  of  the  practice  of 
medicine,  and  the  development  of  a higher 
grade  of  service  to  the  patient,  through 
post-graduate  education.  Michigan  was  a 
pioneer  among  state  societies  in  bringing  the 
opportunity  for  the  doctor  to  brush  up 
through  sending  teachers  to  his  own  door- 
step. 

The  attitude  of  aloofness,  so  largely  re- 
sponsible for  the  lay  control  and  much  criti- 
cized policies  of  the  Charity  Medical  Clinic, 
gave  way  to  a number  of  energetic  pro- 
grams whose  objectives  would,  we  hoped, 
bring  something  of  real  value  to  the  social 
body  while,  at  the  same  time,  the  interests 
of  the  individual  doctor  might  be  more  fully 
conserved.  Of  these  I may  mention  the 
Hospital  Survey,  and  our  “Survey  of  Medi- 
cal Services  and  Health  Agencies.”  While 
these,  perhaps,  are  outstanding,  there  have 
been  other  activities  whose  importance  must 
not  be  forgotten.  The  committee  on  Indus- 
trial and  Civic  Relations  did  a good  job, 
arduous  and  long  continued,  and  now  gives 
way  to  a continuation  and  an  elaboration  of 
its  work  by  the  Committee  on  Preventive 
Medicine,  and  the  county  committees  on 


Public  Relations.  A very  valuable  work  was 
done  by  the  Committee  on  Cancer.  It  is  no 
fault  of  the  members  of  the  different  legisla- 
tive committees  who  have  labored  so  hard, 
that  they  have  brought  forth  so  little,  but 
that  is  politics,  and  I do  not  for  a moment 
doubt  that  each  committee  has,  by  its  active 
exertions,  forestalled  many  a vicious  legis- 
lative act  which  would  have  been  passed 
except  for  their  efforts. 

You  have  asked  me  to  talk  on  the  respon- 
sibilities of  the  Council,  and  I have  remind- 
ed you  of  some  of  the  activities  of  your 
State  Society  as  directed  by  the  House  of 
Delegates  during  the  past  ten  years  that  you 
may  more  clearly  see  that  as  the  House  of 
Delegates  accepts  for  the  Michigan  State 
Medical  Society  increased  responsibility  to 
society  and  to  its  own  members,  so  is  placed 
upon  the  Council  increased  responsibility 
for  the  carrying  out  of  the  program.  “The 
Council  shall  be  the  executive  body  of  the 
Society,”  says  the  constitution.  Its  members 
elected  by  the  House  of  Delegates,  the 
Council  becomes  its  board  of  directors,  ear- 
nestly desiring  and  endeavoring  to  carry  out 
the  wishes  of  the  House  of  Delegates  as  ex- 
pressed at  our  annual  meeting.  The  indi- 
vidual councilor  tries  to  give  expression  to 
the  views  of  his  immediate  constituents, 
tries  to  bring  into  the  Council  meetings  the 
attitude  of  his  fellows  toward  such  matters 
of  policy  as  may  be  brought  up.  The  Coun- 
cil is  the  watch  dog  of  the  treasury,  a very 
important  activity,  for  the  constitution  ex- 
pressly provides  that  the  Council  shall  ap- 
prove the  expenditure  of  all  the  funds  of  the 
Society.  That  we  have  been  reasonably  suc- 
cessful in  this  function  is  shown  by  the  fact 
that  in  spite  of  the  depression,  in  spite  of 
the  large  amounts  of  money  that  we  have 
expended  for  extra  activities,  we  are  still  a 
going  concern  with  a small  reserve. 
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A very  difficult  problem  has  been  put  to 
the  Council  from  time  to  time  as  our  State 
Society  activities  have  grown.  The  Coun- 
cil, as  I said  before,  feels  bound  to  carry 
out  the  desires  of  the  House  of  Delegates, 
yet  the  House  of  Delegates  from  time  to 
time  has  directed  certain  activities  which 
have  caused  an  expenditure  far  beyond  the 
expectation  of  those  who  introduced  the 
plan  or  those  who  voted  for  it.  1 have  only 
to  mention  the  loss  involved  in  the  publica- 
tion of  the  “Medical  History  of  Michigan” 
and  the  cost  of  the  Survey.  Now  do  not  mis- 
understand me.  I am  quite  convinced  that 
the  cost  in  both  instances  was  justified,  but 
it  is  well  that  I call  your  attention  to  certain 
dangers  inherent  to  any  large  legislative 
body  which  meets  for  a day  or  two  but  once 
a year.  It  is  so  easy  for  a resolution  or  a 
motion  to  be  presented  to  the  House  which 
looks  plausible  on  the  face  of  it  but  which, 
in  its  effect,  may  introduce  a new  policy  or 
nullify  previous  action.  It  may  come  out  of 
one  man’s  thought  or  it  may  come  out  of  a 
group  representing  a geographical  division. 
The  individual  delegate  often  can  not  see 
the  possible  result  of  the  passage  of  such  a 
measure.  It  seems  to  me  most  important 
that  proposed  measures  which  may  affect 
the  policies  of  the  Society  or  suggest  activi- 
ties involving  any  considerable  expenditure 
of  money,  should  be  presented  to  the  Coun- 
cil for  their  consideration,  and  to  the  dele- 
gates for  their  more  leisurely  study,  a rea- 
sonable length  of  time  before  the  annual 
session.  Too  often  the  delegates  are  asked 
to  vote  on  a most  important  question  with 
little  opportunity  to  use  their  best  judgment. 
Haste,  confusion,  sometimes  even  politics, 
all  tend  to  prevent,  at  times,  the  proper  con- 
sideration of  the  subject. 

As  the  activities  of  the  Society  increased 
the  Council  saw  fit  to  form  an  Executive 
Committee  which  meets  more  frequently 
than  the  monthly  meeting  designated  by  the 
by-laws.  The  House  of  Delegates  never  did 
a wiser  thing  than  to  place  the  speaker  of 
the  House  upon  this  committee.  The  execu- 
tive committee  rarely,  if  ever,  meets  alone. 
The  president  and  president-elect  are  always 
present.  There  is  rarely  a meeting  that  we 
do  not  invite  one  or  two  committee  chair- 
men, the  discussion  of  whose  problems  is 
one  of  the  purposes  of  the  meeting. 

Formal  rioting  in  the  Executive  Commit- 
tee is  practically  unknown.  The  consensus 


of  opinion  of  the  majority  of  those  present, 
whether  actual  members  or  not,  is  usually 
adopted,  and  no  action  involving  a matter 
of  large  importance  or  establishing  a policy 
is  ever  final,  except  in  a true  emergency,  un- 
til a vote  of  the  entire  Council  is  obtained. 

Now  the  Council  does  not,  at  any  time, 
direct  the  activities  of  committees,  whether 
they  be  appointed  by  the  president,  the 
House  of  Delegates  or  the  Council,  but  we 
do  try  to  ach'ise  with  them  and  endeavor  to 
keep  our  Society  activities  as  coherent  as 
possible.  There  are  certain  established  poli- 
cies which  it  is  necessary  that  committees 
observe.  We  try  to  avoid  confusion  which 
would  ensue  if  one  committee  should  ex- 
tend its  activities  into  the  realm  of  another. 

The  responsibility  of  the  Council  is  a re- 
sponsibility to  the  individual  doctor  as  well 
as  to  the  profession  as  a whole.  To  only  a 
few  of  the  total  membership  is  the  oppor- 
tunity given  to  express  their  views  in  the 
House  of  Delegates,  and  many  of  the  mem- 
bers are  not  articulate.  For  some  reason  or 
another,  in  many  districts,  the  forum  of 
criticism  is  the  hospital  cloak  room  and  not 
the  Medical  Society.  The  individual  coun- 
cilor tries  to  keep  in  touch  with  the  view- 
point of  his  fellows  as  he  meets  them,  and 
tries  to  express,  as  best  he  can,  their  views 
as  well  as  the  views  expressed  by  the  more 
formal  resolution  passed  by  the  County 
Medical  Society. 

This  last  year  a tremendous  amount  of 
time  has  been  spent  by  your  Executive  Com- 
mittee in  the  consideration  of  the  relief 
problem.  I need  not  go  into  that  further 
than  to  say  that  we  have  done  the  best  we 
could.  Somehow  the  impression  seems  to  be 
prevalent  among  some  that  we  have  only  to 
ask  to  receive.  Of  course  that  is  ridiculous. 
We  have  fought  for  every  inch  that  we  have 
got,  and  we  have  gotten,  if  not  as  much  as 
we  had  hoped  for,  yet  more  than  seemed 
probable  at  the  beginning  of  our  negotia- 
tions. 

We  agree  with  the  new  philosophy  which 
conceives  of  the  social  order  as  under  obli- 
gation to  give  its  members  wholesome  con- 
ditions of  life  and  this  must  include  ade- 
quate medical  and  nursing  care.  We  are  do- 
ing our  part  in  the  effort  to  find  a solution. 
We  know,  too,  or  think  we  know,  that  there 
is  a tendency  to  try  out  first  on  the  doctor, 
certain  social  theories  held  by  some  of  those 
now  high  in  administration  circles.  W e 
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would  be  prepared  to  face  intelligently  such 
situations  as  may  arise.  We  want  a voice 
in  the  forming  of  the  plan.  We  want  a sys- 
tem which  will  permit  the  doctor  to  practice 
medicine  with  his  heart  as  well  as  his  head, 
a plan  which  will  not  make  the  doctor  a ma- 
chine for  profit,  with  the  patient  passing 
along  the  assembly  line. 

In  concluding  I want  to  quote  from  the 
foreword  of  Overstreet’s  “We  move  in  New 
Directions,”  which  I have  just  been  reading: 

“ ‘There’s  a hard  wind  blowing  today, 
which  helps  if  you’re  going  in  the  right  di- 
rection,’ so  a farmer  friend  writes  me.  The 
sentence  might  well  express  what  is  happen- 
ing in  our  contemporary  life.  There  is  a 


hard  wind  of  new  ideas  blowing.  It  started 
out  of  somewhere  a few  decades  ago,  inno- 
cently enough.  Now  it  has  risen  to  a veri- 
table tornado  of  new  demands,  attitudes  and 
valuations,  and  blessed  be  we  if  we  are  go- 
ing in  the  right  direction.” 

The  officers  and  Council  of  the  Michigan 
State  Medical  Society  are  doing  just  the  best 
they  can  to  steer  the  craft  of  medicine  safely 
through  the  troublesome  waves  of  depres- 
sion. It  is  not  an  unreasonable  optimism 
which  suggests  that  calmer,  happier  days  are 
just  ahead.  Willingly  will  we  adjust  our 
compass  to  the  changing  social  order  if  by 
so  doing  we  can  feel  reasonably  certain  that 
we  are  going  in  the  right  direction. 


THE  MICHIGAN  STATE  MEDICAL  SOCIETY 
ITS  STRENGTH  AND  WEAKNESSES* 


F.  C.  WARNSHUIS,  M.D.,  Secretary 
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For  the  twentieth  time  it  was  my  privilege  to  present  my  annual  report  as  Secretary 
to  the  Council  of  your  State  Society.  Another  privilege  is  mine  today  in  being  accorded 
the  welcome  opportunity  of  appearing  before  you,  the  largest  component  unit,  to  review 


in  somewhat  restricted  detail  that  which  th 
accomplishing,  its  strength,  its  weaknesses,  a 
the  Council  and  Officers. 

One  hundred  and  thirteen  years  ago,  in  D 
was  founded.  Throughout  the  years  it  has 
functioned  honorably,  sincerely,  faithfully 
and  constructively.  Its  name  has  remained 
untarnished.  No  blot  is  upon  its  record;  no 
misdeeds  have  ever  been  charged  against  it ; 
no  scandal  has  ever  invaded  its  ranks.  The 
record  is  such  as  we  may  all  refer  to  with 
justifiable  pride  and  for  which  we  shall  ever 
lie  indebted  to  those  to  whom  the  member- 
ship intrusted  the  guidance  of  the  Society’s 
destiny,  honored  men  who  through  passing 
years  served  you  unselfishly.  I need  not 
mention  their  names,  they  come  from  your 
city  and  throughout  the  state,  splendid  men 
who  have  lived  and  died  that  we  might  live 
and  work  inspired  by  their  sound  precepts. 

The  Constitution  and  corporate  articles 
tersely  state  the  organizational  purposes  as 
follows: 

“To  promote  the  science  and  art  of  Medicine,  the 
protection  of  public  health  and  the  betterment  of 
the  Medical  Profession,  and  to  unite  with  similar 
organizations  in  other  states  to  form  the  federacv 
of  the  American  Medical  Association.” 


‘Presented  before  the  Wayne  County  Medical  Society, 
January  15,  1934. 


e State  Society  has  accomplished,  what  it  is 
ncl  to  give  an  insight  to  the  stewardship  of 

etroit,  the  Michigan  State  Medical  Society 


These  purposes  may  be  enlarged  upon  by 
stating  that  the  ends  sought  are:  One  com- 
pact society  with  a view  to  the  extension  of 
Medical  knowledge  and  the  advancement  of 
Medical  Education  and  to  the  enactment  and 
enforcement  of  just  medical  laws,  to  the 
promotion  of  friendly  intercourse  among 
physicians  and  the  fostering  of  their  mate- 
rial interests  and  to  the  enlightenment  and 
direction  of  public  opinion  in  regard  to  the 
great  problems  of  medicine  so  that  the  pro- 
fession shall  become  more  capable  within  it- 
self and  more  useful  to  the  public  in  pro- 
longing and  adding  comfort  to  life.  Such  is 
our  purpose  and  objective. 

Organization  has  become,  in  medicine,  as 
in  almost  every  other  department  of  human 
activity  the  watchword  of  achievement.  It 
has  broken  through  and  broken  down  all 
barriers.  It  knows  no  Chinese  walls.  Medi- 
cine is  a republic  in  which  men  have 
wrought  shoulder  to  shoulder,  the  Jap  Ivita- 
sato,  the  Russian  Metchnikoff,  the  German 
Virchow,  the  Frenchman  Pasteur,  the  Dane 


126 


MICHIGAN  STATE  MEDICAL  SOCIETY— WARNSHUIS 


Jour.  M.S.M.S. 


Finsen,  the  Italian  Lombroso,  the  Briton 
Lister,  the  American  Sims. 

The  plan  whereby  the  County  Society  is 
made  the  unit  of  organization  must  com- 
mend itself  as  both  wise  and  just.  The  great 
underlying  principle  of  all  medical  organi- 
zation is  to  reach  the  individual  doctor.  To 
cause  him  to  realize  that  he  has  other  re- 
sponsibilities than  those  pertaining  to  his 
immediate  clientele,  to  broaden  his  vision, 
to  awaken  him  to  the  fact  that  association 
with  his  fellows  will  enable  him  to  mold 
public  opinion  and  wield  influence  in  the  af- 
fairs of  men.  Our  Medical  Societies  are 
the  great  post-graduate  schools  of  the  pro- 
fession where  knowledge  is  increased  and 
individual  character  developed.  To  possess 
vitality  the  doctor  must  be  organically  unit- 
ed with  the  general  body  of  the  profession. 
The  local  County  Society  is  the  unit  of 
medical  organization. 

The  fullest  possibilities  of  medical  organ- 
ization will  not  he  realized  until  the  term 
organization  stands  for  the  same  term  as 
organism.  The  former  bears  the  signifi- 
cance principally  of  collaboration  and  co- 
operation; the  latter  signifies  all  that,  and 
further  division  of  labor,  specialization, 
systematization;  the  former  indicates  har- 
mony and  reciprocity  of  action;  the  latter, 
concentration  and  singleness  of  aim;  the 
former  suggests  confederation ; the  latter, 
union  and  strength. 

Woe  worth  the  day  when  medical  organi- 
zation takes  on  the  guise  and  form  of  a 
trust  in  the  bad  sense  of  the  word.  Outside 
of  all  question  of  principle,  as  mere  policy, 
short  sighted  and  fatuous  would  it  be  to  af- 
ford any  ground  to  the  public  for  suspicion 
that  in  combating  effort  we  are  actuated 
chiefly  by  mercenary  considerations. 

Let  well  thinking  people  once  become  con- 
vinced that  we  are  a selfish,  grasping  set  and 
the  organization’s  worthiest  claims  will  be 
defeated.  True,  the  pleading  voice  of  the 
sore  plagued  Lazarus  comes  to  our  ears  ten 
times  more  frequently  than  the  call  of 
Dives;  and  the  further  pity  it  is,  Sir  Dives 
does  not  wish  to  pay  more  for  his  pill  than 
the  merciful  price  made  to  Lazarus.  But  all 
that  goes  with  life. 

Our  science  is  a jealous  mistress  and  will 
not  countenance  the  giving  of  time  and 
thought  to  object  worship  at  the  altar  of 
Mammon.  The  size  of  our  golden  calf  shall 
not  be  made  the  appraisal  of  our  scientific 


attainments.  The  tongue  that  wags  most 
frequently  and  incessantly  about  income  is 
likely  to  be  as  dumb  as  Yorick’s  skull  when 
high  debate  is  on.  The  doctor  who  pores 
over  his  ledger  will  pore  least  over  his  medi- 
cal journals.  Take  care  of  your  science  and 
your  science  will  take  care  of  you. 

The  promulgation,  by  medical  men,  of  the 
knowledge  so  requisite  to  the  welfare  of 
mankind  individually  and  as  a whole,  can- 
not be  most  thoroughly  and  effectively  ac- 
complished by  separate  effort.  It  is  in  this 
direction  that  organic  cooperation  finds  its 
highest  function.  Not  merely  or  chiefly  for 
purposes  of  professional  aggrandizement 
should  organization  be  promoted — were  that 
the  onlv  end  proposed  or  discernible,  well 
might  we  in  silent  procession  take  our  de- 
parture from  the  proud  temple  of  medicine, 
pausing  to  inscribe  over  its  portals,  “There 
is  no  hope.  There  is  no  glory.’’  But  not  so! 
Our  spirit,  our  purpose  and  all  our  tradi- 
tions repudiate  everything  that  is  so  para- 
mountly  narrow  and  selfish. 

The  common  answer  received  from  the 
uninformed,  inconsiderate  doctor  when  asked 
why  he  is  not  a member  is:  “I  can’t  see 
whereby  membership  would  benefit  me.’’ 
He  cannot  see  because  he  has  failed  to  an- 
alyze his  position  and  relationship  in  the 
medical  world.  I propose  to  point  out  some 
of  the  outstanding  benefits  of  affiliation  with 
the  County  Medical  Society. 

BENEFITS  OF  MEDICAL  SOCIETY  MEMBERSHIP 

The  Medico-Legal  Committee  handles 
and  defends  through  last  courts  if  necessary 
malpractice  suits  against  members.  The 
Michigan  State  Medical  Society  is,  however, 
not  an  insurance  company  and  therefore  not 
in  a position  to  pay  judgments  in  the  event 
of  an  adverse  verdict.  One  year’s  service 
of  protection  is  equivalent  to  a lifetime  of 
dues  paid  to  the  County  and  State  Medical 
Society. 

Among  the  benefits  derived  from  mem- 
bership are:  (1)  The  Journal  of  the 

Michigan  State  Medical  Society  is 
your  house  organ.  In  addition  to  scientific 
articles,  the  Journal  reports  all  the  activi- 
ties of  Officers,  Committees,  Council,  An- 
nual Meeting,  County  units  and  informs  the 
members  as  to  what  is  being  clone  for  each. 
Read  it  faithfully.  (2)  The  Joint  Commit- 
tee sends  speakers  to  lay  organizations  and 
to  High  Schools  who  enlighten  the  public 
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upon  the  findings  of  scientific  medicine. 
(3)  The  Radio  Committee  provides  educa- 
tional talks  weekly  over  six  states’  broad- 
casting stations.  In  these  talks  unscientific 
propaganda  is  shown  up.  (4)  A Committee 
on  Economics  has  conducted  a state  survey 
and  is  now  studying  vital  questions.  It  has 
accomplished  just  recognition  to  the  profes- 
sion and  has  succeeded  in  a measure  in  elim- 
inating imposition.  It  has  aroused  nation- 
wide attention  and  is  bringing  about  re- 
vampment  of  lay  programs  to  the  better  in- 
terests of  health  and  the  physicians  rela- 
tionship. (5)  Post-Graduate  opportunities 
are  provided  yearly  in  Detroit  and  Ann  Ar- 
bor in  the  way  of  special  intensive  courses, 
clinics  and  Councilor  District  Conferences. 
(6)  Regarding  Preventive  Medicine  through 
the  state  and  counties  the  Wayne  plan  is 
being  promoted  so  as  to  return  to  the  doc- 
tors’ offices  preventive  health  measures,  thus 
causing  abandonment  of  free  public  health 
clinics.  (7)  By  committee  activity  and 
study  this  problem  of  maternal  welfare  is 
being  dealt  with  and  preventive  measures 
are  being  brought  under  medical  supervision 
and  direction  where  it  belongs.  (8)  State 
influences  are  contributed  to  the  American 
Medical  Association  whereby  the  American 
Medical  Association  is  enabled  to  obtain  an 
equitable  policy  in  Veterans’  care  and  in  all 
other  congressional  medical  and  health  leg- 
islation. (9)  State  Legislation  representa- 
tion for  imparting  facts  related  to  medical 
legislation.  Many  conferences.  Defeat  of 
untoward  legislation.  Education  of  legisla- 
tors and  legislative  contacts  through  all  hon- 
orable channels.  (10)  Foundations  advi- 
sory representatives  maintaining  contact 
with  foundations  and  funds.  Consultations 
and  recommendations  as  to  medical  policies. 
(11)  Three  ex-officio  members  are  on  this 
crippled  children’s  commission  advising  and 
recommending  medical  policies.  (12) 
Monthly  confidential  bulletins  are  mailed  to 
County  Society  Officers  informing  them 
upon  various  movements  and  proposals  re- 
lated to  health  and  medical  practice  and  sug- 
gesting local  society  activity  to  enhance 
medical  interests.  (13)  There  are  commit- 
tees on  Cancer,  Useful  Drugs,  Industrial 
Relations,  Auxiliary  and  Special  Commit- 
tees all  active  in  promoting  professional  in- 
terests and  sustaining  professional  rights  as 
well  as  defeating  impositions.  (14)  The 


Executive  Committee  meets  monthly  where 
it  directs  organizational  policies  and  super- 
vises activities.  It  initiates  representation, 
controls  administration  work  and  acts  when 
speed  is  imperative.  (15)  The  Council 
meets  twice  a year.  It  supplements  the  ac- 
tions of  the  House  of  Delegates  and  con- 
trols expenditures.  It  promotes  county  so- 
ciety activity  and  advances  organizational 
purposes  and  policies.  Eighteen  members 
from  designated  districts  giving  statewide 
representation.  (16)  The  Scientific  Com- 
mittee is  composed  of  Section  Officers.  It 
determines  features  of  scientific  program 
for  annual  meeting  and  provides  recognized 
national  speakers  for  annual  meeting  for 
members’  Education  Enlightenment.  (17) 
A.  M.  A.  Delegates  are  five  state  society 
representatives  in  A.  M.  A.  The  House  of 
Delegates  creates  policies  and  activities  that 
are  of  direct  benefit  to  every  individual  doc- 
tor in  every  community.  (18)  The  Annual 
Meeting  consists  of  a scientific  program  and 
exhibits.  House  of  Delegates  composed  of 
delegates  from  county  societies  who  are  your 
personal  representatives  who  direct  and 
control  your  State  Society  and  who  speak 
for  you  in  this  centralized  forum  and  direct 
your  officers.  (19)  Minimum  Program  for 
County  Societies,  (a)  Ten  meetings  a year, 
(b) Physical  examination  of  members,  (c) 
Three  dinner  meetings,  (d)  Picnic  or  golf 
outing,  (e)  One  meeting  with  dentists  and 
attorneys,  (f)  A scientific  team  for  pro- 
gram for  another  county,  (g)  Sponsorship 
of  five  lay  meetings.  (20)  Information  Bu- 
reau is  also  a function  of  the  Secretary’s 
office.  Information  is  supplied  to  members 
and  to  the  public.  An  average  of  75  inqui- 
ries answered  each  month,  1,000  a year.  Nu- 
merous inquiries  are  also  answered  each 
week  by  the  Editor  from  his  office.  (21) 
The  Annual  Conference  of  County  Secre- 
taries is  held  each  year  with  the  Council. 
This  enables  local  secretaries  to  become  in- 
formed as  to  policies  and  activities,  and  fa- 
vors increased  county  activities. 

My  regret  is  that  it  is  impossible  to  pre- 
sent to  you  the  specific  features  and  ap- 
praisal of  their  value  to  a member  of  each 
one  of  these  activities.  May  I not  encour- 
age each  of  you  to  determine  these  facts  for 
yourselves  by  devoting  time  to  the  study  of 
the  achievements  of  the  Wayne  County  So- 
ciety and  the  State  Society? 
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WEAKNESSES 

These  I shall  tersely  summarize  as: 

1.  Remaining  Uninformed:  It  is  quite 
disheartening  to  witness  the  number  of 
members  who  are  uninformed — some  whol- 
ly so  — as  to  the  activities  and  achieve- 
ments of  their  County  and  State  Society. 
There  is  no  excuse  for  it.  The  uninformed 
has  failed  to  attend  his  local  and  state 
meetings,  he  has  withheld  participation,  he 
has  declined  committee  service,  he  does  not 
read  his  Bulletin,  the  State  Journal,  and 
he  ignores  the  reports  of  committees,  the 
House  of  Delegates  and  of  your  officers  and 
Council.  There  are  too  many  heads  buried 
in  the  sands.  The  doctor  who  states  he  re- 
ceives no  returns  for  his  dues,  that  he  re- 
ceives no  benefit  is  a doctor  uninformed  or 
else  incapable  of  deduction.  Your  county 
officers  can,  if  he  will  but  make  an  effort  to 
consult  them  and  read  their  reports  and 
those  of  local  and  state  committees,  speedily 
disabuse  his  mind  and  demonstrate  the 
groundlessness  of  his  assertion. 

2.  Withholding  Cooperation.  An  hour 
might  well  be  spent  in  a discussion  of  this 
weakness.  The  let  “George  Do  It”  spirit 
has  been  the  greatest  obstacle  in  organiza- 
tional progress.  It  has  defeated  many  a 
movement  and  representation  advanced  in 
your  personal  behalf. 

3.  Hyper-criticism:  During  twenty 

years  I cannot  recall  an  officer  or  commit- 
tee member  who  failed  to  make  a serious, 
honest,  faithful  endeavor  to  fulfill  the  du- 
ties of  his  office.  They  have,  without  ex- 
ception, contributed  of  self,  time  and  often 
money  in  their  efforts  to  advance  organiza- 
tional objectives.  They  sought  not  for  self 
but  for  the  good  of  all.  And  in  spite  of  all 
that  they  did  and  gave,  many  have  been  sub- 
jected to  unjust  criticism,  they  have  been 
heckled  and  been  accused  of  selfish  motives 
by  individual  members  or  by  a small  group 
wholly  uninformed  and  in  no  position  to 
pass  judgment.  Errors  have  been  made,  yes 
we  all  make  them,  but  errors  were  never  of 
intent  or  purpose  and  never  inspired.  Con- 
structive criticism  is  helpful  and  to  be  en- 
couraged. Harping  criticism  founded  on 
baseless  facts  cannot  be  condemned  suffi- 
ciently. The  “knocker”  has  no  rights  for 
knocking  alone. 

DUES 

I am  at  this  point  impelled  to  make  a 
brief  statement  regarding  county  and  state 


dues.  Comparative  figures  can  be  presented 
as  to  the  benefits  derived  from  dues  paid  to 
your  medical  society  and  those  which  you 
pay  to  your  club,  lodge,  church,  or  similar 
lay  associations.  When  these  figures  are 
audited  I will  guarantee  to  demonstrate  that 
for  benefits  received  your  medical  society 
dues  are  the  smallest  in  amount. 

You  pay  2.7  cents  per  day  for  your  state 
dues  and  4.1  cents  per  day  for  your  county 
dues- — a total  of  6.8  cents  per  day!  Or  if 
you  attended  your  county  meeting  as  you 
"do  your  church,  lodge  or  golf  club  every 
week  and  the  collection  plate  were  passed 
you  drop  in  47.6  cents — with  the  other 
“set-ups”  free. 

These  three — uninformed,  lack  of  coop- 
eration and  unwarranted  criticisms — consti- 
tute the  three  forces  that  are  destructive  to 
organizational  progress  and  achievement. 

For  a score  of  years,  those  who  have  inti- 
mately associated  themselves  with  executive 
and  administrative  details  have  disseminated 
facts  concerned  with  the  trend  of  medical 
practice.  Through  these  years  much  has 
been  spoken  and  written  on  these  subjects. 
A large  group  of  doctors — far  too  large — 
feeling  secure  and  content  in  the  prosperous 
days  of  practice  rarely  paused  for  reflection 
and  equally  indifferent  gave  little  or  no  heed 
to  their  professional  future  or  to  the  un- 
toward forces  that  were  steadily  encroach- 
ing upon  the  field  of  medicine. 

Then,  over  night,  “State  Medicine”  be- 
came a mouthword,  created  some  alarm 
and  aroused  a few.  Came  prosperous  in- 
flated days  with  its  wave  of  unconcern,  self- 
ish quest  and  then  the  “crash.”  The  public 
and  profession  found  themselves  confronted 
with  the  need  of  readjustments  and  “Eco- 
nomics” became  the  new  mouthword. 

With  it  were  born  Committees,  Investiga- 
tions, Analysts,  Proponents  and  Advisors. 
Policies  and  programs  were  advanced,  some 
good,  others  wholly  fatuous  and  worthless, 
A stunned,  groping  people  were  casting 
about  for  ways  of  readjustment.  The  call 
was  for  leadership  but  support  was  wanting. 
So,  for  three  or  four  years  we  swayed  to 
and  fro  from  this  and  that  position.  Final- 
ly, it  gradually  dawned  on  increasing  num- 
bers that  unity  and  concentration  of  effort 
were  imperative  in  order  to  bring  about 
stabilization  that  would  usher  in  an  era  of 
returning  stability.  That  conviction,  as  yet, 
has  not  been  implanted  in  the  minds  of  a 
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sufficiently  large  enough  majority  of  peo- 
ple— hence,  the  slow  progress  of  the  day. 

The  pressing  need  is  to  recognize  that 
governments  exist  to  be  supported  by  the 
people  and  not  to  support  the  people.  Our 
perniciously  acquired  habit  of  endeavoring 
to  “thumb”  all  we  can  from  government  is 
fundamentally  unsound.  The  same  principle 
applies  to  organized  effort.  The  basic  prin- 
ciple is  “to  give”  not  “get.” 

We  have  all  been  on  a debauch  into  the 
morass  of  luxury  and  spending.  We  sought 
and  demanded  all  things  but  were  totally 
unable  to  produce  so  as  to  pay  and  conse- 
quently we  resorted  to  the  “Gimmes.” 
Nothing  but  bankruptcy  could  result  when 
the  agency  went  bankrupt  from  which  we 
asked  when  we  ceased  to  contribute.  So  we 
came  to  the  crossroad.  Where  shall  we  go 
and  under  what  conditions? 

SURVEY 

Every  sustained  program  must  be  founded 
upon  facts  and  existing  conditions.  With- 
out that  knowledge  ultimate  failure  will  en- 
sue. During  the  past  few  years  we  have 
had  a deluge  of  alleged  facts.  The  vast 
majority  of  them  were  concerned  with  gen- 
eralities and  not  adaptable  to  local  or  re- 
gional application.  In  many  details  there 
was  palpable  unreliability.  In  vain  did  we 
seek  essential  details  that  would  serve  as  a 
guide  to  the  solution  of  our  Michigan  prob- 
lem. When  it  became  apparent  that  Mich- 
igan and  Michigan’s  profession  must  solve 
its  own  problems,  steps  were  taken  to  secure 
basic  information  of  actual  conditions.  Our 
Committee  on  Survey  of  State  Medical 
Services  and  Health  Agencies  was  created. 
Its  work  began  in  1931  and  its  first  report 
was  released  June  1,  1933,  after  an  expendi- 
ture of  some  $14,000.  This  report  dis- 
closed the  fundamental  facts  and  data  so 
necessary  for  the  formation  of  constructive 
and  applied  policies  that  will  eventually 
solve  the  problem  of  adequate  medical  care 
and  professional  independence. 

The  report  clearly  demonstrates: 

1.  Incomes  for  a certain  percentage  of 
people  are  inadequate  to  defray  the  ex- 
pense of  illness. 

2.  That  providing  medical  care  is  a joint 
community  responsibility. 

3.  The  demand  that  doctors  provide  free 
medical  services  places  an  unjust  bur- 
den upon  doctors.  A burden  that  must 


be  assumed  as  a joint  community  re- 
sponsibility. 

4.  That  preventive  medicine  should  be 
practiced  by  the  profession  and  not  by 
health  agencies. 

5.  That  subvention  may  be  the  only  solu- 
tion for  the  providing  of  medical  care 
in  certain  localities.  The  report  further 
discloses  data  related  to  other  factors 
involved  in  medical  practice. 

Income  of  physicians,  distribution  of  phy- 
sicians, cancer,  tuberculosis,  clinic  and  hos- 
pitals, and  similar  related  problems  are  pre- 
sented as  they  involve  the  avenues  of  health 
and  practice,  and  sound  conclusions  are 
based  on  actual  findings. 

The  proficiency  of  the  medical  profession, 
maintenance  of  proficiency  and  types  of 
services  are  discussed  in  the  survey  investi- 
gation. 

The  survey  report  imparts  a true  picture 
of  existing  conditions  and  from  that  basis 
and  upon  those  facts  a foundation  is  laid 
upon  which  the  future  medical  practice  and 
policies  should  be  built  so  as  to  endure  as 
well  as  to  be  adequate. 

Having  briefly  enumerated  the  essentials, 
and  possessed  as  we  are  now  with  a de- 
pendable inventory,  we  can  direct  our 
thoughts  and  energies  towards  applying 
economic  principles. 

APPLIED  ECONOMICS 

There  are  several  general  principles  re- 
quiring observation  ere  achieving  principles 
of  application  can  be  promoted  to  successful 
conclusion. 

Foremost  is  the  development  of  a co- 
operative sustaining  attitude  of  contribution 
of  service  on  the  part  of  our  members.  They 
must  be  educated  to  realize  that  the  first 
great  requisite  is  the  subscribing  of  self  and 
personal  service  to  the  activities  of  the 
County  and  State  Society.  Dividends  will 
accrue  in  direct  ratio  to  the  contribution 
that  members  make.  Service  on  commit- 
tees, service  in  observing  principles  and 
policies,  service  in  establishing  the  requisite 
public  support.  As  you  give  so  will  you 
benefit.  A universal  abandonment  of  the 
attitude  of  “what  do  I get”  for  one  of  “what 
can  I give  in  order  that  I may  get,”  this 
must  be  the  first  readjustment  and  enlist- 
ment. 

Following  that  comes  loyalty  to  your 
County  Society  by  exhibiting  an  intense  sus- 
tained interest  in  its  meetings  and  bending 
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every  effort  to  institute  and  develop  a 
county  program  for  the  advancement  of  the 
recommendations  made  by  the  Survey  Com- 
mittee as  related  to  practice,  indigent  care, 
preventive  medicine  and  public  health.  Uni- 
versal support,  without  exceptions,  must 
come  from  every  member  and  every  doctor 
should  be  a member. 

The  third  essential  is  individual  pro- 
ficiency and  ability.  Abreastness  to  modern 
principles  and  methods  of  practice,  main- 
tained by  means  of  planned  study  and  clin- 
ical work  during  a portion  of  each  year, 
must  be  made  a standard  that  is  to  be  met 
by  every  doctor. 

An  occasional  attendance  at  your  county 
meeting,  a brief  visit  to  some  hospital  or 
clinic,  a few  days  at  some  cjuestionable  na- 
tional meeting,  cursory  medical  reading — 
these  do  not  constitute  sustained  post-grad- 
uate study.  Realizing  this  to  be  true,  your 
State  Society  in  close  cooperation  with  the 
department  of  Post-Graduate  Medicine  of 
our  University,  has  provided  study  opportu- 
nities, unexcelled  elsewhere,  at  your  very 
doors.  A well  thought  out  program  for 
study  opportunity  and  clinical  experience  is 
existent  and  is  being  enlarged.  The  excuse 
of  time  and  expense  can  no  longer  be  ad- 
vanced for  failing  to  pursue  post-graduate 
study. 

These  opportunities  should  be  eagerly  em- 
braced by  every  doctor.  The  deplorable 
fact  is  apparent  that  the  doctor  who  has 
the  greatest  need  for  renewed  instructions 
is  the  one  who  fails  to  pursue  study  oppor- 
tunities and  it  is  he  who  complains  most 
bitterly  that  he  can  scarcely  exist  on  his 
practice.  Little  does  he  realize  that  his  lack 
of  proficiency,  his  ignorance  of  modern 
methods  and  their  application,  has  caused 
his  former  patients  to  consult  his  confrere 
who  has  remained  abreast  of  medical  prog- 
ress. It  is  this  class  of  physicians  who  cause 
the  public  to  criticize  the  profession  as  a 
whole.  That  man  must  be  caused  to  extend 
himself. 

And  this  brings  me  to  the  discussion  of 
whether  or  not  the  time  is  at  hand  when 
we  should  broaden  the  requirements  to  be 
met  to  secure  and  maintain  society  member- 
ship. Should  the  present  qualification  re- 
quirements of  graduation  and  license  be  in- 
creased so  as  to  include  a certain  amount  of 
post-graduate  work  each  year? 

A world  upheaval  is  manifesting  itself. 


As  a profession  we  have  been  drawn,  in 
company  with  all  other  groups,  in  a mael- 
strom of  social  and  commercial  confusion. 
It  is  little  to  be  wondered  that  there  has 
been  much  discussion  of  various  forms  of 
controlled  medicine  that  seeks  to  bring  about 
a new  relationship  between  physician  and 
patient.  It  is  a fermenting  process,  effer- 
vescent in  nature,  that  may  momentarily 
arrest  progress,  divert  our  purpose  and 
cause  apprehension. 

My  greatest  concern  lies  in  the  physician 
of  today  and  his  followers  of  tomorrow. 
Concern  as  to  how  they  are  going  to  meas- 
ure up  to  the  new  state  of  affairs  that  is  to 
be,  how  they  are  going  to  acquit  themselves 
of  their  new  responsibilities  and  concerning 
the  ideals  they  will  erect  to  govern  and  in- 
spire them.  More  exacting  qualifications 
for  the  physician  are  apparently  requisite  to 
conserve  our  present  position,  acquire  re- 
newed public  confidence  and  establish  a 
leadership  in  our  state  in  all  matters  per- 
taining to  the  health  and  physical  welfare  of 
the  people.  Therein  lies  our  future  economic 
stability,  the  future  of  medical  science,  prac- 
tice, hopes  and  aims.  While  wearing  the 
mantle  of  science  we  cannot  worship  in  the 
temple  of  gold.  The  caduceus  cannot  be  cast 
aside  and  in  its  stead  we  permit  the  money 
pots  of  Midas  to  become  the  emblem  of  the 
profession. 

When  we,  as  a profession,  continuously 
maintain  a standard  of  proficiency  and  ren- 
der proficient  service  our  continued  inde- 
pendence will  be  insured  and  our  economic 
problems  will  be  solved  in  great  part.  For 
the  individual  physician  that  is  the  first 
principle  in  applied  medical  economics.  It 
is  the  first  objective  of  our  County  Society. 

With  the  acceptance  of  the  principles  of 
loyalty  through  membership,  and  individual 
proficiency  and  their  continuous  observance 
we  shall  stand  before  the  public  in  a com- 
manding position  that  will  enable  us  to  in- 
stitute procedures  that  will  bring  about  sat- 
isfactory adjustment  and  a solution  of  those 
other  fundamentals  that  are  set  forth  in  the 
Survey  Report. 

There  are  some  who  will  say  these  are 
ideals  but  unattainable.  Those  individuals 
are  the  ones  who  shackle  our  power  and  ob- 
struct our  progress.  The  more  prompt  that 
we  are  in  increasing  membership  qualifica- 
tions and  the  sooner  we  cause  the  public  to 
perceive  that  membership  affiliation  is  a de- 
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pendable  guide  in  determining  individual 
proficiency  when  selecting  a family  or  per- 
sonal physician,  then  and  not  till  then  will 
we  free  our  ranks  of  the  disgruntled — non- 
proficient doctor,  for  bereft  of  county  mem- 
bership that  individual  will  lose  community 
confidence  and  a waning  practice  will  he 
his. 

Economics  is  the  science  that  deals  with 
the  material  means  of  satisfying  human  de- 
sires. The  health  desires  of  the  public  will 
be  satisfied  when  we  of  the  profession  re- 
flect the  material  means  of  cooperative 
loyalty  and  individual  proficiency.  That 
then  will  be  medical  economics  applied. 

As  we  look  to  the  future  we  must  be  con- 
tinuously mindful  that  we  must  deal  col- 
lectively with  the  exploitation  of  medicine. 
The  safety  of  the  public  in  matters  of  life 
and  health  rests  upon  the  initiative  of  our 
profession.  The  preservation  of  all  that  is 
best  in  the  traditions  of  our  profession,  of 
all  that  has  been  produced  in  the  develop- 
ment of  the  science  of  medicine,  can  be  ac- 
complished only  in  a closed  union  of  our 
individual  interest.  The  lone  straggler,  the 
self-sufficient,  are  without  power. 

“It  must  not  be  forgotten  that  medical  or- 


ganization has  been  and  will  continue  to  be 
the  most  powerful  influence  in  the  protec- 
tion and  maintenance  of  the  personal  inter- 
ests of  the  individual  physician.  The  fact 
should  not  be  lost  sight  of  that  medical  or- 
ganization has  consistently  demanded  that 
the  economic  security  of  the  individual  prac- 
titioner be  insured  along  with  the  welfare 
of  the  public  at  large  in  any  new  form  of 
medical  practice  which  may  be  evolved.” 

Through  the  maintenance  of  strong  med- 
ical organization,  the  medical  profession  will 
have  reasonable  assurance  that  its  economic 
security  will  be  protected  and  safeguarded. 
Much  depends  on  how  the  profession  will 
act.  Only  by  united  action  can  we  hope  to 
weather  the  storm  and  preserve  those 
proven  principles  which  we  know  to  be  best 
for  the  public  and  the  physician. 

It  is  toward  those  ends,  Mr.  President, 
that  your  State  Society  is  directing  its 
thought,  energy  and  action.  Who  is  there 
that  will  assert  that  he  has  no  personal  in- 
terest, no  need  for  participation  or  coopera- 
tion and  prefers  to  hold  himself  aloof  from 
those  who  constitute  the  county  and  state 
Society? 


CARDIOVASCULAR  SYPHILIS* 


JOHN  I..  CHESTER,  M.D,  F.A.C.P.f 

DETROIT,  MICHIGAN 


The  invasion  of  the  cardiovascular  system  by  the  micro-organisms  of  syphilis  may 
be  considered  a later  development  of  the  disease,  the  end-result  of  the  infection.  Although 
the  association  of  aortic  aneurysm  with  syph  ilis  has  long  been  known  to  medicine  (the  rela- 
tionship is  believed  to  have  been  recognized  by  the  famous  anatomists  of  ancient  Padua), 
it  was  not  until  the  dawn  of  the  present  century,  when  the  organism  of  the  disease,  the 
treponema  pallidum,  was  definitely  identified,  that  the  true  nature  of  the  disease  process 


and  our  knowledge  of  same,  as  applying  t 
thing  like  a sound  foundation.  Even  at 
this  late  date,  the  effects  of  the  infection  are 
only  gradually  being  appreciated  at  their 
true  value. 

The  sex  incidence  leans  overwhelmingly 
to  males.  Some  authorities  put  the  propor- 
tion as  men  outnumbering  women,  four  to 
one,  while  others  allege  a ratio  as  high  as 
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fDr.  Chester  is  Attending  Physician-in-Chief  of  the  Medi- 
cal Department  of  Providence  Hospital,  Detroit;  Attending 
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pital; Head  of  Department  of  Internal  Medicine,  Redford 
Branch,  City  of  Detroit  Receiving  Hospital. 


o the  cardiovascular  system,  were  on  any- 


six  to  one.  It  is  considered  that  laborious 
occupations  predispose  to  the  disease. 

Before  proceeding  to  discuss  cardiovas- 
cular syphilis  and  its  treatment,  it  might 
be  well  briefly  to  review  syphilis  as  a dis- 
ease entity,  and  its  progression  to  final 
denouement — involvement  of  the  circula- 
tion. The  species  name,  treponema  palli- 
dum, was  first  given  to  the  infecting  micro- 
organism by  Schaudinn,  one  of  its  discover- 
ers, since  when  the  term,  spirocheta  palli- 
dum, has  been  read  into  the  international 
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language  of  syphilology  by  the  adherence  of 
Hoffman  (another  of  the  discoverers),  and 
Metchnikoff,  and  by  the  sanction  of  usage. 

The  infection  takes  place  through  the 
entry  of  the  spirochetes  at  any  point  on  the 
body  which  comes  in  contact  with  the  living 
organism,  or  they  may  be  transmitted  in 
utero  from  an  infected  mother.  A local 
lesion  is  usually  the  first  sign  of  infection, 
but  before  this  has  developed  to  the  point 
where  it  can  be  identified,  and  the  appro- 
priate label  of  disease  affixed,  the  spirochetes 
will  have  spread  to  and  multiplied  rapidly 
in  other  parts  of  the  body,  invariably  pro- 
ducing other  lesions,  particularly  in  the  skin 
and  on  the  mucous  membranes. 

Following  this  general  infiltration,  the 
lesions  tend  to  heal  and  the  spirochetes  to 
diminish  in  numbers.  They  may  even  be 
entirely  destroyed  or  die  off  at  this  period, 
although  in  the  great  majority  of  cases, 
some  of  them,  at  least,  remain  alive  in  some 
part  of  the  body,  alive  but  quiescent,  and 
causing  no  symptoms  over  a term  of  years. 
There  then  comes  another  active  period, 
when  these  micro-organisms  again  multiply 
and  spread  throughout  the  body,  with  possi- 
bilities of  causing  any  one  or  more  of  the 
following:  brain  lesions;  atrophy  of  the 
optic  or  auditory  nerves ; destruction  of 
bone  and  cartilage.  It  is  at  this  juncture 
that  syphilitic  infection  usually  becomes  ap- 
parent in  tbe  heart  and  circulation,  although 
invasion  by  tbe  spirochetes  may  have  taken 
place  before  or  during  the  so-called  second- 
ary stage.  The  acute  lesions  are  usually 
distinctive,  but  tbe  chronic  disease  can  only 
be  recognized  by  other  syphilitic  stigmata. 

The  spirochete  pallida  of  syphilis  can  pro- 
duce such  a variety  of  lesions  in  the  cardio- 
vascular system  that  a generalization  of  the 
possible  clinical  picture  is  somewhat  diffi- 
cult. Necropsy  findings  provide  the  best 
and  most  illustrative  method  of  study. 
Syphilis  may  attack  the  aorta,  the  cardiac 
valves,  the  coronary  arteries,  the  auriculo- 
ventricular  junctional  tissues,  and  the  peri- 
cardium. It  may  induce  chronic  interstitial 
myocarditis  by  causing  chronic  arteritis  of 
the  coronary  arteries,  or  by  means  of  gum- 
matous deposits.  In  popular  opinion  no 
other  organ  is  so  frequently  injured  by  the 
micro-organisms  of  the  disease  as  the  aorta. 
Louis  Potheau  of  Paris  emphatically  de- 
clares that  in  every  case  of  aortitis,  syphilis 
should  be  expected,  and  just  as  one  should 


think  of  syphilis  in  a case  of  aortitis,  so  one 
should  think  of  aortitis  in  every  syphilitic 
subject.  The  late  Dr.  Warthin,  who  has 
made  a major  contribution  to  the  pathology 
of  the  disease,  and  at  the  same  time  injected 
an  atmosphere  of  acrimonious  dicussion,  be- 
lieves that  the  heart  of  every  syphilitic  is 
involved  in  the  infection.  He  has  consis- 
tently found  the  germs  in  the  heart  muscle, 
having  in  1907  and  again  in  1909  made  his 
original  reports  on  syphilis  of  the  heart  with 
demonstration  of  the  spirochetes  in  a variety 
of  myocardial  lesions.  In  1895,  long  before 
the  parasite  was  known,  Virchow  detected 
syphilis  of  the  myocardium  and  diagnosed  it 
as  a sy^philitic  interstitial  myocarditis  pa- 
thologically, which  fact  should  not  be  lost 
sight  of  by  those  who  now  doubt  Warthin’s 
pronouncements. 

Harlow  Brooks  takes  up  the  cudgels  on 
behalf  of  the  myocardial  theory  so  ably  ad- 
vanced by  Virchow  and  Warthin.  In  an 
address  in  1925  before  the  Inter-State  Post 
Graduate  Assembly  of  North  America,  he 
said:  “Text-books  but  a few  years  old  still 

state  that  syphilis  of  the  heart  muscle  is 
rare  and  they  largely  consider  the  subject 
as  unimportant.  Too  much  weight  rela- 
tively has  been  put  on  the  occurrence  of 
syphilis  of  the  aorta,  and  still  the  idea  per- 
sists in  the  minds  of  many  that  syphilis  of 
the  heart  refers  to  a specific  aortitis.  It  is 
quite  certain  that  nearly  all  cases  of  syphilis 
of  the  aorta*  which  come  to  section  show 
definite  and  unmistakable  syphilitic  lesions 
of  the  heart  muscle  or  endocardium  also, 
and  when  one  undertakes  an  analysis  of  the 
symptoms  manifested  in  the  greater  number 
of  cases,  it  will  be  found  that  the  muscle 
and  valve  lesions  are  by  far  the  more  pro- 
ductive of  symptoms  and  signs.” 

Be  the  arguments  for  or  against  the 
prevalence  of  syphilitic  lesions  in  the  muscle 
what  they  may,  it  must,  however,  be  ac- 
cepted as  axiomatic  that  every  case  of  early 
syphilis  has  the  potentiality  of  becoming  a 
case  of  cardiovascular  disease.  The  infec- 
tion may  involve  the  cardiac  area  before  or 
during  the  secondary  stage,  but  statistics 
from  world- wide  sources  indicate  that  from 
16  to  20  years  ordinarily  elapse  between  the 
primary  lesion  and  the  appearance  of  defi- 
nite symptoms  of  circulatory  infection  or 
impairment.  It  is  a matter  of  record  that 
the  majority  of  cases  of  acquired  svphiltic 
heart  disease  first  come  to  the  attention  of 
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physicians  when  the  patients  are  in  their 
prime — around  the  35th  to  the  40th  years — 
when  they  are,  or  should  be,  in  the  process 
of  attaining  permanent  business  or  profes- 
sional success,  although  definite  physical 
signs  have  been  encountered  within  the  first 
six  months.  Reid  records  a case  with 
enough  signs  for  positive  diagnosis  three 
months  after  infection. 

Can  then  the  date  of  the  acquisition  of  the 
primary  lesion  in  the  average  case  be  traced 
back  to  a period  between  the  20th  and  the 
25th  year?  In  the  aggregate,  I think  it  can, 
even  without  definite  information  from  the 
patient,  who,  in  many  cases,  has  either  for- 
gotten the  obscure  beginnings  of  the  infec- 
tion, or  out  of  a mistaken  sense  of  delicacy 
withholds  the  facts.  Brooks  declares  that 
the  average  case  of  syphilis  of  the  heart 
which  has  come  to  his  service  has  become 
clinically  apparent  at  a period  of  about 
twenty  years  after  the  initial  chancre.  In 
most  instances  his  patients  have  previously 
received  some  treatment,  sufficient  perhaps 
to  relieve  the  disfigurements  consequent  to 
the  disease,  such  as  ulcerations,  tertiary 
skin  rashes,  alopecia,  and  the  like.  In  such 
instances,  as  a rule,  the  cardiac  involvement 
once  inaugurated  proceeded  on  with  very 
little  stop  or  hindrance  until  vigorous  spe- 
cific treatment  was  enforced.  In  a very  con- 
siderable percentage  of  Dr.  Brooks’  cases 
as  they  had  come  to  him,  the  idea  that  the 
existing  cardiac  condition  might  have  been 
due  to  a basic  syphilis  had  been  ignored  by 
many  physicians. 

J.  H.  Stokes  thinks  that  little  cardiovas- 
cular disease  can  be,  or  is,  recognized  in  the 
first  ten  years  after  the  primary  exposure 
to  and  acquisition  of  syphilis.  He  believes 
that  45  per  cent  of  the  cases  presented  for 
diagnosis  or  treatment  can  be  definitely  rec- 
ognized during  the  second  decade,  while  3 
per  cent  is  recognized  in  the  third  decade. 
There  remain,  therl,  a great  number  of  ob- 
vious heart  cases  of  undetermined  origin, 
many  of  which  will  undoubtedly  receive  the 
proper  label  of  disease  later  on  when  faulty 
diagnosis  has  been  corrected  or  symptoms 
become  more  pronounced.  According  to 
Sir  Clifford  Albutt,  congenital  cases  are  not 
infrequent  from  the  fifteenth  to  twenty-fifth 
year,  while  they  are  common  in  syphilitic 
infants. 

Syphilitic  infection  of  the  aorta  may  oc- 
cur with  or  without  involvement  of  the 


aortic  valves  or  coronary  arteries.  It  fre- 
quently happens  without  the  development  of 
an  aneurysm.  It  is  in  the  vasa  vasorum, 
the  small  nutrient  arteries  and  veins  of  the 
outer  coat  or  adventitia  of  the  aorta,  then 
in  the  media  of  the  ascending  portion  of  the 
arch  that  the  primary  infective  process 
usually  begins,  which  process  is  usually 
rapidly  progressive  after  the  appearance  of 
definite  signs.  Next  in  frequency  the  trans- 
verse and  descending  portions  are  involved, 
then  in  turn  the  semi-lunar  valves  may  be 
attacked,  with  resultant  aortic  insufficiency. 
When  the  wall  of  the  aorta  gives  way,  you 
have,  in  fact,  an  aneurysm.  All  these  mani- 
festations, with  coronary  artery  disease,  are 
complications  of  simple  syphilitic  aortitis, 
the  whole  eventually  being  accompanied  by 
syphilitic  myocarditis. 

Inflammatory  disease  of  the  aorta,  espe- 
cially of  the  arch,  with  a thickening  and 
stretching  of  the  walls,  and  a tendency  to 
extend  to  the  aortic  valve,  has  had  clinical 
recognition  for  more  than  a century.  It  is 
but  a scant  sixty  years  since  syphilis  has 
been  associated  with  such  conditions,  and 
that  only  since  the  English  physician, 
Francis  FI.  Welch,  published  his  notable 
work  in  1875.  The  demonstration  of 
spirochetes  in  aortic  lesions  during  the  cur- 
rent century  has  thrown  fresh  and  conclu- 
sive light  on  the  frequency  of  syphilis  as  a 
cause. 

In  the  consideration  of  diagnosis,  the  fol- 
lowing points,  among  others,  must  be  taken 
account  of : age,  previous  history,  history  of 
present  illness,  subjective  symptoms,  the  re- 
sults of  physical  and  instrumental  examina- 
tion, the  Wassermann  reaction,  the  presence 
or  otherwise  of  syphilitic  stigmata,  and  the 
course  of  the  disease.  The  most  prominent 
symptom  is  pain,  which  may  range  from  a 
tightening  or  burning  sensation  about  the 
upper  sternum  to  the  exquisite  agony  of 
angina  pectoris.  Such  pains  may  be  inter- 
mittent and  the  result  of  exertion,  or  they 
may  be  continuous,  with  radiation  to  the 
neck,  shoulder,  and  down  the  arm  and  ulnar 
part  of  the  forearm  and  hand.  There  may 
also  be  shortness  of  breath,  rapid  heart  ac- 
tion, cough  and  weakness.  Frequently  there 
is  dyspnea,  sometimes  abnormal  pulsations 
in  the  suprasternal  notch,  pulsations  in  the 
right  subclavian  artery  above  the  clavicle, 
with  dullness  in  the  first  and  second  inter- 
spaces to  the  right  of  the  sternum.  Addi- 
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tional  physical  signs  may  consist  of  an  ac- 
centuated second  sound  with  a systolic  mur- 
mur at  the  aortic  area. 

The  objective  signs  are  often  hard  to  de- 
termine and  unless  the  symptoms  are  suffi- 
ciently marked  to  command  attention,  they 
are  liable  to  be  overlooked.  It  would  be 
good  practice,  I think,  in  all  doubtful  cases 
of  heart  disease  coming  for  diagnosis,  first 
to  rule  out  a history  or  signs  of  rheumatic 
fever,  then  to  inquire  into  the  history  of 
possible  luetic  infection. 

Aortic  insufficiency  is  a frequent  compli- 
cation of  syphilitic  aortitis,  probably  the 
most  usual  accompaniment  of  the  disease. 
As  has  been  said  before,  it  results  from  the 
extension  of  the  infection  to  the  semilunar 
valves.  When  established,  left  ventricular 
hypertrophy  soon  becomes  evident,  whereas 
it  is  seldom  that  heart  enlargement  occurs 
in  simple  syphilitic  aortitis.  The  physical 
signs  of  aortic  insufficiency  are  a soft  di- 
astolic murmur,  more  often  heard  along  the 
left  border  of  the  sternum  than  in  the  sec- 
ond right  interspace,  a systolic  murmur  at 
the  aortic  area,  and  sometimes  the  classic 
Flint  murmur  at  the  apex.  Throbbing  of  the 
carotids  is  invariably  manifest,  and  in  more 
advanced  cases,  pulsations  in  the  supraster- 
nal notch  can  be  seen  and  felt.  Also,  there 
is  usually  a pistol-shot  sound  in  all  the 
larger  peripheral  vessels.  The  characteris- 
tic aortic  facies  may  also  be  noted — sunken 
cheeks,  pale  and  bluish  sclerse,  and  a pale 
and  sallow  complexion.  On  occasions  there 
is  a Corrigan  pulse. 

Aortic  stenosis,  as  exemplified  by  a nar- 
rowing of  the  ring  or  orifice,  hardly  ever  de- 
velops as  a sequence  of  leutic  infection, 
while  syphilitic  changes  of  the  mitral  and 
tricuspid  valves  are  apparently  unknown. 

An  aneurysm  is  a dilated  artery.  If  a 
liberal  interpretation  of  medical  history  be 
permitted,  it  seems  that  the  renowned  Galen 
described  a traumatic  aneurysm,  but  be  that 
fact  as  it  may,  my  discourse  is  on  another 
type  of  aneurysm — syphilitic  aneurysm  of 
the  aorta.  Speaking  broadly,  an  aneurysm 
is  a sac  due  to  the  dilatation  of  the  wall  of 
an  artery  and  which  is  filled  with  blood,  a 
pulsating  tumor,  as  it  were.  Osier  de- 
scribed it  as  a blood-containing  tumor  whose 
walls  are  formed  by  the  walls  of  a blood 
vessel,  and  whose  cavity  is  in  direct  connec- 
tion with  the  blood  vessel  from  which  it 
arises. 


The  development  of  aneurysm  of  the 
aorta  from  syphilitic  infection  can  be  traced 
from  a review  of  the  pathology  of  the 
lesions  in  the  aorta  itself.  In  the  wall,  and 
particularly  in  the  ascending  and  transverse 
arch,  the  spirochetes  cause  microscopic  peri- 
vascular round-cell  infiltration  usually  com- 
mencing, as  before  mentioned,  either  in  the 
adventitia  or  media  above  the  aortic  cusps. 
In  the  gross,  the  lesions  consist  of  aggrega- 
tions of  yellow,  round  and  oblong  depres- 
sions, with  definite  margins,  which  are  at 
times  elevated.  Frequently  there  are  coin- 
cident atheromatous  patches.  These  lesions 
tend  to  spread,  affecting  the  external  and 
middle  coats  and  the  intima.  The  fibres  be- 
come broken  and  separate ; there  is  a less- 
ened resistance  of  the  vessel  walls,  a loss  of 
elasticity,  and  end-result  of  fibroid  degen- 
eration. By  such  mechanism  an  aortic  dila- 
tation ensues,  and  when  the  resistance  of  the 
aortic  wall  gives  way  entirely  over  a cir- 
cumscribed area,  the  sac  or  aneurysm  de- 
velops. It  may  occur  in  any  part  of  the 
aorta  and  be  of  any  size,  sometimes  filling 
one  side  of  the  chest,  or  half  the  abdomen. 
In  some  cases  there  is  more  than  one 
aneurysm.  Sometimes  there  can  be  seen 
that  huge  pulsating  bulging  of  the  chest,  in- 
volving the  adjacent  structures  by  pressure, 
and  the  skin  thin  and  discolored,  as  if  the 
mass  would  burst  outwardly.  Again,  the 
size  may  be  as  small  as  a marble,  and  to  out- 
ward appearance  non-existent. 

The  symptoms  are  likely  to  vary  accord- 
ing to  the  site  and  size  of  the  aneurysm. 
In  some  cases,  and  particularly  in  those 
where  the  aneurysm  is  small  and  situated  at 
or  immediately  above  the  aortic  sinuses, 
symptoms  and  signs  are  often  absent.  The 
vast  majority  of  cases,  however,  present 
definite  symptomatology.  Pain  is  usually 
the  most  frequent  and  earliest  evidence,  and 
most  commonly  it  is  of  a constant,  gnawing 
character.  It  may  also  simulate  anginal 
pain,  while  hyperalgesia  can  often  be 
elicited  over  the  area  in  which  the  pain  is 
seated.  The  aneurysmal  pulsation  in  the 
thorax  and  sometimes  in  the  suprasternal 
notch,  or  in  the  side  of  the  neck,  is  generally 
an  outstanding  symptom.  No  outstanding 
facies  is  usually  seen,  unless  the  aneurysm 
is  associated  with  anemia  or  aortic  incom- 
petence of  a severe  degree,  when  pallor  be- 
comes pronounced. 

The  apex  impulse  is  seldom  displaced,  un- 
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less  the  heart  is  enlarged  from  some  co- 
existent valvular  disease,  although  it  may 
be  felt  at  an  abnormal  site  when  the 
aneurysm  is  big  enough  to  displace  the  heart 
itself.  Above  the  level  of  the  third  rib  the 
heaving  impulse,  systolic  in  time,  so  charac- 
teristic of  aneurysm,  is  usually  felt,  while  if 
it  be  substernal,  the  pulsation  is  often  very 
pronounced,  even  more  forcible  than  that  of 
the  heart.  The  area  of  dullness  of  an 
aneurysm  of  the  aorta  is  seldom  a true  in- 
dication of  the  size  of  the  aneurysm,  as  most 
often  only  a portion  of  it  is  in  contact  with 
or  near  the  chest  wall.  Radioscopy  or 
autopsy  invariably  disclose  it  to  be  much 
larger  than  would  have  been  suspected  from 
the  area  of  dullness  on  percussion. 

The  second  sound  is  usually  heard  well, 
being  most  often  of  a loudly  accentuated 
and  ringing  character.  A systolic  murmur 
is  not  common,  and  a diastolic  murmur  even 
less  so.  Dyspnea,  sometimes  paroxysmal, 
is  a feature  of  very  large  aneurysms,  while 
cough  is  a later  symptom  than  the  pain.  A 
tracheal  tug  may  be  observed  when  the 
aneurysm  becomes  adherent  to  the  trachea, 
or  to  the  left  bronchus.  The  course  varies 
greatly:  the  aneurysm  usually  enlarges 

slowly  and  the  patient  may  suffer  for  many 
years  before  death  ensues.  Although  the 
fatal  termination  can  come  from  the  final 
rupture  with  hemorrhage  into  the  pericar- 
dial sac,  the  chest  wall,  trachea,  esophagus, 
etc.,  it  is  due  in  the  majority  of  cases  to 
cardiac  failure.  Rupture  on  the  surface  of 
the  chest  wall  is  a very  rare  occurrence. 
The  diagnosis  is  tremendously  facilitated  by 
radiographic  examination.  In  many  cases 
it  is  absolutely  essential,  especially  when 
there  is  no  pulsation  of  the  thoracic  wall. 

Until  very  recently  little  attention  was 
paid  to  disease  of  the  coronary  arteries,  as 
beyond  providing  autopsy  findings,  they  ex- 
cited comparatively  little  clinical  interest. 
Now,  however,  in  the  light  of  that  newer 
conception  of  cardiology,  the  situation  is 
changed.  Being  branches  of  the  aorta,  the 
blood  they  carry  returns  to  the  heart  by  way 
of  the  coronary  veins  and  sinuses,  and  such 
being  so,  such  local  diseases  as  sclerosis 
(coronary  endarteritis),  thrombosis  and 
embolism,  menace  comfort  in  living,  and 
even  life  itself. 

The  literature  lacks  unanimity  on  the  im- 
portance of  syphilis  as  an  etiologic  factor, 
under  ordinary  circumstances,  in  coronary 


occlusion  or  thrombosis.  A few  writers  at- 
tribute to  the  disease  a significant  role,  while 
others  deny  it  a prominent  place  as  a source 
of  infection.  Reisman  thinks  that  it  has  its 
greatest  importance  as  a factor  in  cases  of 
the  affection  occurring  in  early  life,  i.e., 
under  the  age  of  35,  while  Stokes  says  that 
a severe  or  extensive  aortic  lesion  is  seldom 
found  without  concurrent  coronary  damage, 
even  though  the  coronary  signs  be  absent. 

Sclerosis  of  the  larger  branches  of  the 
coronary  arteries  from  syphilitic  infection 
may  be  a rare  occurrence,  yet  it  is  not  un- 
known, nor  is  infiltration  around  the  smaller 
arteries  and  closure  of  the  coronary  orifices 
in  the  sinuses  of  Valsalva,  due  to  shrinkage 
and  contracture  of  the  surrounding  tissues. 
The  signs  and  symptoms  of  coronary  dis- 
ease are:  an  increasing  frequence  of  pre- 
cordial pain,  tending  to  radiate  to  the  left 
arm  and  neck,  and  dyspnea  with  or  without 
the  usual  signs  of  cardiac  involvement.  The 
characteristic  electrocardiographic  signs 
are:  an  abnormal  QRS  complex  in  all  leads: 
T wave  negative  in  Lead  I,  in  Leads  I and 
II,  or  in  Leads  I,  II,  and  III,  never  in  Lead 
III  alone. 

The  symptoms  of  coronary  artery  disease 
are  usually  difficult  to  differentiate  from 
the  symptoms  of  angina  pectoris — and  the 
symptoms  of  the  latter  are  often  noticeable 
when  the  coronary  arteries  are  perfectly 
healthy.  Torrey  believes  that  aortic 
aneurysm  has  much  to  do  with  coronary  dis- 
ease, especially  when  the  first  part  of  the 
aorta  is  the  one  affected,  the  proper  deliv- 
ery of  blood  by  the  coronary  system  being 
then  seriously  impeded,  and  myocardial  de- 
generation and  cardiac  breakdown  hastened. 

As  to  the  lesions  in  the  myocardium, 
Brooks  again  holds  that  process  appears  to 
originate  mostly  in  and  about  the  coronary 
trunks,  spreading  from  these  into  the 
muscle.  In  earlier  days  the  gumma  was 
practically  the  only  lesion  that  pathologists 
would  admit  to  be  syphilitic.  Following  on 
Virchow’s  discovery,  which  has  later  been 
confirmed  by  Warthin,  pathologists  veered 
to  the  argument  that  around  gummas  of 
the  heart,  in  the  neighborhood  of  the  gum- 
matous lesion,  there  are  to  be  found,  trailing 
off  into  the  myocardium,  infiltrations  of 
lymphocytes,  of  mononuclear  cells,  which 
the  famous  German  pathologist  described  as 
follows:  “These  are  syphilitic  infiltrations, 

this  is  an  interstitial  syphilitic  myocarditis; 
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there  is  no  reason  why  it  should  not  exist 
without  the  gumma,  and  therefore  pure  in- 
terstitial forms  of  myocarditis  due  to 
syphilis  can  and  do  exist.” 

Gummata  of  the  heart  appear  with  con- 
siderable frequency,  but  on  their  disappear- 
ance with  treatment  a permanent  scar  re- 
mains on  the  muscle,  and  a fixed  scar  of 
any  degenerative  process  always  remains  a 
permanent  disability. 

It  is  a generally  accepted  clinical  fact  that 
syphilitic  lesions  of  the  conduction  system 
are  extremely  rare,  although  a few  cases 
where  the  bundle  of  His  has  been  infected, 
have  been  reported.  The  same  assertion  may 
be  made  regarding  the  endocardium  and  the 
pericardium.  Auriculo-ventricular  heart 
block  is  possible  from  lesions  affecting  the 
auriculo-ventricular  junctional  tissues,  while 
in  the  pericardium  the  attack  is  likely  to 
take  the  form  of  an  infiltration,  with  conse- 
quent formation  of  fibrous  tissue,  resulting 
in  adhesions  between  the  two  layers  of  the 
pericardium.  In  some  cases  there  may  be 
effusion  of  fluid  into  the  pericardial  sac,  but 
gummata  are  of  rare  occurrence. 

In  all  doubtful  cases  a Wassermann  test 
should  be  made,  and  this  especially  applies 
to  all  cases  of  aortic  disease,  even  though 
there  is  a history  of  rheumatism.  A single 
negative  Wassermann  does  not  necessarily 
rule  out  syphilis.  In  many  instances  it  may 
be  advisable  to  employ  a provocative  dose 
of  iodides,  salvarsan,  or  other  arsenical. 
Frequently  necropsies  justify  the  attitude  of 
diagnosing  as  syphilis  conditions  where 
other  signs  point  to  it  even  though  the  W as- 
sermann  or  other  reaction  was  negative. 
No  matter  what  the  result  of  the  Wasser- 
mann is,  it  should  be  considered  in  conjunc- 
tion with  all  other  available  clinical  data. 
In  the  early  stages,  the  Wassermann  is  al- 
most invariably  positive,  but  as  the  disease 
becomes  more  chronic  it  is  increasingly 
negative.  Such  conditions  of  the  central 
nervous  system  as  cerebrospinal  syphilis, 
often  accompany  cardiovascular  syphilis, 
and  should  always  be  looked  for  in  the  gen- 
eral examination. 

The  x-ray  and  electrocardiograph  are 
also  of  great  assistance  in  the  diagnosis  of 
cardiovascular  syphilis.  Many  abnormali- 
ties in  structure  would  otherwise  have  to 
await  the  findings  of  the  dead-house  but  for 
the  former,  while  the  latter  has  come  to  be 
regarded  as  an  indispensable  agent  in  the 


recording  and  confirming  abnormalities  of 
cardiac  action. 

Prognosis  of  cardiovascular  syphilis  can- 
not be  said  to  be  good  after  the  onset  of 
definite  symptoms.  It  must  be  remembered 
that  here  there  are  two  grave  conditions — 
the  syphilitic  infection,  which  is  naturally 
virulent  with  rapid  tissue-destroying  pro- 
clivities, and  on  the  other  hand  there  is  the 
vital  cardiac  mechanism,  which  can  do  no 
other  than  fail  in  functionability  in  propor- 
tion to  the  rapidity  with  which  the  infection 
impairs  its  members.  There  is  in  addition 
the  possibility  of  sudden  death  from  aneurys- 
mal hemorrhage  and  angina  pectoris,  and 
the  tendency  to  rapid  myocardial  degenera- 
tion. 

There  is  no  definite  set  of  statistics  to  go 
by  in  determining  how  long  the  average  life 
may  be  prolonged  after  the  disease  is  iden- 
tified. Much  depends  on  the  degree  of  dam- 
age at  the  time  the  diagnosis  is  established 
and  treatment  instituted.  I am  willing  to 
believe  that  the  normal  span  of  existence 
for  sufferers  from  this  dread  disease  can  be 
considerably  lengthened  in  view  of  the  ad- 
vent of  such  lately  discovered  anti-syphilitic 
therapies  as  salvarsan,  and  the  newer  con- 
ception and  practice  of  cardiology.  In  all 
events  prognosis  is  now  better  than  it  was, 
say,  10  or  20  years  ago. 

The  time  factor  is  the  key  to  the  situa- 
tion, and  prognosis  will  be  in  proportion  to 
the  lead  which  can  be  secured  on  the  prog- 
ress of  the  disease  by  appropriate  treatment. 
It  must  be  understood,  however,  that  com- 
plete eradication  of  the  disease,  even  under 
the  most  favorable  circumstances,  has  yet 
to  be  achieved  by  any  remedy,  and  this  fact 
must  be  considered  in  prognosis.  Now  to 
be  more  specific:  Anderton  estimates  that 
patients  seldom  live  more  than  five  years 
after  the  disease  is  discovered,  although 
they  may  live  eight  or  nine  years.  Reid  re- 
ports on  a series  of  cases  where  the  average 
length  of  life  in  cases  of  a comparatively 
advanced  type  from  the  time  treatment  was 
instituted  was  one  year  in  certain  circum- 
stances, and  three  years  under  different  con- 
ditions. Taking  cases  as  a whole,  it  can 
be  said  with  considerable  degree  of  assur- 
ance that  if  diagnosis  is  made  early  enough 
and  treatment  is  prompt  and  adequate,  there 
is  a reasonable  prospect  of  relative  recovery, 
and  occasionally  complete  recovery  may  be 
expected,  especially  if  there  is  an  absence 
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of  aortic  incompetence,  involvement  of  the 
coronary  arteries  and  of  myocardium,  an- 
gina pectoris  and  aneurysm.  Aortic  re- 
gurgitation has  a bad  prognosis,  even  in  the 
absence  of  angina  and  of  aneurysm.  Prompt 
and  adequate  treatment  of  simple  aortitis 
may  prevent  any  further  involvement,  and 
the  patient’s  span  of  life  be  but  slightly  en- 
dangered. 

Warthin  did  not  believe  that  syphilis  is 
ever  more  than  clinically  cured,  and  as  a 
pathologist  he  did  not  believe  that  it  ever 
became  anything  but  a latent  infection  even 
under  the  most  favorable  conditions.  Brooks 
utters  somewhat  similar  sentiments,  al- 
though he  lays  claim  to  have  had  the  ex- 
perience of  getting  such  results  by  properly 
applied  specific  medication  in  late  and  so- 
called  incurable  cases  of  syphilis  of  the  heart 
as  to  justify  a good  prognosis  as  to  effi- 
ciency and  duration  in  even  seriously  dis- 
eased hearts.  He  has  repeatedly  instanced 
complete  clinical  success  in  various  forms  of 
myocarditis,  cases  of  arrhythmia,  including 
partial  and  complete  heart  block,  auricular 
flutter,  auricular  fibrillation,  and  angina 
pectoris. 

The  treatment  of  cardiovascular  syphilis 
should  be  concurrently  along  two  well  de- 
fined lines  of  procedure — preventative  and 
conservative.  Specific  attempts  to  arrest  the 
progress  of  the  syphilitic  infection  should 
precede  the  major  course  of  treatment  for 
the  damaged  heart.  If  the  former  is  im- 
practicable, little  can  be  expected  from  the 
latter,  which  brings  us  around  to  reiteration 
of  the  old  adage  that  prevention  is  better 
than  cure,  meaning  that  the  ideal  course  of 
procedure  would  be  to  treat  the  very  early 
stages  of  syphilis  so  intensely  that  advanced 
heart  lesions  may  not  develop. 

When  the  micro-organisms  of  syphilis  are 
firmly  planted  in  the  heart  muscle,  no 
course  of  treatment  can  be  initiated  with 
much  optimism,  the  natural  and  progressive- 
ly fatal  course  of  the  disease  being  alto- 
gether adverse  to  good  prognosis  at  such 
a stage.  Against  the  spirochetes  the  ther- 
apeutic weapons  of  warfare  are  mercury, 
arsenic,  iodine,  and  bismuth.  Digitalis, 
quinidin,  theobromin,  caffeine  derivatives 
and  salyrgan  comprise  our  chief  cardiac 
remedies. 

There  are  many  different  forms  of  proce- 
dure in  treatment,  each  clinician  having  his 
own  preferred  method.  I do  not  claim  that 


the  method  I usually  adhere  to  is  superior 
to  all  others,  but  it  has  satisfied  most  of  the 
demands  I usually  encounter,  and  in  the 
aggregate  it  has  been  successful.  The  pa- 
tient should  first  be  hospitalized  either  at 
home  or  in  an  institution,  when  some  form 
of  mercury  should  be  administered,  pro- 
vided there  are  no  nephritic  contraindica- 
tions. Salicylate  of  mercury,  1 grain,  may 
be  given  intramuscularly  every  second  day 
until  a total  or  12  grains  has  been  given, 
or  until  there  are  signs  of  mercurial  poison- 
ing or  intoxication.  For  the  first  three  days 
of  this  treatment,  the  drug  should  be  pushed 
to  tolerance,  i.e.,  it  may  be  given  every  day 
instead  of  every  second  day,  provided  the 
urine  examination  shows  no  kidney  injury. 
At  the  end  of  the  12  injection  period,  the 
heart  problem  may  then  be  attacked  with 
digitalis  or  any  other  appropriate  remedy 
which  would  be  indicated  in  cardiac  condi- 
tions of  other  than  syphilitic  origin. 

Following  the  mercury  course,  a 12  day 
course  of  iodine  is  then  instituted,  begin- 
ning with  10  grains  of  a solution  of  sodium 
iodide  three  times  daily,  increasing  the  dos- 
age one  grain  or  more  per  dose  until  toler- 
ance is  reached,  at  which  point  the  dosage 
is  held  for  the  remainder  of  the  12  day 
period.  At  the  termination  of  this  course, 
I again  return  to  the  mercury,  giving  12 
consecutive  doses  as  before,  after  which  I 
give  mercury  and  iodine  on  alternate  days, 
the  purpose  being  to  saturate  the  patient 
with  as  much  mercury  and  iodine  as  he  can 
bear  without  discomfort.  The  next  step  is 
to  initiate  the  use  of  salvarsan,  the  most 
convenient  forms  of  which  are  arsphenamin 
and  neosalvarsan,  the  dosage  of  either  being 
governed  by  each  individual  case.  A word 
of  warning  may  here  be  interpolated  against 
the  indiscriminate  use  of  the  arsenical  prep- 
arations. Dosage  should  never  be  too  high, 
and  in  fact  for  safety’s  sake  should  be  on 
the  minimal  scale.  There  is  always  a dan- 
ger of  inciting  a further  swelling  of  the 
intima  of  the  small  vessels  of  the  heart,  thus 
increasing  the  risk  of  thrombosis. 

Arsphenamin  (Ehrlich  606)  is  the  most 
stable,  most  uniform,  and  most  effective 
therapeutically  of  the  Ehrlich  synthetics.  It 
may  be  given  intravenously  in  an  initial  dose 
of  0.15  gm.,  and  if  well  tolerated  may  be 
increased  to  0.5  gm.  The  course  should 
consist  of  from  six  to  ten  injections  at 
weekly  intervals.  Then  I return  again  to 
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the  mercury  and  iodine  on  alternate  days 
for  a course  of  12  doses  of  each.  Some 
authorities  favor  a combined  mercurio- 
arsenical  treatment  with  a complementary 
iodine  treatment.  After  an  intermission  of 
four  to  eight  weeks,  the  process  may  be 
resumed  again,  arsphenamin  alone,  then 
mercury  and  iodine,  at  the  stated  intervals 
and  dosage.  When  aortic  insufficiency  and 
aneurysm  complicate  the  case,  less  favorable 
results  are  to  be  expected.  Bismuth  stands 
midway  between  arsphenamin  and  mercury, 
and  is  suitable  for  those  patients  who  do  not 
tolerate  the  other  specifics.  Given  intra- 
muscularly, its  slower  absorption  renders  its 
action  less  dangerous  and  more  prolonged 
than  arsphenamin. 

At  this  point  it  might  be  mentioned  that 
no  patient  can  be  considered  cured,  even  in 
the  absence  of  Wassermann  findings,  at  the 
expiration  of  a course  of  treatment.  A re- 
turn of  active  symptoms  or  evidence  of  a 
progression  of  the  syphilitic  lesions,  regard- 
less of  the  Wassermann  reaction,  should  in- 
dicate a resumption  of  another  full  course 
of  treatment.  Patients  who  have  had  such 
treatments  should  be  examined  at  six  to  12 
months  intervals  over  a period  of  years,  as 
the  known  anti-syphiltic  therapies  have  not 
yet  proved  themselves  capable  of  much  more 
than  accomplishing  symptomatic  arrest. 

Comparatively  little  can  be  done  for 
aneurysm  of  the  aorta.  Iodids  often  dimin- 
ish pain,  as  does  morphin,  especially  in  the 
latter  stages.  The  delicate  technical  opera- 
tion of  gold-platinum  wiring  and  electrol- 
ysis has  shown  favorable  results  in  many 
cases,  chiefly  in  the  direction  of  diminish- 
ing the  pulsation,  reducing  the  pain,  and 
delaying  rupture.  The  purpose  here  is  to 
promote  coagulation  of  the  blood  and  the 
obliteration  of  the  sac,  by  organization  of 
the  thrombus.  Resection  of  the  sympathetic 
nerves  close  to  the  aneurysm  or  of  the  sym- 
pathetic trunk  in  the  neck  have  also  been 
done.  No  form  of  treatment,  however,  can 
ever  restore  the  artery  to  its  normal  caliber. 

An  important  phase  in  the  general  man- 
agement of  the  disease  is  the  intelligent 
training  of  the  patient  to  take  extreme  care 
of  his  person  and  habits,  so  as  to  provide 
for  his  own  comfort  and  welfare,  and  the 
safety  of  his  family  and  associates. 

Where  there  is  marked  heart  weakness, 
rest  in  bed  is  essential,  with  limitation  of 
fluids,  and  an  easily  digestible  diet,  and 


morphin  or  other  hypnotics,  if  necessary  to 
secure  sleep.  Salyrgan  is  very  effective  in 
congestive  heart  cases  with  marked  edema. 
It  promptly  reduces  weight  by  expurgating 
fluids.  If  heart  failure  is  severe,  treatment 
should  be  directed  towards  its  relief,  the 
measures  to  be  employed  differing  little 
from  those  indicated  for  treatment  of  heart 
failure  of  non-specific  origin. 

Amyl  nitrite  inhalations  help  in  giving 
relief  during  the  acute  attacks  of  angina 
pectoris,  in  the  causing  of  which  syphilis  is 
an  important  factor,  especially  in  persons 
under  40  years  of  age.  Morphin  or  nitro- 
glycerine also  are  beneficial,  the  former  be- 
ing a sovereign  remedy  during  the  acute  at- 
tacks, while  the  latter  is  considered  to  be  of 
marked  value  in  warding  off  attacks  when 
given  prior  to  such  physical  exertion  as 
would  be  likely  to  invite  it. 

I consider  that  cardiovascular  syphilis  re- 
quires a minimum  of  two  years  fairly  inten- 
sive specific  treatment.  Even  then  there 
should  be  periodic  examinations  and  tests 
every  six  months  until  the  Wassermann  is 
consistently  negative.  Many. chronic  cases 
never  require  to  be  put  to  bed  or  hospital- 
ized, while  in  the  really  severe  conditions 
the  cases  should  be  made  ambulatory  when- 
ever the  improvement  in  the  heart  signs  and 
symptoms  show  good  response  to  exertion. 

Can  cardiac  syphilis  be  cured?  I do  not 
believe  that  any  authority  would  care  to 
answer  this  question  in  the  affirmative. 
Specific  treatment  of  the  circulatory  phase 
of  the  disease  will  afford  a degree  of  benefit 
and  relief  commensurate  with  that  obtained 
by  appropriate  measures  in  any  form  of 
heart  disease  of  non-syphilitic  origin.  The 
heart  symptoms  which  develop  in  the  very 
late  phases  of  the  disease  seldom  evidence 
complete  symptomatic  cure,  and  almost  all 
of  these  cases  require  periodic  specific  treat- 
ment. The  findings  of  the  dead-house  in- 
variably indicate  that  once  a heart  lesion, 
always  a heart  lesion,  for  destroyed  heart 
muscle  tissue  can  never  be  replaced.  The 
one  great  lesson  I would  like  to  bring  home 
is  this,  that  if  the  treatment  is  properly 
given  before  serious  damage  to  the  heart 
muscle  has  taken  place,  and  notably  before 
scar  tissue  has  formed,  symptomatic  cure 
can  be  effected  in  most,  if  not  all,  instances. 

The  treatment  of  cardiac  syphilis  does 
not  lie  wholly  within  the  sphere  of  the 
syphilographer  or  the  venereal  specialist. 
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The  specific  phase  of  the  treatment  is  im- 
portant, but  it  is  not  the  whole  object.  The 
circulatory  phase  of  the  case  demands  just 
as  careful  and  skillful  management,  and  I 
therefore  say  that  the  treatment  of  cardio- 
vascular syphilis  is  equally,  if  not  more, 
within  the  province  of  the  well  equipped 
general  practitioner  or  internist. 
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MASSIVE  HEMORRHAGE  FROM  A CORPUS  LUTEUM  CYST 


A.  D.  ALLEN,  M.D.,  F.A.C.S.,t  and  W.  G.  GAMBLE,  M.D. 

BAY  CITY,  MICHIGAN 

Intraperitoneal  hemorrhage  of  ovarian  origin  frequently  gives  rise  to  harassing  symp- 
toms, but  is  rarely  sufficiently  massive  to  endanger  life.  Occasional  case  reports  appear 
in  the  literature.  Morton1  reviewed  the  literature  in  1931  and  found  93  authentic  cases. 
Sackett2  in  1932  collected  26  cases  from  hospital  records  in  and  around  New  York  City. 
Interrogation  of  many  practitioners  and  several  pathologists  of  wide  experience,  resulted 
in  two  cases  seen  by  one  pathologist,  Lohr,3  who  discovered  the  condition  during  exam- 
ination of  tissues  removed  from  ectopic  pregnancies. 


The  symptoms  and  signs  of  all  the  re- 
ported cases,  as  well  as  the  findings  by  the 
pathologists,  are  so  similar  that  one  wonders 
why  the  correct  diagnosis  is  never  made  be- 
fore operation.  In  all  probability,  the  rea- 
son lies  in  lack  of  consideration  of  the  con- 
dition in  differential  diagnosis  and  the  simu- 
lation of  the  more  common  abdominal  con- 
ditions producing  much  the  same  clinical 
picture. 

The  case  we  report  is  characteristic  even 
to  the  error  in  diagnosis. 

The  patient  was  a white  single  woman,  21  years 
of  age.  Her  previous  medical  history  was  nega- 
tive, except  for  an  endocarditis  at  the  age  of  11 
years,  from  which  she  recovered  and  her  heart  has 
remained  fully  compensated. 

The  menses,  which  began  at  the  age  of  14  years, 
are  regular  and  of  the  28  day  type.  She  has  back- 
ache and  crampy  uterine  pain  until  the  flow  is  well 
established.  The  flow  is  of  5 days  duration  and 
normal  in  amount.  The  last  period  was  23  days 
previous  to  admission. 

At  3 :00  o’clock  on  the  afternoon  of  admission, 
the  patient  experienced  a rather  sudden,  severe,  gen- 
eralized abdominal  pain,  accompanied  by  vomiting. 
Within  three  hours  after  onset,  the  pain  localized 
in  the  right  lower  quadrant. 

Physical  examination  at  the  patient’s  home  re- 
vealed a normal  temperature  and  pulse  rate.  There 
was  tenderness  and  rigidity  over  the  right  lower 
quadrant,  most  marked  over  McBurney’s  area. 

A provisional  diagnosis  of  obstructive  appendi- 
citis was  made  and  hospitalization  and  further  study 


tDr.  A.  D.  Allen  obtained  the  degree  of  B.  S.,  University 
of  Michigan  in  1917,  M.D.,  University  of  Michigan  in  1919, 
M.Sc.,  University  of  Pennsylvania  and  F.A.C.S.,  1933.  He 
confines  his  work  to  general  surgery. 


advised.  While  the  patient  was  dressing  she  com- 
plained of  dizziness  and  fainted.  The  pulse  rose  to 
132  and  she  presented  the  picture  of  shock.  The 
diagnosis  was  reconsidered,  and  a ruptured  ectopic 
pregnancy  seemed  probable,  in  spite  of  a negative 
clinical  history. 

The  patient  was  taken  to  the  hospital  without 
further  delay  and  preparation  made  for  immediate 
laporotomy.  The  serious  emergency  of  the  situation 
made  laboratory  examination  inadvisable  and  in  this 
'case  would  have  been  of  no  aid  in  diagnosis. 

Bimanual  examination  under  anesthesia  revealed 
a small  uterus,  a firm  cervix  and  the  adnexa  were 
normal  to  palpation.  The  abdomen  was  opened  in 
the  midline  and  approximately  two  quarts  of  fluid 
and  clotted  blood  was  found.  In  the  vicinity  of  the 
Hght  tube  and  ovary,  there  were  old  clots  partially 
organized. 

The  uterus,  both  tubes  and  the  left  ovary  were 
normal.  The  right  ovary  was  slightly  enlarged  and 
contained  many  small  cysts.  On  the  posterior  sur- 
face of  the  ovary  there  was  free  bleeding  from  a 
rupture  1 cm.  long  resembling  an  incised  wound. 

The  patient's  condition  was  precarious  and  the 
right  tube  and  ovary  were  removed  with  speed  and 
the  abdomen  closed.  A 500  c.c.  blood  transfusion 
was  given  immediately  after  operation,  supplemented 
by  glucose  and  saline  for  the  next  48  hours.  Con- 
valescence was  uneventful  and  the  patient  left  the 
hospital  on  the  fourteenth  day.  Menstration  began 
the  day  after  operation,  24  days  after  the  previous 
period,  doubtless  due  to  removal  of  the  corpus 
luteum. 

The  pathological  report  showed  an  edematous 
ovary,  with  numerous  small  follicular  cysts  and  a 
thickened  tunica  albuginea  with  attached  tube.  On 
the  posterior  surface  of  the  ovary  was  a rupture 
1 cm.  in  length  which  communicated  with  a cyst  2 
cm.  in  diameter.  The  cyst  contained  a gelatinous 
chocolate-like  material  which  on  microscopic  sec- 
tion showed  the  structure  of  a degenerated  hemor- 
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rhagic  corpus  luteum  of  the  first  stage.  The  micro- 
scopic picture  of  the  rest  of  the  ovary  confirmed 
the  gross  observation. 

In  considering  the  history  and  findings  in 
this  case,  one  would  be  justified  in  suppos- 
ing that  there  was  continuous  slight  bleed- 
ing from  the  cyst  since  ovulation  and  a mas- 
sive hemorrhage  ushered  in  the  clinical  at- 
tack. We  believe  the  cause  of  hemorrhage 
in  this  case  was  cystic  degeneration  of  the 
ovary  and  fibrosis  of  the  tunica  albuginea, 
with  subsequent  interference  with  follicular 
maturation  for  so-called  chronic  cystic 
oophoritis  causes  hyperemia  of  the  genital 
organs. 

Small  ovarian  hemorrhages  in  young 
women  frequently  give  rise  to  peritoneal 
irritation  and  are  a common  source  of  error 
in  the  diagnosis  of  appendicitis.  In  mas- 
sive hemorrhage,  the  symptoms  are  very 
severe  and  the  lack  of  definite  physical  find- 


ings make  the  differential  diagnosis  very 
difficult.  One  writer  impresses  the  impor- 
tance of  the  clinical  history  in  lieu  of  all 
findings. 

It  has  been  our  experience  that  the  men- 
strual and  sexual  history  in  unmarried 
women  is  often  unreliable.  Even  though  the 
diagnosis  of  this  condition  is  in  error  100 
per  cent.  Intraperitoneal  hemorrhage  of 
the  extent  that  occurred  in  this  case  pro- 
duces signs  and  symptoms  sufficiently  def- 
inite to  place  them  in  the  “surgical  abdo- 
men” group,  and  the  condition  of  the  pa- 
tient prompts  the  surgeon  to  operate  with- 
out delay. 
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REPORT  OF  COMMITTEE  ON  BIRTH  CONTROL* 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 


The  Committee  on  Birth  Control  was  appointed  by  the  chairman  of  the  Section  on 
Obstetrics  and  Gynecology  for  the  purpose  of  investigating  and  summarizing  available 
information  relative  to  the  status  of  Birth  Control  theory  and  practice,  and  to  determine 
the  attitude  of  the  medical  profession  of  the  State  of  Michigan  concerning  this  subject. 

To  accomplish  this  purpose,  a bibliography  comprising  more  than  1,800  books,  arti- 
cles, pamphlets  and  references  to  this  subject  was  compiled.  The  five  members  of  the 
Committee  were  then  delegated  to  investigate  and  summarize  in  writing  the  main  phases 
of  Birth  Control,  which  included  the  med- 
ical, legal,  religious,  social  and  economic 
aspects.  These  reports  have  been  completed 
and  will  be  published  in  toto  in  the  Journal 
of  the  Michigan  State  Medical  Society.  A 
questionnaire  was  sent  to  members  of  the 
Michigan  State  Medical  Society  embodying 
certain  questions  pertaining  to  the  subject. 

The  replies  to  this  questionnaire  were 
analyzed  by  the  University  Statistician,  with 
the  following  results: 

One  thousand  eight  hundred  and  forty- 

*This  report  and  that  following  it,  namely  the  report  of 
the  Committee  on  Clinical  Problems,  were  presented  before 
the  Section  on  Obstetrics  and  Gynecology  at  the  meeting  of 
the  Michigan  State  Medical  Society,  September,  1933. 


six  questionnaires  were  returned  by  Society 
members  from  seventy-five  of  eighty-three 
counties.  Summaries  of  the  answers  sub- 
mitted to  each  of  the  questions  are  as  fol- 
lows: 

Question  1.  Are  you  in  favor  of  birth 
control?  If  not,  please  state  your  objec- 
tions. 

In  response  to  this  question  1,538  or  83.3 
per  cent  answered  yes,  207  or  11.2  per  cent, 
no,  while  101  or  5.5  per  cent  gave  no 
answer.  A favorable  attitude  toward  birth 
control  was  expressed  by  majority  of  phy- 
sicians engaged  in  all  types  of  practice,  gen- 
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TABLE  I.  ATTITUDE  ACCORDING  TO  SPECIALTY 


Question:  Are  you  in  favor  of  birth  control? 


Specialty 

Total 

Yes 

No 

No 

Answer 

Per  cent 
Favorable 

General  practice 

669 

554 

85 

30 

82.8 

Gynecology,  Obstetrics 

177 

152 

17 

8 

85.5 

Pediatrics 

69 

62 

3 

4 

89.8 

Neurology,  Psychiatry 

32 

28 

4 

0 

87.5 

Surgery 

176 

145 

18 

13 

82.3 

Internal  medicine 

127 

105 

13 

9 

82.6 

Tuberculosis 

15 

14 

14 

1 

93.3 

All  others 

581 

478 

53 

36 

82.2 

Totals 

1846 

1538 

207 

101  83.3 

TABLE  II 


Question:  Are  you  in  favor  of  birth  control? 

Replies  tabulated  according  to  counties  with  twenty  or  more  returns. 


County 

Total 

Yes 

No 

No  Answer 

Bay 

24 

19 

2 

3 

Berrien 

30 

25 

3 

2 

Calhoun 

55 

43 

5 

7 

Genessee 

66 

53 

7 

6 

Ingham 

69 

59 

6 

4 

Jackson 

44 

34 

6 

4 

Kalamazoo 

48 

41 

5 

2 

Kent 

128 

119 

5 

4 

Muskegon 

35 

27 

7 

1 

Oakland 

63 

56 

4 

3 

Ottawa 

20 

18 

2 

0 

Saginaw 

45 

35 

8 

2 

Washtenaw 

75 

68 

5 

2 

Wayne 

683 

557 

90 

36 

1406 

1172 

(83.3%) 

157 

81 

All  others 

440 

366 

(83.1%) 

50 

20 

Totals 

1846 

1538 

207 

101 

eral  practitioners  and  specialists  alike.  A 
detailed  analysis  is  shown  in  Table  I. 

Replies  to  this  question  when  tabulated 
according  to  counties,  shows  that  approxi- 
mately 76  per  cent  of  all  replies  were  ob- 
tained from  the  fifteen  most  densely  popu- 
lated counties.  The  same  percentage  of 
favorable  replies  was  obtained  from  this 
group  as  from  the  remaining  sixty  localities 
(83  per  cent).  There  appears  to  be  no  dif- 
ference between  urban  and  rural  opinion  on 
this  question.  Table  II  summarizes  this 
analysis. 

The  objections  stated  by  144  of  those 
who  are  unfavorable  to  Birth  Control  are 
tabulated  in  Table  III.  Religious  objections 
comprise  the  largest  single  classification. 


TABLE  III 

Question 

Are  you  in  favor  of  birth  control?  If  not, 
please  state  your  objections. 


Objections 

Religious  45 

Unnatural  14 

Public  would  take  advantage  of  it 19 

Race  suicide 11 

Ignorance  7 

Sexual  abuse 9 

Not  practical 9 

Jnjures  health 7 

Unlawful  3 

Unnecessary  2 

Patriotic  reasons 2 

Not  in  public  clinics 3 

Sterilize  unfit 1 

Other  answers 12 

No  objections 1702 

Total  1846 
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Question  2.  Do  yon  prescribe  contracep- 
tives in  your  practice? 

This  question  was  answered  in  the  affirm- 
ative by  two-thirds  of  all  those  who  replied ; 
988  or  53  per  cent  answered  without  quali- 
fication, 245  give  advice  with  reservations, 
whereas  522  or  28  per  cent  give  no  advice 
at  all,  although  this  group  includes  many 
who  are  not  opposed  to  birth  control  in 
principle;  91  or  5 per  cent  did  not  answer 
this  question.  Table  IV  summarizes  these 
replies. 


TABLE  IV 

Question 

Do  you  prescribe  contraceptives  in  your 
practice? 


Replies 

Yes  - 

988  (54%) 

No  

522 

Under  control 

225 

When  patient  asks 

11 

• When  advisable 

9 

No  answer 

91 

Total  

....1846 

Question  3.  If  so, 

do  you  give  this 

formation  for  specific  health  indications 
only ? 

As  shown  in  Table  V,  47  per  cent  give 
contraceptive  information  for  other  than 
health  indications ; approximately  25  per 
cent  limit  the  giving  of  contraceptive  infor- 
mation to  patients  for  health  reasons  only; 
500  did  not  answer  this  question. 


table  v 

Question 

If  so,  do  you  give  this  information  for 
specific  health  indications  only? 


Replies 

No  659 

Yes  460 

Economic,  health 161 

Social,  economic,  health 27 

Social,  health 21 

Social  - - - — 4 

Heredity  ----- - - 1 

Health,  heredity,  social — 1 

No  answer 500 

Total  1846 


Question  4.  Do  you  feel  that  there  is  a 
need  for  contraceptive  centers  for  indigent 
patients  in  your  community ? 

In  answer  to  this  question  55  per  cent 
answered  Yes,  while  36  per  cent  gave  vari- 
ous negative  reasons;  144  gave  no  reply. 
Forty-three  were  of  the  opinion  that  contra- 
ceptive centers  already  functioning  ade- 
quately filled  the  need ; seventy-four  were 
opposed  to  the  clinic  idea  stating  that  such 
functions  should  be  delegated  to  the  local 


physicians.  Table  VI  gives  a detailed  tab- 
ulation of  replies. 


TABLE  VI 

Question 

Do  you  feel  that  there  is  a need  for  contra- 
ceptive centers  for  indigent  patients  in  your 
community? 


Replies 

Yes  1023 

No  532 

No,  use  local  M.D 74 

Already  here 43 

Would  not  be  used  if  given  ; indigent  too 

lazy,  and  similar  answers 18 

Yes,  strictly  for  indigent 11 

No,  should  not  marry 1 

No  answer 144 

Total  ! 1846 


Replies  to  this  question  were  also  tab- 
ulated according  to  counties.  Responses 
favorable  to  the  establishment  of  contracep- 
tive centers  for  indigents  were  slightly  more 
numerous  (58  per  cent)  in  the  more  thickly 
populated  localities  than  in  others  (46  per 
cent).  This  difference  might  seem  to  indi- 
cate that  welfare  problems  of  indigents  are 
more  apparent  in  urban  than  in  rural  com- 
munities. Table  VII  shows  these  figures. 

Question  5.  What  methods  do  you  rec- 
ommend? 

The  1,273  replies  to  this  question  give 
about  thirty  different  answers  which  are 
difficult  to  properly  evaluate  and  classify  be- 
cause of  their  divergence.  These  figures 
are,  therefore,  not  reproduced  in  detail. 
Sixty  per  cent  recommended  methods  which 
are  considered  standard  or  satisfactory;  39 
per  cent  prescribe  diaphragm  with  spermat- 
ocidal  jellies. 

As  a corollary  to  this  investigation,  the 
same  questionnaire  was  sent  to  heads  of  De- 
partments of  Obstetrics  and  Gynecology  of 
medical  schools  throughout  the  country, 
with  an  additional  question  concerning  the 
teaching  of  contraceptive  methods  to  med- 
ical students.  The  response  to  this  ques- 
tionnaire is  shown  in  Table  VIII. 

It  will  be  seen  that  the  answers  given  fol- 
low closely  those  given  by  the  profession  in 
Michigan  at  large.  Although  the  numbers 
of  returns  are  few  (41)  the  vast  majority 
are  in  favor  of  the  birth  control  principle. 

Question  6 (to  educators  only).  Do  you 
teach  contraception  to  your  medical  stu- 
dents? 

Contraception  apparently  is  a part  of  the 
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TABLE  VII 


Question:  Do  you  feel  that  there  is  a need  for  contraceptive  centers  for  indigent  patients  in  your 
community? 

Replies  tabulated  according  to  counties  with  twenty  or  more  returns. 


County 

Total 

Yes 

No 

No 

Answer 

Already 

here 

Local 

M.D. 

Others 

Bay 

24 

18 

4 

2 

1 

1 

Berrien 

30 

19 

7 

2 

Calhoun 

55 

33 

12 

6 

2 

1 

1 

Genesee 

66 

35 

21 

7 

5 

Ingham 

69 

37 

19 

10 

2 

1 

lackson 

44 

22 

16 

2 

2 

2 

Kalamazoo 

48 

19 

13 

5 

4 

5 

2 

Kent 

128 

83 

21 

8 

10 

2 

4 

Muskegon 

35 

13 

13 

5 

3 

1 

Oakland 

63 

44 

8 

3 

4 

3 

1 

Ottowa 

20 

6 

14 

Saginaw 

45 

22 

16 

5 

1 

1 

St.  Clair 

21 

11 

10 

Washtenaw 

75 

47 

18 

7 

3 

Wayne 

683 

389 

175 

54 

21 

34 

10 

1406 

819 

(58.2%) 

367 

116 

43 

60 

24 

All  others 

440 

204 

(46.3%) 

165 

28 

0 

17 

6 

TABLE  VIII.  QUESTIONNAIRE  TO  TEACHERS  OF  OBSTETRICS  AND  GYNECOLOGY 


Question 

Replies  (41) 

Are  you  in  favor  of  birth  control? 

Yes  38  (93%) 

No  1 

No  answer 2 

Do  you  prescribe  contraceptives  in  your 
practice? 

Yes  27 

No  3 

Under  control 7 

When  patient  asks 1 

When  advisable 3 

If  so,  do  you  give  this  information  for 
specific  health  indications  only? 

Yes  16 

No  15 

Economic,  health 3 

Social,  economic,  health 3 

No  answer 4 

Do  you  feel  that  there  is  a need  for  contra- 
ceptive centers  for  indigent  patients  in  your 
community? 

Yes  20 

No  13 

Already  here. 3 

Would  not  be  used 1 

No  answer 4 

medical  curriculum  in  at  least  twenty-seven 
medical  schools ; in  five  institutions  no  de- 
tailed instruction  is  given  although  the  gen- 
eral principles  are  discussed  to  some  extent. 
Table  IX  summarizes  these  replies. 

TABLE  IX 

Question 

Do  you  teach  contraception  to  your  medical 


students  ? 

Replies 

Yes  27 

No  - - 6 

Very  little,  or  only  general  principles 5 

Yes,  if  I were  in  teaching  capacity 1 

No  answer 2 

Total  41 


An  analysis  of  Birth  Control  activities  in 
the  State  of  Michigan  to  date  reveals  the 
following: 

1.  The  Michigan  Birth  Control  League, 
an  organization  of  laymen  and  physicians, 
has  been  established  since  1931,  and  is  ac- 
tively promoting  the  movement  by  establish- 
ing subsidiary  organizations  throughout  the 
state  and  providing  interest  and  demand 
among  the  laity  for  scientific  methods  of 
contraception.  The  League  has  a total  of 
477  members ; its  Advisory  Council  is  com- 
prised of  prominent  physicians,  clergymen, 
lawyers,  and  business  men  and  women 
throughout  the  state. 
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2.  Resolutions  indorsing  the  aims  and 
activities  of  the  Michigan  Birth  Control 
League  were  adopted  by  the  Calhoun  and 
Kent  County  Medical  Societies ; Menominee 
and  Schoolcraft  County  Medical  Societies 
have  indorsed  Mrs.  Sanger’s  work  on  Fed- 
eral Legislation. 

3.  Clinics  giving  contraceptive  infor- 
mation have  been  established  in  the  follow- 
ing localities: 

Detroit:  Mothers’  Clinic,  1601  Blaine 

Avenue;  Harper  Hospital,  Maternal  Health 
Clinic;  Woman’s  Hospital,  Maternal  Health 
Clinic. 

Grand  Rapids:  Department  of  Health, 

Blodgett  Hospital,  Butterworth  Hospital, 
Social  Service  Association. 

Royal  Oak:  111  South  Tray  Street. 

Jackson:  503  Carter  Building. 

Pontiac:  322  Riker  Building. 

Battle  Creek:  41  North  Washington 

Street. 

Approximately  7,000  women  have  been 
given  contraceptive  information  to  date. 

Other  localities  have  arranged  for  the 
giving  of  contraceptive  information  to  in- 
digents through  local  physicians  without  the 
establishment  of  clinics  (Kalamazoo,  Ann 
Arbor). 

CONCLUSIONS 

1 . The  response  to  the  questionnaires  to 
the  medical  profession  and  the  activities  of 
lay  organizations  throughout  the  state  indi- 
cates a very  intense  interest  in  Birth  Con- 
trol. An  analysis  of  the  questionnaires  re- 
turned indicates  that  a favorable  attitude  is 
held  by  a large  majority  of  the  profession. 

2.  “A  survey  of  the  medical  aspects  of 
birth  control  shows  that  medical  indications 
for  the  use  of  contraceptives  vary  consider- 
ably in  the  opinions  of  different  observers. 
It  seems  to  be  generally  believed,  however, 
that  by  careful  use  of  contraceptive  proce- 
dures the  health  of  certain  individuals 
afflicted  with  disease  can  be  maintained  at 
a higher  level  and  also  that  by  the  proper 
spacing  of  children  and  limitation  of  their 
numbers  that  a higher  health  level  can  be 
maintained  by  society  in  general.  It  is  sug- 
gested that  a more  general  use  of  contra- 
ception may  aid  in  decreasing  the  incidence 
of  abortions  with  their  attendant  fetal  and 
maternal  mortality  and  morbidity.  Finally, 
we  must  conclude  that  there  is  at  present 
no  perfect  method  of  contraception.  All  of 


the  procedures  in  use  have  been  known  to 
fail,  and  all  of  them  have  medical  contra- 
indications of  varying  importance.” 

— Norman  Ivretzschmar,  M.D. 

3.  “The  legal  status  of  Birth  Control  in 
Michigan,  as  interpreted  by  the  Attorney 
General,  indicates  that  there  is  no  law  pre- 
venting the  giving  of  birth  control  informa- 
tion or  materials  by  physicians  as  profes- 
sional advice.  The  Federal  Law  concern- 
ing the  transmission  of  contraceptive  infor- 
mation and  material  through  the  mails  by 
inter-state  commerce  has  practically  been 
annulled  by  recent  decisions  of  the  Federal 
Courts.” — Clarence  Toshach,  M.D. 

4.  “While  the  Catholic  Church  is  irrevoc- 
ably opposed  to  any  form  of  contraception 
advanced  by  Birth  Control  advocates,  the 
opinion  held  by  Protestant  Churches  is  in 
a state  of  transition,  a few  denominations 
openly  advocating  such  procedures,  some 
gradually  approving  under  more  rigid  inter- 
pretations, while  others  are  still  belligerently 
opposed.  Opposition  to  Birth  Control  when 
expressed  by  religious  bodies  apoears  to  be 
more  concerned  with  method  than  with 
principles ; family  regulation  through  ‘nat- 
ural methods’  (abstinence,  observance  of  the 
so-called  period  of  ‘physiological  sterility’) 
is  considered  permissible,  whereas  ‘unnat- 
ural methods’  (contraceptives)  are  con- 
demned by  these  groups.” — B.  W.  Mal- 
froip,  M.D. 

5.  “The  social  and  economic  aspects  of 
birth  control  are  too  various  to  permit  a 
brief  summary.  Permanent  criteria  for  de- 
termining optimum  conditions  of  society 
have  not  been  established  since  social  and 
economic  trends  are  constantly  shifting. 
There  is  no  positive  evidence  that  ‘race 
suicide’  has  resulted  from  the  use  of  con- 
traceptives. It  has  been  suggested  that 
eugenic  aims  can  best  be  realized  by  extend- 
ing the  knowledge  of  contraception  to,  or 
by  enforcing  sterilization  upon  undesirable 
elements  of  society  whose  rate  of  propaga- 
tion is  in  excess  of  that  of  the  apparently 
more  desirable  classes.  A judicious  birth 
control  program,  however,  must  also  combat 
voluntary  and  involuntary  sterilitv  among 
the  eugenically  more  desirable  elements  if 
the  harmful  effect  of  a differential  birth 
rate  is  to  be  overcome.  In  the  final  analysis 
the  physician  must  be  guided  by  the  social 
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and  economic  needs  of  the  individual  and 
the  family,  for  what  is  best  for  the  health, 
and  the  social  and  economic  welfare  of  the 
individual  is  undoubtedly  best  for  the  race.” 
— H.  C.  Mack,  M.D.,  and  H.  M.  Nelson, 
M.D. 

The  Committee  hereby  wishes  to  express 
its  appreciation  of  the  hearty  cooperation  of 
the  profession,  and  in  particular  wishes  to 
thank  an  anonymous  physician  whose  gen- 


erous offer  of  funds  to  cover  the  cost  of 
printing  and  mailing  the  questionnaires 
made  this  study  possible. 

Respectfully  submitted, 

Harold  C.  Mack,  M.D.,  Detroit, 
Chairman 

Norman  R.  Ivretzschmar,  M.D., 
Ann  Arbor 

B.  W.  Malfroid,  M.D.,  Flint 
Harry  M.  Nelson,  M.D.,  Detroit 

C.  Toshach,  M.D.,  Saginaw 
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SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 


2. 

3. 


4. 


This  committee  was  appointed  by  the  chairman  of  the  Section,  having  in  mind  the 
many  clinical  problems  in  the  field  of  gynecology  and  obstetrics  as  yet  unsolved  or  about 
which  there  is  no  unanimity  of  opinion.  The  idea  was  advanced  that  by  intensive  concen- 
tration some  definite  conclusion  might  be  reached  which  would  be  of  benefit  particularly 
to  the  general  practitioner  of  medicine  who  does  not  have  access  to  material  of  suffi- 
cient volume  to  make  his  own  conclusions  valuable;  with  the  hope  that  morbidity  and  mor- 
tality rates  could  be  improved  especially  if  wide  publicity  could  be  given  to  the  results  of 
these  studies. 

Several  things  naturally  presented  them- 
selves for  decision  on  the  part  of  your  com- 
mittee if  such  study  was  to  be  successfully 
carried  out,  viz. : 

1.  The  choice  of  problems  for  investiga- 
tion. 

The  method  of  carrying  out  the  studies. 

The  period  of  time  necessary  to  collect 
data  on  cases  in  sufficient  numbers  to 
be  valuable. 

The  interpretation  and  evaluation  of 
statistics  collected. 

It  was  the  unanimous  opinion  of  the  com- 
mittee that  the  initial  clinical  problems 
should  be  of  as  universal  interest  to  the  pro- 
fession as  possible^ — problems  which  con- 
front the  practitioner  in  his  daily  routine. 

At  the  same  time  these,  at  first,  should  be  as 
simple  as  possible  in  so  far  as  the  collection 
of  the  necessary  material  is  concerned.  With 
this  in  mind  two  topics  for  study  were 
chosen: 

1.  The  Treatment  of  Abortion. 

2.  The  Value  of  Vaginal  Antiseptics  Dur- 
ing Labor. 

The  methods  of  carrying  out  the  studies 
presents  many  difficulties,  but  it  was  finally 
decided  that  until  some  experience  is  gained 
in  the  actual  application  of  the  work  that 
they  should  be  confined  to  the  larger  centers 
throughout  the  state  with  the  hope  that  the 
well  organized  hospitals  will  cooperate  in 


the  collection  of  data  to  the  extent,  at  least, 
of  allowing  members  of  their  staffs  as  repre- 
sentatives of  the  committee  to  collect  the 
necessary  data.  It  was  not  thought  advis- 
able to  burden  the  practitioner  with  the 
tedious  but  necessary  spade  work. 

As  to  the  time  necessary  to  collect  data 
in  sufficient  amount  it  was  thought,  after 
computing  the  numbers  of  cases  which 
would  probably  be  available,  that  one  year 
would  be  required  to  make  the  work 
authoritative. 

Your  committee  is  fully  aware  of  the 
many  pitfalls  associated  with  the  collection 
of  statistics  and  realizing  that  incomplete 
and  inaccurate  figures  are  worse  than  none, 
have  given  special  attention  to  the  formulat- 
ing of  the  questionnaires  to  be  used,  which 
are  to  be  placed  in  the  hands  of  well  quali- 
fied men  in  different  sections  of  the  state  for 
completion.  The  questionnaires  will  be  col- 
lected from  time  to  time,  conclusions  drawn 
that  seems  warranted  to  the  committee  as  a 
whole  and  the  results  made  known  to  the 
profession. 

To  complete  the  plan  heretofore  outlined 
there  remains  only  to  obtain  the  coopera- 
tion of  representatives  in  various  centers, 
which  it  is  hoped  will  be  accomplished  in 
the  near  future. 

Ward  F.  Seeley,  Chairman. 
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Historians  rarely  treat  their  subject  from  the  biological  point  of  view,  which,  in  many 
instances,  is  of  as  great  importance  as  wars,  state  policies,  religion  and  morals.  The 
history  books  of  a former  day,”  according  to  Sir  George  Newman, f record  in  much  detail 
the  more  outstanding  and  arresting  of  the  events  which  concern  war,  but  they  pass  over  with 
comparatively  scanty  reference  the  changes  in  population  and  their  causes,  the  struggle 
of  the  mass  of  the  people  to  obtain  food,  and  the  profound  effect  of  widespread  disease. 
Yet  the  pestilences  of  the  ancient  world,  the 


plague  of  the  Antonines  and  of  the  age  of 
Justinian,  the  Black  Death,  the  epidemics  of 
the  seventeenth  and  eighteenth  centuries,  the 
disease  which  has  followed  armies  from  the 
Thirty  Years’  War  to  Napoleon  and  our 
own  times,  the  pandemics  .of  influenza— 
these  have  exerted  an  effect  upon  the  his- 
tory of  mankind  on  the  whole  more  power- 
ful, fateful,  and  enduring  than  any  other 
single  factor.  As  disease  changes  or  termi- 
nates the  life  of  the  individual,  so  also  it 
alters  the  course  of  human  history.”  The 
causes  which  produce  racial  or  national  su- 
premacy or  decay  are  many  and  complex. 
Yet  when  we  consider  the  tragic  results  of 
disease,  great  even  today  with  the  achieve- 
ments of  preventive  medicine,  the  effects  of 
disease  upon  population  in  ancient  and  me- 
dieval times  challenge  description.  In  an 
address,  Dr.  E.  S.  Judd,  President  of  the 
American  Medical  Association  in  1932,  esti- 
mated that  of  one  hundred  and  twenty  mil- 
lion people  of  the  United  States,  two  million 
were  sick  enough  to  be  in  hospitals  all  the 
time.  Nearly  two  per  cent  of  the  popula- 
tion were  seriously  sick  and  an  additional 
ten  per  cent  were  slightly  sick  at  all  times. 
Ninety  per  cent  of  illness  is  chronic  and  ten 
per  cent  acute  and  this  in  a country  of 

150.000  physicians,  200,000  trained  nurses 
in  addition  to  50,000  dentists  and  about 

8.000  technicians,  all  working  in  the  interest 
of  curative  medicine  and  public  health.  The 
preventive  feature  of  medicine  is  a matter 
of  very  recent  development. 

It  is  said  that  Mommsen,  the  author  of 
the  History  of  Rome,  on  being  asked  why 
he  did  not  go  on  to  tell  the  cause  of  the 
decline  and  fall  of  the  Roman  Empire,  re- 
plied that  with  all  his  study  and  historical 

♦Read  before  the  Medical  History  Club  of  Detroit. 

■(■Newman,  Sir  George,  The  Rise  of  Preventive  Medicine: 
Oxford  University  Press,  1932. 


research  he  had  never  been  able  to  tell  just 
what  was  the  cause.  Of  this,  as  other  events, 
there  are  many  causes.  Science,  however, 
has  at  last  put  forth  one  plausible  expla- 
nation that  also  sheds  light  on  the  downfall 
of  such  countries  as  Greece  and  Egypt.  The 
shadow  of  malaria  that  still  hovers  over 
Greece  and  Italy  suggests  an  answer  to  the 
question  put  to  the  great  historian.  Malaria 
alone  has  claimed  more  victims  than  all  the 
wars  of  historical  record.  Sir  Ronald  Ross 
maintained  that  until  recently  malaria  caused 
as  many  as  two  million  deaths  a year.  This 
estimate  is  for  the  whole  world.  Malaria 
before  the  discovery  of  the  remedy,  cinchona 
bark  and  later  its  alkaloid  quinine,  was  a 
very  deadly  disease.  Both  Alexander  the 
Great  in  323  B.  C.  and  Alaric  the  com- 
mander of  the  Visigoths  (circa  410  A.  D.) 
were  presumed  to  have  been  victims. 

It  has  been  argued  that  before  the  dawn 
of  the  era  of  preventive  medicine  the  law 
of  the  survival  of  the  fittest  prevailed,  that 
disease  carried  off  the  weakling,  thereby 
producing  a sturdy  race  by  process  of  selec- 
tion. A case  in  point  was  the  hardy  North 
American  Indian.  It  takes  hundreds  of 
years  for  the  establishment  of  racial  immu- 
nity to  disease.  Races  that  have  persisted 
in  isolation  have  gone  down  on  contact  with 
explorers  and  colonists  who  have  introduced 
smallpox,  syphilis  or  tuberculosis.  The  ad- 
vent of  European  civilization  had  a disas- 
trous effect  on  the  Indian  of  this  continent. 

Malaria,  however,  does  not  confer  immu- 
nity on  those  who  become  infected.  Accord- 
ing to  Sir  Ronald  Ross,  the  conqueror  of 
Greece  was  not  so  much  the  Macedonian  or 
the  Roman  as  that  great  tyrant  malaria. 
Without  going  into  the  pathology,  it  might 
be  said  that,  if  not  treated  with  quinine,  the 
parasites  remain  in  the  body  for  years  caus- 
ing febrile  relapses,  anemia  and  enlargement 
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of  the  spleen.  Under  such  conditions  those 
so  afflicted  live  a life  of  semi-invalidism. 

The  anopheles  mosquito,  the  carrier  of 
the  plasmodium,  thrives  in  marsh  land.  The 
topography  of  Greece  lends  itself  admirably 
to  conditions  suitable  to  the  breeding  of  mos- 
quitoes with  its  mountains  and  its  marshy 
valleys.  Ross*  maintained  that  while  ma- 
laria-bearing gnats  may  have  been  present 
in  Greece  from  prehistoric  times,  it  was 
quite  possible  “that  if  ancient  Greece  was 
peopled  by  invaders  from  Northern  non- 
malarial  latitudes,  it  might  have  had  no 
malaria  for  ages  in  spite  of  the  presence  of 
anophilines,  until  some  person  with  the  para- 
sites in  his  blood  happened  to  visit  the  coun- 
try.” If  such  a person  were  bitten  by 
insects  he  would  carry  the  infection,  which 
would  account  for  the  universality  of  the 
disease.  Greece  may  therefore  have  been 
exempt  from  it  until  traders  or  soldiers 
brought  it  from  Asia  or  Africa. 

It  is  thought  that  Greece  was  free  of  it 
during  the  Golden  Age.  Modern  Greece 
according  to  this  same  writer  is  intensely 
malarious.  He  estimated  that  half  of  the 
children  were  infected  in  1907  before  the 
annual  malaria  season  had  begun.  Jonesf 
claims  that  by  300  B.  C.  the  Greeks  had  lost 
much  of  their  manly  vigor  and  intellectual 
strength.  Malaria  differs  from  many  dis- 
eases in  that  it  does  not  make  a race  strong 
by  weeding  out  the  unfit.  It  produces  a 
general  lowering  of  vitality  without  pro- 
ducing a very  great  mortality.  Even  when 
it  confers  a comparative  immunity,  it  is  at 
the  expense  of  nervous  debility  and  mental 
despondency.  It  is  readily  seen  that  a race 
of  people  so  afflicted  would  be  as  helpless 
as  if  they  were  the  victims  of  an  invading 
army. 

Jones  has  written  a very  learned  essay  in 
which  he  quotes  from  the  Greek  classical 
writers  to  identify  references  to  the  malaria 
syndrome,  fever,  enlarged  spleen  and  the 
cyclic  nature  of  the  febrile  reaction. 

The  destruction  of  nations  appears  to 
have  resulted  more  directly  from  those  dis- 
eases of  an  insidious  nature  than  from  those 
of  a violent  or  acute  character.  The  Plague 
of  Athens,  which  is  so  vividly  described  by 
Lucretius,  lasted  from  525  to  430  B.  C.  dur- 
ing the  golden  age,  yet  its  effect  upon  the 


‘Malaria,  a Neglected  Factor  in  the  History  of  Greece 
and  Rome.  Jones,  Ross,  Ellett. 
tLoc  cit. 


intellectual  life  seems  not  to  have  been 
marked.  In  severity  it  rivalled  the  Black 
Death  of  the  middle  ages.  According  to 
Lucretius:* 

The  plague  has  proved  to  be  “God’s  ter- 
rible medicine  for  humanity,”  where  it  has 
led  to  improvements  in  sanitation  and  desir- 
able social  adjustment. 

Malaria  spread  more  slowly  in  Italy,  since 
the  topography  of  Italy  is  less  favorably 
adapted  to  the  growth  of  the  mosquito.  It 
is  fairly  well  established  that  the  disease  had 
become  endemic  in  Italy  about  200  B.  C. ; 
the  evidence  of  its  prevalence  is  not  so  clear 
as  that  for  its  presence  in  Greece.  Celsus, 
however,  whose  treatise  appeared  about  50 
A.  D.,  described  fevers  of  an  intermittent 
character  which  were  supposedly  malaria. 
It  is  said  to  have  been  introduced  into  Italy 
by  Hannibal’s  Carthaginian  troops,  since 
Africa  is  apparently  the  original  home  of 
the  disease.  According  to  Livy,  a severe 
epidemic  prevailed  in  Italy  in  208  B.  C. 
which  resulted  in  widespread  lingering  ill- 
ness. Galen  wrote  of  a most  virulent  form 
of  malaria  in  Rome  in  164  A.  D. 

Regarding  the  effect  of  malaria  on  the 
character  of  the  people,  North  in  his  work 
on  Roman  Fever  maintains  that  “The  effect 
of  the  disease  on  the  people  is  to  unfit  them 
for  labor,  to  cause  loss  of  time,  loss  of 
money,  and  generally  to  diminish  their  pro- 
ducing powers,  whilst  at  the  same  time  the 
race,  if  left  to  itself,  tends  toward  moral 
and  physical  degradation;  it  is  perhaps  the 
most  incapacitating  disease  to  which  man  is 
liable.”  Rome  had  become  more  congested 
in  population  since  the  second  Punic  war 
and  the  country  of  Italy  had  become  more 
sparsely  populated.  “The  Roman  people  be- 
came a tainted  and  debased  folk  penned  up 


*De  Rerum  Natura,  Lines  1136-1153,  Book  VI,  Lucretius. 

’Twas  such  a manner  of  disease,  ’twas  such 
Miasma  in  Cecropian  lands 
Whilom  reduced  the  plains  to  dead  men’s  bones, 
Unpeopled  the  highways,  drained  of  citizens 
The  Athenian  town.  For  coming  from  afar, 
Rising  in  lands  of  TEgypt,  traversing 
Reaches  of  air  and  floating  fields  of  foam, 

At  last  on  all  Pandion’s  folk  it  swooped ; 

Whereat  by  troops  unto  disease  and  death 
Were  they  o’er-given.  At  first,  they’d  bear  about 
A skull  on  fire  with  heat,  and  eyeballs  twain 
Red  with  suffusion  on  blank  glare.  Their  throats, 
Black  on  the  inside,  sweated  oozy  blood ; 

And  the  walled  pathway  of  the  voice  of  man 
Was  clogged  with  ulcers ; and  the  very  tongue, 
The  mind’s  interpreters,  would  trickle  gore, 
Weakened  by  torments,  tardy,  rough  to  touch. 
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within  the  walls  of  the  city,”  writes  W.  H. 
S.  Jones.*  Even  the  infusion  of  new  blood 
from  other  parts  of  the  Empire  soon  became 
infected  and  Rome  witnessed  a decline. 
Perhaps  it  is  too  much  to  insist  that  malaria 
was  the  sole  cause ; it  certainly  was  not. 
However,  no  people  can  be  long  subjected 
to  the  debilitating  influence  of  this  disease 
and  survive.  To  quote  this  writer : “Malaria 
made  the  Greek  weak  and  inefficient;  it 
turned  the  sterner  Roman  into  a bloodthirsty 
brute.  If  ju,skavx<oXia  (Greek)  produced 
crossness,  atra  bills  (Roman)  made  its  vic- 
tims mad.  The  terrible  pictures  of  life  in 
the  first  century  A.  D.  as  painted  by  Tacitus 
and  Juvenal,  show  that  Roman  society  was 
not  only  wicked  but  diseased.  The  extrava- 
gant cruelty,  the  wild  desire  for  excitement 
(the  ‘Roman  holiday’),  the  absence  of  sober- 
ness and  control,  all  point  clearly  to  some 
physical  defect.  That  malaria  was  endemic 
in  Rome  is  an  undoubted  fact,  and  the  result 
of  several  generations  being  subject  to  its 
influence  would  certainly  be  a change  of 
national  temper.” 

It  is  not  necessary  to  give,  nor  would 
space  permit,  a detailed  reference  to  all 
biological  reverses  that  have  affected  the 
various  nations.  The  examples  of  Egypt, 
Greece  and  Rome  show  how  the  history  of 
a country  is  radically  modified  by  the  in- 
sidious inroads  of  sleeping  sickness  and 
malaria.  It  is  a far  call  from  the  decline 
and  fall  of  the  Roman  Empire  to  the  middle 
of  the  fourteenth  century  when  we  come 
upon  an  epidemic  which  was  sudden,  severe 
and  fatal — the  Black  Death.  This  great 
catastrophe  has  not  received  just  apprecia- 
tion at  the  hands  of  historians.  Perhaps 
the  most  graphic  description  is  that  of  Boc- 
caccio,* who  described  the  plaque  at  Flor- 
ence: 

“About  the  beginning  of  the  yeare  it  also  began 
in  very  strange  manner,  as  appeared  by  divers  ad- 
mirable effects ; yet  not  as  it  had  done  in  the  East 
Countries,  where  Lord  or  Lady  being  touched  there- 
with, manifest  signes  of  inevitable  death  followed 
thereon,  by  bleeding  of  the  nose.  But  there  it  began 
with  young  children,  male  and  female,  either  under 
the  armpits,  or  in  the  groine  by  certaine  swellings, 
in  some  to  the  bigness  of  an  apple,  in  others  like 
an  Egge,  and  so  in  divers  greater  or  lesser,  which, 
(in  their  vulgar  Language)  they  termed  to  be  a 
Botch  or  Boyle.  In  very  short  time  after  those  two 
infected  parts  were  growne  mortiferous,  and  would 
disperse  abroad  indifferently,  in  all  parts  of  the 
body;  where-upon  such  was  the  quality  of  the  dis- 


*Malaria  a Neglected  Factor  in  the  History  of  Greece 
and  Rome. 


ease,  to  show  itselfe  by  black  and  blew  spottes, 
which  would  appeare  on  the  armes  of  many,  others 
on  their  thighes,  and  every  part  else  of  the  body; 
in  some  great  and  few,  in  others  small  and  thicke. 

“Now  as  the  Boyle  (at  the  beginning)  was  an 
assured  sign  of  neere  approaching  death;  so  proved 
the  spots  likewise  to  such  as  had  them ; for  the 
curing  of  which  sicknesse  it  seemed,  that  the  Phy- 
sitians  counsell,  the  vertue  of  Medicines,  or  any 
application  else,  could  not  yield  any  remedy;  but 
rather  it  planely  appeared,  that  either  the  nature 
of  the  disease  would  not  endure  it,  or  ignorance 
in  the  Physitians  could  not  comprehend  from 
whence  the  cause  proceeded,  and  so  by  consequent, 
no  resolution  was  to  be  determined.  Moreover  be- 
side the  number  of  such  as  were  skilful  in  Art, 
many  more  both  women  and  men,  without  ever  hav- 
ing any  knowledge  in  Physicke,  became  Physitians, 
so  that  not  onely  few  were  healed,  but  (wellneere) 
all  dyed,  within  three  days  after  the  saide  signs  were 
seene;  some  sooner,  and  others  later,  commonly 
without  either  Feaver,  or  any  other  accident.”* 

The  subject  of  Boccaccio’s  Decameron  is 
woven  around  the  Black  Death  in  Florence; 
it  consists  of  adventures  and  stories  of  a 
number  of  young  people  who  fled  from  their 
native  city  to  escape  the  disease.  Boccaccio 
was  an  Italian  novelist  who  describes  his 
surroundings  with  a novelist’s  pen.  His  de- 
scription tallies  well,  however,  with  that  of 
Cauvin  of  Paris  and  Montpellier,  whose 
account  is  that  of  a physician: 

“A  burning  pain,  starting  cither  in  the  groin  or 
under  the  armpits,  gradually  spread  over  the  pre- 
cordial region,  and  the  vital  parts  were  attacked  by 
a mortal  fever.  The  heart  and  lungs  were  affected 
and  the  respiratory  passages  were  choked  with  the 
poison.  The  strength  suddenly  declined  and  the 
patient  could  only  survive  a few  days.  There 
seemed  no  refuge  from  this  scourge,  neither  heat 
nor  cold,  nor  the  fresh  country  air,  the  cold  north 
or  the  warm  south.  So  contagious  was  it  that  when 
the  sickness  commenced  in  a house  scarcely  one 
escaped.  The  slightest  contact,  a single  breath,  suf- 
ficed to  transmit  the  disease.  Those  who  tried  to 
help  the  sick  fell  victims.  The  ill  nourished  were 
easily  stricken.  Those  who  lived  a temperate  life 
fared  best.  The  number  of  the  dead  was  greater 
than  the  survivors,  and  cities  were  deserted,  thou- 
sands of  houses  standing  with  open  doors  or  locked 
up,  their  owners  dead  or  fled.” 

There  is  little  doubt  but  that  the  scourges 
of  1349  and  1665  were  the  same  and  that 
both  were  like  the  pestilence  of  Justinian, 
namely  bubonic  plague. 

The  origin  of  the  plague,  it  is  said,  lay 
in  China,  where  it  was  found  to  be  raging 
in  1333.  It  passed  from  China  to  India, 
Persia  and  Russia,  following  main  roads  of 
commerce  to  Europe.  In  the  year  1347  the 
disease  arrived  in  Sicily.  It  can  be  defi- 
nitely traced  to  Italy,  thence  to  Austria, 
France,  and  finally  to  England,  where  it 

*From  an  English  Translation  made  in  1625.  The  trans- 
lator is  unknown. 
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raged  in  1348.  During  the  years  1345  to 
1350,  half  of  the  population  of  Europe  was 
estimated  to  have  fallen  victims.  According 
to  statistics  drawn  up  at  the  request  of  Pope 
Clement  VI,  the  number  of  deaths  for  the 
whole  world  was  42,836,485.  Compare  this 
with  the  deaths  caused  by  the  recent  great 
war  and  one  may  have  some  faint  idea  of 
the  influence  of  this  terrible  affliction  as  a 
factor  in  human  history. 

The  effects  of  the  Black  Plague  in  car- 
rying off  men  and  women  of  extraordinary 
ability  cannot  be  estimated.  There  is  a long 
line  of  rulers  of  various  European  coun- 
tries among  the  victims,  as  well  as  such 
noted  personages  as  Guy  de  Chauliac,  the 
celebrated  fourteenth  century  surgeon,  and 
a contemporary,  Gentile  di  Foligno.  The 
death  list  included  also  the  painters  Pietro 
and  Ambrogio  Lorenzetti  (1348),  Holbein 
the  Younger* *  (1543),  Titian  (1576),  and 
many  others  famous  at  the  time. 

Regarding  the  mortality,  many  towns  and 
villages  were  completely  depopulated.  Ac- 
cording to  Guy  de  Chauliac,  three-quarters 
of  the  whole  population  of  France  died. 
Italy  lost  half  of  her  population.  Venice 
had  become  so  much  depopulated  that  for- 
eigners were  invited  to  settle  in  the  city 
with  the  offer  of  acquirement  of  citizen 
rights  after  two  years’  residence.  In  Flor- 
ence, where  the  population  was  estimated  at 
130,000  inhabitants,  only  30,000  were  left. 
It  was  reported  that  in  London  scarcely 
one  man  in  ten  survived.  Hundreds  of  ships 
at  sea  floated  as  derelicts  manned  only  by 
corpses. 

In  England  alone  it  is  estimated  that  after 
the  Black  Death  (bubonic  plague  1348-9) 
the  population  was  reduced  from  four  mil- 
lion to  two  million.  According  to  Gibbon, 
the  historian  of  the  Decline  and  Fall  of  the 
Roman  Empire,  the  plague  in  the  time  of 
Justinian,  which  lasted  from  542  A.  D.  to 
594,  resulted  in  the  death  of  one  hundred 
million  persons.  In  the  wake  of  the  pesti- 
lence were  vacant  houses,  abandoned  towns, 
neglected  agriculture,  paralysis  of  all  forms 
of  industry,  a redistribution  of  both  wealth 
and  poverty ; the  governing  classes  were  de- 

*Boccacio was  thirty-five  years  old  at  the  time  of  the 
Black  Death  in  Italy.  . . 

*Hans  Holbein,  the  younger  (1497-1543)  was  a victim  of 
the  plague  though  not  of  a great  pandemic  plague.  Among 
the  great  men  whose  lives  were  cut  short  by  plague  other 
than  the  historic)  pandemics  may  be  mentioned  William  Gil- 
bert (1540-1603)  physician  to  Queen  Elizabeth.  Gilbert  is 
noted  for  his  pioneer  researches  in  Magnetism  and  Electric- 
ity; of  him  Dryden  wrote: 

“Gilbert  shall  live  till  lodestones  cease  to  draw 
Or  British  fleets  and  boundless  ocean  awe.” 


prived  of  their  authority ; arable  lands  were 
turned  to  pasturage. 

There  was  also  a psychological  change  as 
manifest  in  a dominant  fatalism  as  well  as 
laxity  of  morals.  There  was  an  absence  of 
self-restraint,  particularly  when  the  poor 
found  themselves  in  possession  of  suddenly 
acquired  riches.  Of  course,  some  were  so- 
bered and  looked  to  the  future  for  a way 
out  of  it  all,  and  as  a result  of  the  rational- 
ity of  the  few,  we  had  the  beginning  of  the 
defense  against  epidemic  disease.  The  early 
efforts  toward  control  were  feeble.  As  one 
authority  stated,  “The  Black  Death  came  to 
an  end  in  1349  and  in  1666  not  on  account 
of  direct  action  taken,  but  because  it  had 
spent  its  force  and  exhausted  the  suscep- 
tible material.”  The  early  defenses  against 
epidemic  disease  were  of  a social  nature, 
namely  sanitation,  the  burning  of  infected 
material,  though,  needless  to  say,  the  nature 
of  infection  was  not  known;  the  supervision 
and  isolation  of  the  sick,  and  by  quarantine, 
since  it  had  been  learned  that  the  disease 
spread  by  contact.  Nothing  could  be  ex- 
pected of  the  medicine  of  the  day,  which 
at  best  was  crude  and  unscientific.  Even 
during  the  later  plague  of  1665  of  which 
Sydenham  was  contemporary,  the  father  of 
modern  medicine  is  said  to  have  taken  no 
part  in  the  relief  of  the  suffering  nor  in 
prevention,  but  left  London  to  her  fate. 

The  effect  upon  England  of  the  great 
mortality  from  the  Black  Death  was  little 
short  of  a complete  social  revolution  in 
which  the  poor  of  the  nation  were  the  chief 
sufferers,  Thorold  Rogers  wrote,  “It  is  well 
known  that  the  Black  Death  in  England  at 
least  spared  the  rich  and  took  the  poor.  And 
no  wonder.  Living  as  the  peasantry  did  in 
close,  unclean  huts,  with  no  rooms  above 
ground,  without  windows,  artificial  light, 
soap,  linen ; ignorant  of  certain  vegetables, 
constrained  to  live  half  the  year  on  salt 
meat ; scurvy,  leprosy  and  other  diseases 
which  are  engendered  by  hard  living  and 
the  neglect  of  every  sanitary  precaution 
were  endemic  among  the  population.”* 

The  Black  Death  had  a far  different  effect 
upon  England  from  what  malaria  had  upon 
Greece  or  the  pestilence  upon  Justinian 
Rome.  Feudalism  had  survived  in  a modi- 
fied form  into  the  fourteenth  century  not 
only  in  England  but  over  much  of  Europe. 
Parenthetically,  Feudalism  dominated  prac- 

*Fortnightly  Review.  Chapter  VIII,  page  192. 
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tically  the  whole  of  western  Europe.  Its 
growth  was  not  sudden  but  insidious,  and 
it  is  needless  to  say  the  effect  upon  the 
people  was  profound.  Perhaps  we  approxi- 
mate the  truth  when  we  say  its  decline  was 
as  gradual  as  its  evolution,  since  it  yielded 
only  to  the  great  commercial  forces  of  voy- 
age and  discovery,  of  trade  and  commerce, 
and  finally  to  the  mechanization  of  industry. 
Traces  of  it  are  still  evident,  particularly 
in  the  history  of  law.  As  late  as  the  seven- 
teenth century  a form  of  feudalism  was 
introduced  from  France  into  Canada  known 
as  the  signorial  system.  It  is  not  apropos 
of  the  subject  to  go  into  details  in  regard 
to  the  operation  of  feudalism,  except  that 
the  king  owned  the  land  which  was  par- 
celled out  to  the  barons,  who  in  turn  sublet 
it  to  their  vassals.  The  remuneration  was 
a matter  of  service,  which  each  was  bound 
to  render  to  his  superior,  from  peasant  to 
king.  Eventually,  instead  of  rendering  serv- 
ice to  the  lord  for  use  of  the  land,  many 
serfs  had  come  to  discharge  the  obligation 
in  money.  The  villeins  who  paid  in  money, 
however,  were  not  entirely  free  from  the 
soil.  The  reduction  in  population  brought 
about  by  the  plague  produced  a great  scar- 
city of  labor  and  as  a result  the  price  of 
labor  rose  to  such  a degree  that  the  lords 
were  unable  to  hire,  and  as  a result  many 
thousands  of  acres  of  land  remained  unfilled. 
Many  of  the  landlords  solved  their  labor 
problems,  as  we  have  said,  by  turning  their 
holdings  into  sheep  pasture  which  required 
the  service  of  only  a shepherd.  Parliament 
endeavored  to  legislate  in  the  interests  of 
the  landlord  by  a Statute  of  Labor,  which 
endeavored  to  fix  wages,  and  prices  also,  at 
the  old  standards.  Statutory  limitation  of 
wages  failed,  however,  in  the  face  of  the 
inexorable  law  of  supply  and  demand.  The 
effort  to  regulate  wages  culminated  eventu- 
ally in  the  Peasant  Revolt. 

The  Black  Death  in  reality  produced  a 
marked  change  in  the  temper  of  the  surviv- 
ing lower  classes  in  the  last  half  of  the 
fourteenth  century.  During  this  period  we 
have  the  beginning  of  our  modern  labor 
movement.  The  peasant  became  class  con- 
scious and  began  to  demand  rights.  The 
slogan  of  the  times  was: 

When  Adam  delved  and  Eve  span, 

Where  was  then  the  gentleman? 

There  was  general  withdrawal  of  alle- 
giance to  the  medieval  church  and  state  and, 


according  to  Trevelyan,  exalted  by  this  new 
order  of  ideas,  the  peasants  carried  on  the 
struggle  for  their  freedom. 

The  other  great  plague  in  England  was 
that  of  1665.  It  appears  to  have  pursued 
a similar  direction  to  that  of  1348,  namely, 
from  Asia,  along  the  Mediterranean  coun- 
tries, thence  northward  through  Italy  to 
Holland,  where  it  was  reported  of  a violent 
character  at  Rotterdam  and  Amsterdam  in 
1663.  It  reached  London  early  in  Decem- 
ber, 1664,  and  the  following  year  produced 
great  mortality.  We  get  a graphic  account 
of  its  ravages  in  DeFoe’s*  Journal  of  the 
Plague  Year.  “If  I may  be  allowed  to  give 
my  opinion,”  writes  DeFoe,  “by  what  I saw 
with  my  eyes  and  heard  from  other  people 
that  were  eye-witnesses,  I do  verily  believe 
the  same,  viz.,  that  in  London  there  died 
at  least  100,000  of  the  plague  only,  besides 
those  that  died  in  the  fields  and  byways  and 
secret  places  out  of  the  compass  of  the  com- 
munication, as  it  was  called,  and  who  were 
not  put  down  in  the  bills  though  they  reallv 
belonged  to  the  body  of  the  inhabitants.” 

In  the  suddenness  and  severity  of  onset 
and  the  great  mortality  among  the  afflicted, 
the  plague  and  the  Black  Death  of  the  four- 
teenth century  were,  as  has  been  said,  the 
same.  Interesting  are  the  accounts  of  the 
two  famous  diarists  of  the  mid-seventeenth 
century.  Samuel  Pepys’  entries  in  his  diary 
are  as  follows: 

“June  21st.— I find  all  the  town  going  out  of  town, 
the  coaches  and  carriages  being  all  full  of  people 
going  into  the  country.” 

“June  25th. — The  Plague  increases  mightily,  I this 
day  seeing  a house,  at  a bitt-maker’s  over  against 
St.  Clement’s  Church,  in  the  open  street,  shut  up; 
which  is  a sad  sight.” 

“June  28th. — On  my  way  to  Westminister  Hall  I 
observed  several  Plague  houses  in  King’s  Street 
and  the  Palace.” 

“June  29th. — To  Whitehall,  where  the  court  was 
full  of  waggons  and  people  ready  to  go  out  of 
town.  This  end  of  the  town  every  day  grows  very 
bad  of  the  Plague.  The  Mortality  Bill  is  come  to 
267 ; which  is  about  ninety  more  than  the  last. — 
Home;  calling  at  Somerset  House,  where  all  were 
packing  up  too.” 

“August  30th. — I went  forth  and  walked  towards 
Moorfields  to  see  (God  forgive  my  presumption) 
whether  I could  see  any  dead  corpse  going  to  the 
grave;  but,  as  God  would  have  it,  did  not.  But 
Lord ! how  everybody  looks,  and  discourses  in  the 
street  of  death,  and  nothing  else,  and  few  people 
going  up  and  down,  that  the  town  is  like  a place 
distressed  and  forsaken.” 

“September  6th. — To  London,  and  there  I saw 


*Daniel  DeFoe  (1659-1731)  known  to  every  schoolboy  as 
the  author  of  Robinson  Crusoe,  was  only  six  years  old  at  the 
time  of  the  outbreak  of  the  Plague.  Even  giving  him  credit 
for  a vivid  imagination,  he  must  have  been  a precocious 
child  to  remember  so  much  of  the  happenings  of  the  sixth 
year  of  his  life. 
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fires  burning  in  the  streets,  through  the  whole  city, 
by  the  Lord  Mayor’s  order.  Thence  by  water  to 
the  Duke  of  Albemarle’s  (at  Whitehall)  : all  the 
way  fires  on  each  side  of  the  Thames ; and  strange 
to  see  in  broad  daylight,  two  or  three  burials  upon 
the  Bankside,  one  at  the  very  heels  of  another; 
doubtless  all  of  the  Plague  j and  at  least  forty  or 
fifty  people  going  along  with  every  one  of  them.” 

“January  19th. — It  is  a remarkable  thing  how 
infinitely  naked  all  that  end  of  the  town,  Covent 
Garden,  is  at  this  day,  of  people;  while  the  city 
is  again  almost  as  full  of  people  as  ever  it  was.” 

John  Evelyn’s  notes  are: 

“August  28th. — The  contagion  still  increasing  and 
growing  now  all  about  us,  I sent  my  wife  and  whole 
family  (two  or  three  necessary  servants  excepted) 
to  my  brother’s  at  Wotton,  being  resolved  to  stay 
at  my  house  myself  and  to  look  after  my  charge, 
trusting  in  providence  and  goodness  of  God.” 

“September  7th.- — I went  all  along  the  city  and 
suburbs  from  Kent  Street  to  St.  James’s,  a dismal 
passage,  and  dangerous  to  see  so  many  coffins  ex- 
posed in  the  streets,  how  thin  of  people;  the  shops 
shut  up,  and  all  in  mournful  silence,  as  not  know- 
ing whose  turn  it  might  be  next ; there  perishing 
nearly  10,000  poor  creatures  weekly.  I sent  to  ye 
Duke  of  Albemarle  for  a Pest-ship,  to  wait  on  our 
infected  men,  who  were  not  a few.” 

“October  11th. — Went  through  the  whole  city,, 
when  having  occasion  to-  alight  in  several  places 
about  business  of  money,  I was  environed  with 
multitudes  of  poor  pestiferous  creatures,  begging 
alms;  the  shops  universally  shut  up,  a dreadful 
prospect.” 

A condition  that  must  not  be  overlooked 
is  the  famine  pestilences  that  prevailed  in 
England  and  doubtless  in  western  Europe 
from  the  seventh  to  the  beginning  of  the 
fourteenth  century.  The  chief  cause  was  the 
backward  condition  of  agriculture  whereby 
the  food  supply  was  sorely  deficient.  Not 
only  was  insufficient  land  cultivated,  but  the 
produce  was  of  a poor  quality.  A poor 
harvest  year  along  with  unsatisfactory  in- 
tercommunication greatly  aggravated  the 
almost  intolerable  conditions  that  prevailed. 
Undernourishment  produced  a low  quality 
of  physique,  fruitful  soil  for  consumption, 
scrofula,  dysentery,  “falling  sickness,”  pal- 
sies, St.  Vitus  dance,  jaundice,  dropsies,  and 
fluxes,  boils,  carbuncles,  agues,  bronchitis 
and  putrid  sore  throat. 

According  to  Newman,  the  disappearance 
of  famine  pestilence  soon  after  the  thir- 
teenth century  was  due  to  extended  and  im- 
proved transportation.  The  first  importa- 
tion of  grain  into  England  was  from  Hol- 
land and  Germany  in  the  thirteenth  century. 

In  a sense  the  effect  of  disease  upon 
human  history  is  similar  to  that  of  war.  It 
cannot  be  estimated  in  either  how  much  the 
world  has  lost  in  the  early  death  of  what 
might  have  been  its  most  creative  minds. 


Like  war,  however,  pestilential  disease  has 
not  been  without  redeeming  features ; 
among  the  favorable  results  have  been  im- 
provement in  sanitation,  hygiene  and  other 
factors  that  enter  into  preventive  medicine; 
in  modern  war  in  particular,  necessity  has 
speeded  up  discoveries  and  methods  that 
otherwise  might  have  been  indefinitely  de- 
layed. The  wholesale  carnage  of  war  and 
of  disease  are  the  same.  War  and  disease 
each  acts  as  a check  on  population,  yet  so 
persistent  is  the  will  to  live,  that  population 
in  either  case  is  sometimes  restored  within 
a generation.  The  species  means  more  to 
nature  than  the  individual. 

“So  careful  of  the  type  she  seems, 

So  careless  of  the  single  life.” 

The  power  inherent  in  man,  to  come  back 
after  calamity  or  catastrophe  transcends  all 
reverses.  “Many  are  the  wonders  of  the 
world,”  wrote  the  ancient  Greek  poet,*  “and 
none  so  wonderful  as  man.  ****  All  fertile 
in  resource,  resourceless  never  meets  he  the 
morrow ; only  death  he  wants  the  skill  to 
shun.  But  many  a fell  disease  the  healer’s 
art  hath  foiled.  So  soaring  far  past  hope, 
the  wide  inventiveness  of  man  finds  diverse 
issues  good  and  ill.” 

The  control  of  disease  through  the  evolu- 
tion of  preventive  medicine  has  also  affected 
human  history  during  the  last  one  hundred 
years.  It  is  clearly  to  be  seen,  that  the  elim- 
ination of  such  diseases  as  yellow  fever, 
typhoid,  smallpox  and  a number  of  other 
ailments  has  resulted  in  the  advancement  of 
the  average  span  of  human  life  so  that  at 
present  it  is  over  fifty-six  years.  True  too, 
the  advancement  of  the  average  age  has 
been  due  in  great  measitre  to  decrease  in  in- 
fant mortality.  But  all  this  is  another  story. 
Preventive  medicine  has  resulted  in  the  sur- 
vival of  thousands  of  men  and  women  who 
have  attained  a vigorous  age  at  a time  of 
life  when  a century  or  more  ago,  such  per- 
sons would  have  been  considered  aged  and 
therefore  inactive.  Closely  associated  with 
the  problem  of  vigorous  old  age  is  that  of 
unemployment.  With  the  mechanization  of 
industry  the  race  has  been  for  the  most  part 
to  younger  men,  thereby  practically  elim- 
inating from  industry  many  who  have 
passed  the  half-century  milestone.  We  are 
left,  therefore,  with  a problem  of  adjust- 
ment which  waits  to  be  solved. 


•Sophocles  Antigone. 
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COMMUNICABLE  DISEASES  IN  1933 


Although  data  concerning  the  number  of 
deaths  from  communicable  diseases  is  not 
yet  available  for  the  year  1933,  the  number 
of  cases  has  been  tabulated.  All  diseases 
show  a decline,  as  compared  with  1932,  in 
the  number  of  cases  reported,  with  the  ex- 
ception of  scarlet  fever. 

1933  1932 

Pneumonia  3982  4914 

Tuberculosis  7001  7014 

Typhoid  Fever 437  522 

Diphtheria  H43  1204 

Whooping  Cough 11668  12927 

Scarlet  Fever - 16269  15104 

Measles  21643  41505 

Smallpox  46  216 

Meningitis  84  132 

Poliomyelitis  93  120 

Syphilis  7667  11992 

Gonorrhea  - 6429  6947 


Although  pneumonia  is  not  reported  at  all 
completely,  the  number  of  cases  reported  in 
one  year  as  compared  to  another  does  give 
some  index  as  to  the  incidence.  It  would 
appear  that  pneumonia  cases  were  somewhat 
less  numerous  in  1933. 

The  decrease  in  the  number  of  cases  of 
tuberculosis  is  too  slight  to  be  of  signif- 
icance. There  has  been  a steady  decline  in 
the  incidence  as  based  upon  the  number  of 
deaths.  The  case-finding  campaign  put  on 
by  the  Michigan  Tuberculosis  Association, 
health  departments  and  others,  is  resulting 
undoubtedly  in  the  discovery  of  a large  per- 
centage of  the  existing  cases. 

Although  efforts  to  find  all  typhoid  fever 
cases  were  intensified  during  1933,  the  num- 
ber of  cases  located  is  actually  less  than  for 
1932. 

Even  though  seven  months  of  the  year 
showed  more  cases  of  diphtheria  reported 
than  for  the  corresponding  months  of  1932, 
the  year  ended  with  a new  low  total.  The 
decrease,  however,  is  not  great  and  it  would 
appear  that  we  must  further  intensify  our 
efforts  in  immunization  if  we  are  to  con- 
tinue the  rate  of  decline  as  heretofore. 

The  number  of  cases  of  whooping  cough 
reported  is  somewhat  less  than  in  1932  but 
is  a little  above  the  mean  for  the  past  five 
years.  This  disease  is  very  poorly  reported, 
many  cases  not  having  an  attending  phy- 
sician and  others  having  one  at  a time  when 
diagnosis  cannot  be  made. 

Scarlet  fever  is  the  only  disease  to  show 


an  increase  over  the  previous  year.  There 
is  some  question  as  to  how  much  of  this 
increase  is  real.  Efforts  of  full-time  health 
departments  in  cities  and  counties  have  un- 
doubtedly brought  about  the  reporting  of  a 
higher  percentage  of  cases.  Nevertheless, 
it  is  evident  that  the  incidence  of  the  disease 
is  not  declining  and  may  be  increasing  while 
the  fatality  rate  is  declining  rather  rapidly. 

For  the  major  part  of  the  state,  1933  was 
not  a “measles  year.”  The  number  of  cases 
is  as  high  as  it  is  because  of  the  fact  that 
this  was  Detroit’s  “measles  year.” 

The  low  incidence  of  smallpox  is  remark- 
able and  hard  to  understand.  It  is  true  that 
there  has  been  a considerable  amount  of 
vaccination  but  certainly  not  enough  to  ac- 
count for  the  almost  complete  absence  of 
the  disease. 

There  was  a decrease  of  more  than  one- 
third  in  the  number  of  cases  of  meningitis 
reported.  The  only  form  of  meningitis  that 
should  be  included  in  these  figures  is  menin- 
gococcus meningitis.  However,  many  re- 
ports do  not  specify  the  etiologic  organism, 
and  it  is  probable  that  other  forms  are  in- 
cluded. 

Poliomyelitis  also  shows  a decline.  In 
the  outbreak  year  of  1931  there  were  1,137 
cases  reported. 

The  decrease  in  the  number  of  cases  of 
syphilis  reported  is  no  doubt  more  apparent 
than  real.  A number  of  factors  have  con- 
tributed to  the  reporting  of  less  cases. 

A slight  decrease  in  the  number  of  cases 
of  gonorrhea  reported  is  not  very  significant 
and  is  also  probably  more  apparent  than  real 
and  is  not  a true  index  of  the  incidence. 

C.  D.  B. 


PHYSICIANS  SHOULD  CHECK  THIS  LIST 
TO  DETERMINE  WHETHER  OR  NOT 
THE  LABORATORY  THAT  THEY  ARE 
USING  IS  REGISTERED,  THERE- 
FORE, CHECKED  FOR  DE- 
PENDABILITY 

The  following  laboratories  are  registered  and  ap- 
proved by  the  Michigan  Department  of  Health  for 
the  serum  diagnosis  of  syphilis  under  Act  No.  45,. 
Public  Acts  of  1931  (An  act  to  protect  the  public 
health ; to  provide  for  the  registration  and  super- 
vision of  public  laboratories  making  chemical,  sero- 
logical and/or  bacteriological  laboratory  tests  to  aid 
in  the  diagnosis  and/or  control  of  communicable 
disease ; and  to  prescribe  penalties  for  violation 
thereof)  : 


March,  1934 
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ACCREDITED  REGISTERED  LABORATORIES  IN  MICHIGAN  DOING  SERUM 

DIAGNOSIS  OF  SYPHILIS 

No. 

Laboratory 

Location 

Director 

5 

St.  Joseph’s  Mercy  Hospital 

Ann  Arbor 

S.  C.  Howard,  M.D. 

161 

Alway  Private  Hospital 

Ann  Arbor 

G.  G.  Alway,  M.D. 

6 

University  of  Michigan  Hospital 

Ann  Arbor 

R.  L.  Kahn,  Sc.D. 

9 

Battle  Creek  Sanatarium 

Battle  Creek 

Paul  Roth,  M.D. 

11 

L.  Y.  Post  Montgomery  Hospital 

Battle  Creek 

A.  A.  Humphrey,  M.D. 

70 

Nichols  Memorial  Hospital 

Battle  Creek 

C.  E.  Roderick,  M.D. 

14 

Mercy  Hospital 

Bay  City 

W.  G.  Gamble,  M.D. 

13 

Health  Department 

Bay  City 

L.  B.  Harrison,  B.A.,  M.A. 

76 

W.  L.  Brosius  Laboratory 

Detroit 

W.  L.  Brosius,  M.D. 

140 

Chas.  Godwin  Jennings  Hospital 

Detroit 

S.  W.  Wallace,  M.D. 

18 

Children’s  Hospital 

Detroit 

M.  K.  Patterson,  M.D. 

100 

H.  L.  Clark  Clinical 

Detroit 

H.  L.  Clark,  M.D. 

17 

Delray  General  Hospital 

Detroit 

H.  E.  Cope,  M.D. 

1 

Detroit  Department  of  Health 

Detroit 

F.  M.  Meader,  M.D. 

113 

Evan.  Deaconess  Hospital 

Detroit 

A.  B.  Pranian 

136 

Florence  Crittenton  Hospital 

Detroit 

,A.  L.  Amolsch,  M.D. 

88 

Dunbar  Hospital 

Detroit 

R.  I.  Greenidge,  M.D. 

21 

Grace  Hospital 

Detroit 

C.  I.  Owen,  M.D. 

73 

Harper  Hospital 
Henry  Ford  Hospital 

Detroit 

P.  F.  Morse,  M.D. 

22 

Detroit 

F.  W.  Hartman,  M.D. 

23 

H.  A.  Meinke  Laboratories 

Detroit 

Dorothy  Wolf,  B.A. 

142 

Medical  Laboratory 

Detroit 

N.  E.  Aronstam,  M.D. 

24 

National  Pathological  Laboratory 

Detroit 

F.  J.  Eakins,  M.D. 

25 

Owen  Clinical  Laboratory 

Detroit 

R.  G.  Owens,  M.D. 

26 

Physicians’  Service  Laboratory 

Detroit 

M.  S.  Tarpinian,  B.S. 

28 

Receiving  Hospital 

Detroit 

O.  A.  Brines,  M.D. 
W.  L.  Brosius,  M.D. 

31 

St.  Joseph’s  Mercy  Hospital 

Detroit 

32 

St.  Mary’s  Hospital 

Detroit 

J.  E.  Davis,  M.D. 

139 

G.  H.  Jordan  Clinical 

Detroit 

G.  H.  Jordan 

156 

Fairview  Sanatorium 

Detroit 

R.  I.  Greenidge,  M.D. 

157 

Nottingham  Clinical 

Detroit 

Harriet  B.  Ainslie,  B.S. 

162 

F.  G.  Buesser  Clinical 

Detroit 

F.  G.  Buesser,  M.D. 

164 

Detroit  Clinical 

Detroit 

I.  J.  Zimmerman,  M.D. 

117 

Woman’s  Hospital 

Detroit 

M.  A.  Oginsky,  M.D. 

27 

Providence  Hospital 

Detroit 

J.  E.  Davis,  M.D. 

97 

Eloise  Hospital 

Eloise 

S.  E.  Gould,  M.D. 

36 

Hurley  Hospital 

Flint 

G.  R.  Backus,  M.D. 

167 

Allergic  & Clinical 

Grand  Rapids 

H.  G.  Swenson,  M.D. 

38 

Blodgett  Memorial  Hospital 

Grand  Rapids 

W.  M.  German,  M.D. 

40 

Brotherhood  Private  Laboratory 

Grand  Rapids 

J.  S.  Brotherhood,  M.D. 

37 

Butterworth  Hospital 

Grand  Rapids 

M.  A.  Miller,  M.D. 

41 

St.  Mary’s  Clinical 

Grand  Rapids 

G.  L.  Bond,  M.D. 

42 

Western  Michigan  Clinical 

Grand  Rapids 

T.  L.  Hills,  M.S.,  Ph.D. 

2 

Western  Michigan  Division  (Mich.  Department  of  Health) 

Grand  Rapids 

C.  C.  Young,  D.P.H. 

116 

Cottage  Hospital 

Grosse  Pte. 

P.  F.  Morse,  M.D. 

158 

Nottingham  Clinical 

Grosse  Pte.  Park 

Harriet  B.  Ainslie 

94 

Public  Health  Laboratory 

Hamtramck 

P.  A.  Klebba,  M.D. 

44 

General  Hospital 

Highland  Park 

P.  F.  Morse,  M.D. 

3 

Branch  Laboratory  (Mich.  Department  of  Health) 

Houghton 

C.  C.  Young,  D.P.H. 

146 

46 

City  Health  Department 
New  Borgess  Hospital 

Jackson 

Kalamazoo 

Doris  E.  Wilson,  B.S. 

91 

Bronson  Methodist  Hospital 

Kalamazoo 

H.  R.  Prentice,  M.D. 

163 

N.  W.  Larkum  Clinical 

Lansing 

N.  W.  Larkum,  Ph.D. 

165 

McCullough-Robinson  Laboratory 

Lansing 

N.  B.  McCullough,  B.S.,  A: 

69 

St.  Lawrence  Hospital 

Lansing 

L.  C.  Ludlum,  M.D. 

104 

Mercy  Hospital 

Monroe 

R.  W.  McGeoch,  M.D. 

141 

Diagnostic  Clinic 

Monroe 

C.  J.  Golinvoux,  M.D. 

51 

Macomb  County  Laboratory 

Mt.  Clemens 

S.  J.  Peltier,  M.S. 

54 

Mercy  Hospital 

Muskegon 

A.  A.  Spoor,  M.D. 
V.  K.  Volk,  M.D. 

57 

Oakland  Co.  Health  Dept. 

Pontiac 

56 

Department  of  Public  Health 

Pontiac 

A.  Thompson,  B.A. 

E.  A.  Christian,  M.D. 

128 

Pontiac  State  Hospital 

Pontiac 
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Newberry  State  Hospital 

Newberry 

C.  B.  Toms,  M.D. 

118 

Pawating  Hospital  Clinical 

Niles 

Alice  Gracy,  M.D. 

111 

Wm.  H.  Maybury  Sanatorium 

Northville 

H.  S.  Willis,  M.D. 

83 

Department  of  Health 

Roseville 

F.  T.  Zieske,  M.D. 

59 

Central  Laboratory 

Saginaw 

O.  W.  Lohr,  M.D. 

168 

Hart  Clinic 

St.  Johns 

T.  Y.  Ho,  M.D. 

108 

Clinton  Memorial  Hospital 

St.  Johns 

T.  Y.  Ho,  M.D. 

62 

Traverse  City  State  Hospital 

Traverse  City 

R.  P.  Sheets,  M.D. 

63 

Wyandotte  General  Hospital 

Wyandotte 

C.  M.  Crum,  B.S. 

CHILD  HEALTH  NURSING  PROJECT 

A Child  Health  Nursing  project  was 
started  in  Michigan  on  February  first  under 
a C.  W.  A.  grant.  This  is  a state  project, 
administered  in  Michigan  as  in  other  states 
by  the  Health  Department,  working  in  close 
cooperation  with  the  state  relief  authorities. 
It  is  an  emergency  program,  to  be  completed 
in  two  months,  and  intended  to  improve 
child  health  with  special  reference  to  nutri- 
tion and  also  to  relieve  unemployment 
among  nurses. 

The  type  of  program  to  be  carried  on  in 
each  county  will  depend  upon  local  situa- 


tions. Those  counties  having  full-time 
health  departments  or  public  health  nurses 
will  use  the  nurses  to  supplement  their  staff 
in  their  regular  program  as  it  applies  to 
children.  In  counties  where  there  is  no  or- 
ganized public  health  machinery,  the  general 
plan  provides  that  the  nurses  concentrate 
their  efforts  on  the  promotion  of  measures 
to  safeguard  the  nutrition  of  children,  espe- 
cially of  those  in  families  on  relief.  This 
will  probably  include  home  calls,  instruction 
of  the  mother  in  low  cost  diets,  arrange- 
ment with  the  family  physician  for  the 
examination  of  special  children  and  the  cor- 
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rection  of  emergency  defects,  or  the  pro- 
vision of  supplementary  feeding.  Both  pre- 
school and  school  children  are  to  be  con- 
sidered in  the  program. 

Registered  graduate  nurses  from  relief 
and  reemployment  lists  are  to  be  used  in 
the  project.  The  Michigan  plan  calls  for 
100  nurses  and  seven  supervisors.  The 
supervisors  will  be  nurses  with  public  health 
training  or  experience,  and,  so  far  as  pos- 
sible, the  nurses  chosen  for  county  work 
will  have  had  some  public  health  training. 
However,  because  of  the  lack  of  unem- 
ployed public  health  nurses  in  the  state,  it 
will  be  necessary  in  many  instances  to  hire 
nurses  who  have  had  no  public  health 
training. 

While  the  project  was  designed  primarily 
to  improve  the  nutritional  status  of  chil- 
dren, in  communities  that  already  are  meet- 
ing the  needs  along  this  line,  immunization 
work  is  advised,  or  any  other  phase  of  a 
general  child  health  program  that  local  con- 
ditions warrant. 


A NATION-WIDE  SURVEY  TO  DETERMINE 
DENTAL  NEEDS 

Authorized  by  the  American  Dental  As- 
sociation and  with  the  cooperation  of  the 
U.  S.  Public  Health  Service,  a nation-wide 
survey  is  under  way  to  determine  dental 
needs,  especially  among  grade  school  chil- 
dren. By  using  uniform  blanks,  with  uni- 
form instructions,  it  is  hoped  to  secure  first 
hand  facts  in  a more  comprehensive  and 
authoritative  fashion  than  has  been  possible 
heretofore. 

In  most  of  the  states,  including  Michigan, 
the  survey  is  now  under  way.  In  this  state 
it  has  the  endorsement  of  the  Michigan 
State  Dental  Society,  the  Michigan  Depart- 
ment of  Public  Instruction,  and  the  Michi- 
gan Department  of  Health.  The  Bureau  of 
Mouth  Hygiene  of  the  latter  department  is 
organizing  the  survey.  The  examination 
blanks  are  furnished  by  the  U.  S.  Public 
Health  Service  and  the  Service  will  tabu- 
late the  findings  when  the  survey  is  com- 
pleted. The  Michigan  Department  of  Health 
is  furnishing  a leaflet  on  children’s  teeth, 
and  a notice  card  for  a follow-up  by  the 
teacher  where  the  survey  is  carried  on. 

The  local  dentists  in  every  county  are 
being  asked  to  give  the  necessary  time  to 
make  the  survey  as  their  part  in  this  under- 
taking, and  for  the  most  part  they  are 


showing  a hearty  response.  They  are  not 
required  to  examine  all  the  grade  school 
children  in  the  county  but  to  make  a selec- 
tion of  schools  in  such  a way  as  to  give 
an  accurate  cross  section.  However,  in  some 
counties  the  local  dentists  have  taken  up  the 
project  with  so  much  enthusiasm  that  they 
expect  to  examine  all  of  the  children.  This 
has  been  true  in  Branch,  Mason  and  Manis- 
tee counties. 

The  examination  must  be  completed  by 
May  1,  and  it  is  hoped  to  have  the  data 
analyzed  for  a report  before  the  American 
Dental  Association  meeting  in  St.  Paul  in 
August  of  this  year. 

W.  R.  D. 


LOW  BACK  PAIN,  WITH  ESPECIAL  REF- 
ERENCE TO  ARTICULAR  FACETS  WITH 
PRESENTATION  OF  AN  OPERATIVE 
PROCEDURE 

Ralph  K.  Ghormley,  Rochester,  Minn.,  feels  not 
only  that  are  the  facets  the  cause  of  sciatic  pain,  but 
that  they  may  be  the  cause  of  lumbosacral  pain  with 
or  without  sciatic  pain.  Particularly  those  patients 
who  complain  of  a sudden  onset  of  pain  low  in  the 
back,  brought  on  by  some  activity,  often  trifling  in 
its  severity  but  usually  involving  a twisting  or  rotary 
strain  of  the  lumbo-sacral  region,  are,  in  all  prob- 
ability, usually  victims  of  the  “facet  syndrome.” 
These  patients  often  present  sciatic  scoliosis,  which 
may  be  homolateral,  contralateral  or  alternating. 
With  the  onset  of  sciatic  scoliosis,  muscle  spasm  sets 
in,  and  this,  although  splinting  in  action,  forces  the 
irritated  surfaces  of  the  facets  together  more  firmly. 
Until  this  muscle  spasm  subsides  or  some  change 
in  the  position  of  the  surfaces  of  the  facets  takes 
place,  as  by  manipulation,  the  pain  may  persist.  Ac- 
tual sciatic  pain  may  or  may  not  be  present  at  once. 
It, of  ten  appears  later  in  the  disorder  to  complete  the 
facet  syndrome.  In  those  cases  in  which  the  roent- 
genogram reveals  narrowing  of  the  fifth  lumbar 
intervertebral  space,  with  consequent  flattening  of 
the  disk,  much  abnormal  strain  must  be  thrown  on 
these  facets.  It  is  obvious  that,  with  narrowing  of 
the  disk,  overriding  of  the  surfaces  of  the  facets 
must  take  place.  With  this  abnormal  contact,  trau- 
matic arthritis  is  likely  to  be  set  up,  which  in  time 
must  produce  symptoms  not  only  of  lumbosacral 
pain  but  of  sciatic  pain  as  well.  The  sciatic  pain 
in  these  cases  seems  more  likely  to  be  caused  by 
pressure  on  the  nerve  or  nerve  sheath  exerted  by 
the  facet  than  by  the  intervertebral  disk.  It  is 
possible,  too,  that  the  surfaces  or  margins  of  the 
facets  may  be  fractured  by  undue  stress  or  strain. 
The  mechanical  strain  placed  on  these  surfaces  when 
the  spinal  column  is  forcibly  hyperextended  must  be 
great ; such  traumatic  changes  probably  are  present 
in  many  more  instances  than  have  been  recognized 
heretofore.  The  author  concludes  that  proof  of 
these  changes  is  in  many  instances  difficult  to  secure, 
but  much  aid  in  establishing  such  a diagnosis  will 
be  derived  from  the  use  of  oblique  roentgenograms 
of  the  lumbosacral  region.  Before  operative  treat- 
ment_  is  decided  on,  the  surgeon  must  be  certain  of 
the  joints  to  be  stabilized  or  the  result  may  be 
poor.  The  author  describes  a combined  lumbosacral 
and  sacroiliac  fusion,  which  has  proved  much  more 
satisfactory  than  any  other  type  of  operative  pro- 
cedure.— Journal  A.  M.  A. 
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A NEW  ERA  IN  MEDICINE 

In  reviewing  the  work  of  the  Michigan 
State  Society  Survey  before  the  Secretaries 
Conference  in  Chicago  the  statement  was 
made:  “In  1931  the  House  of  Delegates 
recognized  that  we  were  in  a twilight  zone 
between  an  era  that  was  past  and  a new 
era  whose  dawn  was  still  invisible.”  This 
year,  1934,  we  are  partly  able  to  see  certain 
signs  in  the  lights  that  are  breaking  on  the 
horizon  that  induce  one  to  conclude  that 
the  dawn  is  breaking  on  a new  era  whose 
potentialities  are  concerned  largely  with 
many  political,'  and  also  undoubtedly  with 
momentous  social  changes.  These  impelling 
changes  will  alter  and  in  some  respects  wipe 
out  some  of  the  principles  that  have  guided 
us  in  the  past.  There  are  bound  to  be 
changes  in  human  relations. 

These  changes  are  becoming  more  and 
more  evident.  Much  as  we  resent  them,  it 
may  be  impossible  to  prevent  them ; much 
as  we  decry  public  and  government  control, 
it  is  becoming  more  and  more  inevitable. 
The  conditions  which  brought  it  on  were 
not  created  overnight.  They  have  been  de- 
veloping over  a score  of  years  in  various 
movements  till  now  they  loom  up  so  that 
he  who  is  capable  of  discerning  may  note 
the  social  trend. 

* * * 

The  expansion  of  our  school  systems  cre- 
ated by  public  demand,  now  provide  the 
refinements  of  education  in  art,  music,  radio, 
carpentry,  mechanics,  designing,  athletics, 
gymnasium,  cooking,  clinics  and  what  not, 
the  cost  of  public  health  services,  the  care 
of  the  widow  and  child,  the  care  of  the 
aged,  inspection  of  factories,  conditions  of 
work.  Study  these  and  all  other  social 
movements  and  one  perceives  in  each  a pub- 
lic desire  and  determination  that  govern- 
ment, federal,  state  and  local,  take  over  such 
obligations.  Nor  has  the  social  concept  been 
limited  to  these  innovations.  Steadily  have 
we  added  to  this  structure  until  the  crisis 
of  the  past  three  years  has  caused  a broad- 
ening of  the  inclusions  and  in  each  instance 
society  has  turned  to  government  for  a solu- 
tion. Today  the  banker  has  yielded  to  gov- 
ernment control.  Deposits  are  insured ; in- 
terest is  no  longer  paid  on  daily  balances ; 
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rules  of  banking  operations  have  been  for- 
mulated and  dictated  by  federal  and  state 
government.  The  N.  R.  A.  with  its  business 
codes  governs  business.  The  farmer  has 
turned  to  government  for  aid  and  his  work 
is  regulated  and  a premium  paid  to  him. 
Government  has  accepted  the  laborer  as  its 
ward  and  provides  not  only  work  but  medi- 
cal care  for  him  and  his  family  in  addition. 
The  stock  broker,  exchange  and  salesmen 
have  been  brought  under  government  con- 
trol and  direction.  Conditions  under  which 
they  may  transact  business  have  been  im- 
posed and  certain  bonds  and  stocks  are 
insured  by  the  government. 

* * * 

The  legal  profession  are  officers  of  the 
court  and  subject  to  legislative  and  govern- 
ment control.  In  economic  crises  people 
turn  to  the  government  for  a solution  of 
their  problems  and  expect  it  to  assume  their 
responsibilities.  Personal  obligations  and 
trials  have  been  surrendered  to  government, 
to  which  appeal  for  help  has  been  made  and 
heard.  These  facts  indicate  the  social  trend. 
Society,  as  we  have  said,  now  looks  to  gov- 
ernment for  solution  and  help. 

^ ^ 

Medical  care  is  a social  problem  which 
remains  unsolved ; it  has  become  a matter 
with  which  society  concerns  itself.  As  has 
been  repeatedly  stated,  if  the  medical  pro- 
fession does  not  find  a solution  of  the  prob- 
lem, society  will  turn  to  the  government  for 
a solution  as  it  has  done  in  business,  bank- 
ing, education,  industry,  finances  and  farm- 
ing. Government,  as  we  have  said,  has 
created  standards,  codes,  conditions  and 
regulations  that  have  wiped  out  many  long 
established  customs  and  has  brought  about 
a new  attitude  whenever  it  has  come  to  the 
relief  of  society. 

Social  influence  is  powerful.  Will  it 
eventually  concern  itself  with  the  socializa- 
tion of  medicine?  Will  government  assume 
all  health  responsibilities  ? In  the  new  era, 
where  will  medicine  stand?  We  are  gravely 
concerned,  for  the  answer  will  be  that  medi- 
cine may  become  society-government  con- 
trolled. Society  is  recording  influence  and 
effects  that  none  can  deny ; will  they  involve 
medicine  ? Medicine  must  recognize  the  new 
day,  the  new  era,  with  its  changed  social 
relationship.  It  must  accept  leadership  and 
bring  about  for  itself  that  which  govern- 
ment will  prescribe  if  voe  fail  to  erect  a pro- 


gram of  medical  services  demanded  by 
society  for  the  solution  of  its  medical  and 
health  problems. 

“It  is  for  medicine  to  recognize  a new  day  in 
social  relationship  and,  rather  than  to  be  driven  to 
new  ideals  of  service,  to  accept  leadership  which 
should  naturally  flow  to  it  because  of  the  great  men 
who  dominate  its  work  and  its  destiny.  Rather, 
I would  see  medicine,  which  down  through  the 
centuries  has  been  moved  by  outside  forces  and 
influences,  assume  a new  leadership — not  merely 
that  of  the  laboratory  or  clinic,  the  bedside  or  the 
hospital,  but  a leadership  in  thought  and  ideal  in 
those  fields  that  secondarily  affect  medicine  and  by 
that  leadership  make  medicine  the  protagonist  of 
a new  and  great  era,  rather  than  the  maid  servant 
of  those  who,  leading  in  other  sociological  fields, 
by  secondary  influence  shape  the  destiny  of  medi- 
cal practice.” 

These  references  are  based  upon  an  ad- 
dress delivered  by  the  Hon.  Joseph  V. 
McKee  before  the  New  York  Academy  of 
Medicine  and  from  which  free  quotations 
of  thought  as  well  as  the  above  paragraph 
have  been  made.  The  handwriting  of  the 
new  era  may  he  seen  upon  the  wall.  Will 
organized  medicine  heed  the  warning  and 
initiate  such  leadership  or  will  an  attitude 
of  watchful  waiting  characterize  our  course 
till  we  find  society  taking  over  the  helm? 

The  answer  rests  with  the  House  of  Del- 
egates. The  responsibility,  the  decision  lies 
with  each  individual  delegate.  The  admin- 
istrative officers  of  organized  medicine  are 
restrained  till  organized  medicine,  through 
its  delegates,  have  spoken  the  command  to 
act  promptly. 

“The  Hippocratic  oath  speaks  of  an  ideal  for 
the  physician : ‘I  will  look,’  it  says,  ‘upon  him 

who  shall  have  taught  me  this  Art  as  one  of  my 
parents.  I will  share  my  substance  with  him  and 
1 will  supply  him  necessities  if  he  is  in  need.  . . . 
The  regime  I adopt  shall  be  for  the  benefit  of 
my  patients  according  to  my  ability  and  judgment 
and  not  for  their  hurt  and  for  any  wrong.’ 

“This  is  the  dedication,  the  consecration  of  the 
physician  to  the  ideals  of  his  profession.  But  more 
that  is  asked  of  him  today.  With  these  great  socio- 
logical movements  under  way  and  even  at  fruition, 
it  calls  on  him  not  merely  to  complain,  not  merely 
to  disagree,  not  merely  to  debate,  but  to  find  a 
fuller  and  freer  and  a greater  place  for  medicine, 
not  only  in  the  curing  of  human  ills  but  in  the  great 
regime  to  make  life  better  and  happier  and  nobler 
— to  bring  to  humankind  some  of  the  happiness  on 
earth  that  the  elect  expect  of  heaven.” 


PROFESSIONAL  PESSIMISM 

There  are  many  members  of  the  medical 
profession  who  feel  that  their  calling  is  mis- 
understood by  the  public  and  that  it  is  not 
held  in  the  high  esteem  to  which  it  is  en- 
titled. This  feeling,  however,  is  not  peculiar 
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to  medicine.  The  lawyer  shares  it ; we  have 
heard  him  say  so.  Doubtless  the  clergyman, 
the  cure  of  souls,  feels  that  he  is  not  re- 
spected to  the  degree  his  cloth  should  entitle 
him.  The  esteem  in  which  professional 
groups  are  held  depends  largely  upon  the 
persons  composing  the  groups  and  not  the 
body  of  knowledge  or  practice  that  makes 
up  the  specialty.  Medicine  started  out  as  a 
religion,  during  which  period  the  respect 
and  esteem  it  was  held  in  amounted  to  ven- 
eration. The  medicine  man  of  the  Indian 
or  of  the  aboriginal  tribes  is  a matter  of 
awe  to  his  clientele.  He  is  a dispenser  of 
mystery.  The  more  scientific  medicine  be- 
comes and  the  less  a mystery,  the  less  medi- 
cine will  be  accorded  that  veneration  which 
is  akin  to  worship.  The  personalities  who 
make  up  any  profession  will  always  receive 
the  respect  to  which  they  are  entitled. 

Of  law,  medicine  or  theology,  medicine 
would  seem  to  be  the  choice  of  the  laity 
if  the  desire  on  the  part  of  young  men  to 
enter  it  is  any  criterion.  Medical  schools 
of  the  United  States  have  for  many  years 
a greater  number  of  applicants  for  the  study 
of  medicine  than  can  be  accommodated.  In 
so  high  a regard  for  some  reason  or  other 
is  medicine  held  that  every  year  young  men 
who  cannot  gain  access  to  our  own  medical 
schools,  go  abroad  to  study  and  to  graduate 
and  look  forward  to  returning  to  their  na- 
tive land  to  practice. 

Then  there  is  another  side  to  it.  We  are 
apt  to  become  impatient  when  we  find  pro- 
posed legislation,  which  seems  to  us  im- 
portant, so  lightly  regarded  by  lawmakers 
that  it  is  either  held  up  in  committee  or 
passed  in  such  a distorted  way  as  to  render 
it  futile.  We  must  not  forget  that  the 
actions  of  the  public  at  large  are  apt  to  be 
destructive  and  almost  never  constructive. 
The  average  of  mankind  tends  to  pull  down 
everything  to  its  own  level.  In  any  depart- 
ment of  human  endeavor  advancement  or 
constructive  effort  is  the  work  of  outstand- 
ing and  able  personalities  and  almost  never 
of  the  people  at  large.  This  seems  to  be 
a matter  of  crowd  psychology.  Viewing  it 
in  this  way,  the  action  of  legislators  in  feel- 
ing that  the  chiropractor,  osteopath  and  the 
naturopath,  et  hoc  genus  omne,  should  have 
a fair  show  along  with  the  medical  profes- 
sion, can  be  readily  explained.  The  unfortu- 
nate thing  is  the  inability  of  supposedly 
intelligent  persons  to  distinguish  between 


what  is  scientific  (the  chemistry,  physics, 
and  biology  which  go  into  the  body  of 
knowledge  of  medicine  are  in  every  sense 
scientific)  and  what  is  pseudo  science. 


TAXATION 

According  to  statistics  published  in  the 
United  States  News,  in  1928  there  were  in 
this  country  500  persons  with  incomes  of 
a million  dollars  a year  or  over,  and  43,000 
persons  whose  incomes  were  fifty  thousand 
a year.  Four  years  later,  there  were  only 
twenty-five  persons  with  incomes  of  one 
million  dollars  or  over  and  less  than  8,000 
persons  whose  annual  incomes  had  reached 
fifty  thousand  dollars.  It  is  also  said  that 
less  than  three  per  cent  of  the  whole  popu- 
lation of  the  United  States  has  paid  income 
tax  into  the  Federal  treasury.  The  figures 
for  last  year  have  not  yet  been  published, 
but  it  is  everywhere  evident  that  individual 
wealth  has  shown  a marked  decrease. 

Yet  the  demand  for  money  has  been  at 
no  time  in  the  past  as  great  as  it  is  today, 
considering  the  extensive  federal  program 
of  relief.  With  very  few  large  incomes  to 
tax,  it  is  plain  that  increased  taxes  for  thou- 
sands who  have  never  felt  such  tax  burdens 
before  must  needs  be  the  order  of  the  near 
future.  That  tax  which  is  shared  by  all  is 
the  most  scientific,  the  most  just,  if  that 
term  may  be  used  to  describe  taxation.  The 
sales  tax  is  in  many  respects  the  fairest  tax 
ever  imposed,  since  it  is  impartial.  One  pays 
as  he  buys.  In  a democracy  an  income  tax 
in  which  all  the  income  of  every  person 
would  be  taxed,  would  be  fair,  for  then  one 
would  pay  as  he  earns ; only  those  who  had 
no  income  would  be  exempt.  And  property 
which  yielded  no  income  would  not  be  sub- 
ject to  confiscation  for  taxation.  After  all, 
taxes  paid  on  real  estate  and  on  personal 
property  are  paid  out  of  income.  Property, 
real  or  personal,  is  a dead  thing  when  it  is 
not  earning.  Everyone  would  be  interested 
in  civic,  state  and  national  economy  if  he 
shared  the  burden,  and  if  he  were  not  able 
by  his  democratic  vote  to  shift  it  to  a help- 
less minority.  Such  scheme  of  taxation, 
however,  has  never  been  popular  with  the 
office-seeking  politician.  With  the  elimina- 
tion of  large  incomes,  there  will  be  no  alter- 
native but  eventually  to  make  taxation  as 
democratic  as  the  vote.  This  is  not  to  be 
construed  as  an  editorial  plea  for  more  taxa- 
tion but  such  an  apportionment  of  taxation 
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that  will  include  an  equable  share  to  each 
earner  who  has  a voting  voice  in  federal, 
state  and  local  government.  Had  such  a 
custom  prevailed  during  the  past  two  dec- 
ades, the  resultant  thrift  would  have  forti- 
fied the  nation  to  a large  extent  against  the 
world  depression  that  confronts  us  today. 


GEORGE  EDWIN  McKEAN 

The  death  of  Dr.  George  E.  McKean  has 
removed  one  of  the  most  prominent  mem- 
bers of  the  medical  profession  of  the  state. 
His  influence  as  a clinical  teacher  of  medi- 
cine is  wide  owing  to  the  large  number  of 
graduates  of  the  Detroit  College  of  Medi- 
cine and  Surgery  in  active  practice  in  this 
state  and  elsewhere,  who  have  derived  in- 
spiration from  his  teaching.  The  influence 
of  a great  teacher  makes  for  immortality. 
Dr.  McKean  was  endowed  with  a person- 
ality that  endeared  him  to  everyone  he  met 
and  made  them  feel  they  knew  him  well, 
even  on  very  brief  acquaintance.  Initial  in- 
troductions often  ripened  into  friendship  as 
the  years  passed.  To  those  who  knew  him  in- 
timately he  was  a man  of  a happy  disposi- 
tion with  a sustaining  philosophy  of  life  and 
an  endless  charity  for  the  frailties  of  human 
kind.  Always  a kindly  humanitarian, 

“He  scarce  had  need  to  doff  his  pride  or  slough  the 
dross  of  earth — 

Even  as  he  trod  that  day  to  God  so  walked  he  from 
his  birth, 

In  simpleness  and  gentleness  and  honor  and  clean 
mirth.” 

Such  a physician  was  ever  in  demand.  His 
presence  in  the  sick  room  was  as  salutary  as 
any  medicine  or  method  of  treatment  could 
be.  He  was  a rational  therapeutist.  Any 
prescription,  whether  drug,  rest  or  absti- 
nence from  medication,  was  the  result  of 
careful  thought  and  diagnosis. 

Dr.  McKean  had  varied  interests.  He 
was  not  all  work  and  no  play.  He  enjoyed 
golf.  He  also  enjoyed  reading  and  had  a 
high  appreciation  of  the  classic  in  literature. 
He  had  great  satisfaction  in  his  family; 
talking  over  the  economic  reverses  of  the 
recent  past,  common  to  all  of  us,  he  said 
there  was  one  investment  on  which  he  had 
realized  to  the  full — and  that  was  his  three 
sons,  and  what  else  mattered  after  all?  His 
loss  as  a beloved  physician  and  friend  is  ir- 
reparable, yet  he  lived  such  a life  that,  now 
that  the  end  has  come,  the  words  about  Mr. 


Valiant-for-Truth  seem  singularly  appro- 
priate : 

“ ‘My  sword  I give  to  him  that  shall  succeed  me  in 
my  pilgrimage,  and  my  courage  and  skill  to  him 
that  can  get  it.  My  marks  and  scars  I carry  with 
me,  to  be  a witness  for  me,  that  I have  fought  the 
battles  of  Him  who  will  now  be  my  rewarder/ 
When  the  day  that  he  must  go  hence  had  come, 
many  accompanied  him  to  the  riverside,  into  which 
as  he  went  he  said:  ‘Death,  where  is  thy  sting?' 

And  as  he  went  down  deeper,  he  said : ‘Grave, 
where  is  thy  victory?’  So  he  passed  over,  and  all 
the  trumpets  sounded  for  him  on  the  other  side.” 


THE  HOSPITAL* 

The  hospital  in  all  stages  of  its  develop- 
ment has  been  an  instrument  of  incalculable 
value  in  the  progress  of  medicine.  At  an 
early  date,  men  realized  that  the  collocation 
of  the  sick  would  advantage  both  patient 
and  physician,  and  for  centuries  several 
types  of  institutions  were  available  for  this 
purpose.  Among  the  first  of  these  were  the 
temples  of  Egypt,  Greece  and  Rome,  where 
patients  gathered  with  the  expectation  of 
receiving  divine  aid,  perhaps  supplemented 
by  that  of  priests  or  physicians.  To  the 
Greek  medical  schools  likewise  came  many 
attracted  by  the  fame  of  the  teachers.  Simi- 
larly, in  the  larger  centers  of  Greek  and 
Roman  culture,  the  clinics  or  harpta  of  the 
Greek  physicians  served  as  places  of  con- 
sultation. More  important  than  any  of 
these  earlier  institutions,  however,  was  the 
hospital  in  which  greater  attention  was 
directed  to  the  physical  comfort  of  patients, 
where  incurable  or  dying  patients  were  giv- 
en solace,  and  where  the  poor  were  as  wel- 
come as  the  rich. 

From  its  inception,  the  hospital  was  essen- 
tially a charitable  institution,  founded  upon 
an  altruism  apparently  inspired  by  religion. 
As  early  as  the  fifth  century  B.  C.,  Buddhist 
homes  for  the  sick  and  aged  had  been  erected 
in  Ceylon,  and  in  the  second  century  B.  C., 
their  number  was  augmented  by  King  Dut- 
thagamini.  The  Hindu  king  Asoka  (263- 
226  B.  C. ) likewise  interested  himself  in  the 
building  of  hospitals  which  he  endowed  not 
only  for  the  care  of  sick  and  aged,  but  even 
for  animals.  Early  Hindu  records  indicate 
the  existence  of  asylums  for  the  poor,  and 

*This  article  is  a continuation  of  the  historical  editorials 
as  announced,  the  subject  of  which  is  “The  Evolution  of 
Methods  and  Devices  in  the  Development  of  Medical 
Science”  in  contradistinction  to  the  story  of  personalities  in 
the  history  of  medicine.  The  hospital  is  here  written  up  as 
an  adjunct  in  the  development  of  medical  knowledge. 
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hospitals  provided  with  physicians  and  nurs- 
ing facilities  in  the  first  and  fourth  centu- 
ries A.  D.  In  Japan,  near  Nara,  a Buddhist 
hospital  was  founded  in  758  A.  D.,  and  dur- 
ing the  Sung  dynasty  (660-1278),  hospitals 
were  built  in  China. 

The  hospitals  in  Asia,  although  exempli- 
fying a philanthropic  spirit,  are  only  indi- 
rectly related  to  the  modern  hospital,  which 
is  primarily  of  Christian  origin.  The  early 
Christian  sects  bordering  the  Mediterranean, 
despite  their  official  suppression,  attempted 
to  follow  the  old  Jewish  custom  of  hospi- 
tality by  sheltering  the  stranger  and  the 
sick.  During  the  epidemic  of  Carthage  in 
222  A.  D.,  for  instance,  St.  Cyprian  and 
other  Christians  offered  the  use  of  their 
homes.  When  the  persecution  of  Christians 
ceased,  the  secretive  and  desultory  charities 
of  individuals  were  supplanted  by  more  ex- 
tensive public  welfare  work — and  the  hos- 
pital. Buildings  were  constructed  and  phy- 
sicians and  attendants  were  employed  in 
providing  gratuitous  service.  The  earliest 
hospitals  and  homes  for  the  aged  in  Europe 
were  established  under  Constantine  the 
Great  (303-337).  More  extensive  was  the 
hospital  founded  by  St.  Basil  at  Caesarea  in 
Cappadocia  (369),  an  actual  settlement  con- 
sisting of  pavilions  for  the  sick,  convales- 
cent homes,  and  residences  for  physicians 
and  attendants.  Before  the  end  of  the 
fourth  century,  a three  hundred  bed  hospital 
had  been  erected  at  Edessa.  Between  the 
fourth  and  sixth  centuries,  there  were  sev- 
eral hospitals  in  Constantinople,  the  most 
important  being  those  of  St.  John  of  Chry- 
sostom, St.  Pulcheria,  and  St.  Sampson.  In 
Rome,  Pope  Symmachus  (495-514)  estab- 
lished three  hospitals,  and  these  were  main- 
tained by  succeeding  prelates  and  emperors. 
Early  in  the  seventh  century,  hospitals  had 
spread  to  Alexandria,  Ephesus  and  France, 
and  to  pagan  countries  as  well  as  Christian. 

About  this  time,  the  Cistercian  and  Ben- 
edictine monasteries,  adhering  to  the  rule  of 
St.  Augustine,  established  infirmaries  for 
the  care  of  monastery  inmates  and  stran- 
gers. Monasteries  multiplied  throughout 
Europe  to  reach  their  peak  of  development 
about  the  tenth  century.  Concomitantly, 
hospitals  arose  in  association  with  the  ca- 
thedrals, and  one  of  these,  the  Hotel  Dieu, 
is  still  in  existence  at  Paris.  Laymen  were 
banded  together  in  orders  of  chivalry,  de- 
voted to  the  building  and  maintenance  of 


hospitals  and  to  caring  for  the  sick.  The 
Knights  of  St.  John  (later  of  Rhodes,  then 
of  Malta),  most  important  among  the  Hos- 
pitaliers,  were  organized  before  the  eleventh 
century;  the  Teutonic  Order  of  Northern 
Europe  arose  during  the  twelfth  century,  as 
did  the  more  local  Order  of  the  Holy  Ghost 
in  Montpellier.  During  the  following  cen- 
tury, women  were  organized  as  the  Hospital 
Sisters  of  Mercy  of  Jesus  and  were  pledged 
to  attend  the  sick  night  and  day. 

By  the  end  of  the  thirteenth  century, 
there  were  great  numbers  of  hospitals  (per- 
haps as  many  as  nineteen  thousand) through- 
out Europe.  Two  factors  were  of  great 
importance  in  this  rapid  multiplication  of 
hospitals.  The  Crusades  with  their  ensuing 
mobilization  of  great  numbers  of  the  popu- 
lation created  an  economic  problem  for  the 
towns  through  which  the  Crusaders  passed. 
The  care  of  the  pilgrims  and  soldiers  was 
partly  solved  by  the  establishment  of  nu- 
merous hospitals.  Furthermore,  the  preva- 
lence of  great  epidemics  of  leprosy  during 
the  twelfth  and  thirteenth  centuries,  prob- 
ably a consequence  of  the  Crusades,  required 
the  isolation  of  affected  persons,  so  that 
many  of  the  hospitals  were  founded  as  leper 
houses.  Most  of  the  hospitals  were  small, 
their  capacity  limited  to  from  ten  to  thirty 
beds,  although  some  of  the  larger  hospitals, 
such  as  the  Ospitale  Majore  of  Milan,  had 
more  than  two  thousand.  The  system  of 
wards  was  the  general  rule. 

Throughout  the  middle  ages,  the  hospital 
was  essentially  a place  of  relief  for  the  poor; 
service  was  given  without  charge,  although 
wealthy  patients  were  sometimes  obliged  to 
pay  for  their  care.  The  patients  obtained 
seclusion  and  nursing  service,  although  very 
little  in  the  way  of  medical  treatment.  The 
physicians  and  barber-surgeons  who  were 
employed  were,  on  the  whole,  secondary 
factors  in  the  hospital  system,  and  very 
little  in  the  way  of  hospital  progress  is  evi- 
dent in  Europe  before  the  Renaissance,  be- 
yond the  idea  of  charity  for  the  sick,  the 
creation  of  places  in  which  the  sick  could 
be  gathered,  and  the  organization  of  attend- 
ants for  their  care.  The  effect  of  Moslem 
hospital  tradition  and  the  establishment  of 
medical  schools  were  influences  which  made 
the  hospital  a more  important  factor  to 
medicine. 

Among  the  Arabians,  the  cultural  de- 
scendants of  the  Greeks  and  Alexandrians, 
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the  hospital  became  an  effective  medical 
institution.  The  medical  tradition  of  the 
ancients  had  a powerful  influence  on  the 
development  of  Arabian  hospitals.  In  fact, 
the  earliest  large  hospital  was  associated 
with  the  school  of  Jundishapur  in  Kurdi- 
stan, which  was  the  center  of  Arabian  medi- 
cine in  the  sixth  century.  With  the  later 
formulation  of  the  Mohammedan  religion 
and  the  expansion  of  the  Moslem  empire, 
hospitals  were  extensively  increased  both  in 
number  and  size.  Some  of  the  later  hospi- 
tals in  Bagdad,  Cairo,  Syria  and  Moorish 
Spain  became  large  and  elaborately  organ- 
ized. In  Cairo  is  the  oldest  existing  Moslem 
hospital  which  was  built  by  Sultan  Quala’un 
(1279-90),  a group  of  huge  buildings  asso- 
ciated with  a school  and  mosque.  To  a 
great  extent,  the  development  of  academic 
medicine  in  Islam  was  due  to  the  combined 
influence  of  the  medical  schools,  the  study 
of  Greek  medical  texts,  and  the  accumula- 
tion of  clinical  material  in  the  hospitals 
which,  although  founded  by  the  ruling  class, 
were  usually  managed  by  physicians. 

As  Graeco- Arabic  culture  insinuated  itself 
into  Sicily  and  Spain,  and  later  into  Italy 
and  other  parts  of  Europe  from  the  eleventh 
to  the  thirteenth  centuries,  the  universities 
became  centers  of  learning.  Medical  schools 
arose  at  Salerno,  Montpellier,  Paris,  Bo- 
logna and  elsewhere,  and,  with  the  influence 
of  the  schools,  the  European  hospital  ac- 
quired a new  importance  in  the  development 
of  medicine.  It  became  the  site  for  clinical 
studies,  and  the  place  in  which  surgical  op- 
erations were  performed.  It  served  along 
with  the  university  theater  and  the  charnel 
house  as  a location  for  the  studies  of  the 
renaissance  anatomists.  In  these  respects, 
the  hospital  acquired  a distinctly  modern 
character. 

From  the  fifteenth  to  the  nineteenth  cen- 
tury, the  hospital  continued  both  as  a medi- 
cal and  a charitable  center,  although  many 
influences  during  this  interval  affected  its 
organization.  Through  mismanagement,  the 
control  of  a number  of  hospitals  passed 
from  the  church  to  the  cities  with  an  ensu- 
ing change  in  their  financial  status.  The 
decimating  plagues  of  the  period  caused 
undue  strain  on  the  institutions  so  that  in 
many  cases  the  hospitals  themselves  were 
centers  of  contagion.  The  Reformation  pre- 
cipitated a great  upheaval  in  Catholic  chari- 
ties, seriously  affecting  the  hospitals  of 


northern  Europe.  The  growth  of  industry 
and  the  migration  of  people  to  the  cities  re- 
sulted in  overcrowding  of  the  hospitals  and 
frequent  neglect  of  patients.  Although  the 
trials  of  the  hospital  during  this  period  were 
great,  the  principles  of  its  foundation  en- 
abled it  to  survive.  It  was  at  this  same  time 
that  the  first  hospitals  were  founded  in 
Mexico,  Canada,  among  the  American  colo- 
nies, and  in  Russia;  likewise,  many  of  the 
now  famous  British  and  continental  hospi- 
tals were  established.  With  the  founding  of 
hospitals  in  the  American  colonies,  an  inno- 
vation in  hospital  finance  originated  whereby 
all  patients  except  the  pauper  classes  were 
obliged  to  pay  for  service.  So  slowly  was 
this  method  adopted  in  Europe  that  it  was 
not  until  late  in  the  nineteenth  century  that 
the  pay  system  was  first  introduced  into  a 
number  of  English  hospitals. 

Although  hospitals  have  acquired  char- 
acteristics differing  among  themselves  in 
various  countries  during  the  past  hundred 
years,  the  advances  in  medical  science,  the 
discovery  of  antisepsis  and  anesthesia,  the 
provision  for  clinical  laboratories,  and  the 
formulation  of  principles  of  public  hygiene 
have  brought  the  hospitals  to  a status  of 
uniformity  and  excellence  which  had  been 
impossible  previously.  The  introduction  of 
training  schools  for  nurses  during  the  latter 
half  of  the  nineteenth  century  provided  in- 
telligent and  competent  attendants.  At  its 
present  stage  of  development,  with  its  ex- 
tensive laboratories,  operating  rooms,  and 
clinical  facilities,  and  its  excellently  organ- 
ized provision  for  patients,  the  hospital  has 
become  the  most  important  instrument  yet 
available  for  the  progress  of  clinical  medi- 
cine. 

W.  T.  D. 


DR.  CHARLES  GODWIN  JENNINGS 
HONORED 

February  28  and  the  Book-Cadillac  Hotel  were  the 
time  and  place  set  apart  by  the  medical  profession 
of  Detroit  to  do  honor  to  one  of  their  number  who 
has  served  his  generation  long  and  honorably.  It 
is  fifty-five  years  since  Dr.  Jennings  graduated  in 
medicine  and  with  the  exception  of  time  spent  in 
post-graduate  work  and  teaching  and  play  he  has 
been  engaged  in  the  active  practice  of  his  profes- 
sion ever  since.  In  1931  the  regents  of  the  Univer- 
sity of  Michigan  conferred  upon  Dr.  Jennings  the 
honorary  degree  of  M.A.  and  the  following  year, 
the  honorary  degree  of  D.Sc.  was  conferred  upon 
him  by  the  College  of  the  City  of  Detroit.  Hon- 
orary degrees  were  never  conferred  with  greater 
propriety.  Both  institutions  in  honoring  Dr.  Jen- 
nings honored  themselves. 
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Born  in  the  state  of  New  York  in  1857,  Dr.  Jen- 
nings obtained  his  early  education  in  the  schools 
of  Seneca  Falls,  and  in  1875  he  graduated  from 
Mynderse  Academy  preparatory  to  entering  Cornell 
University.  He  began  the  study  of  medicine,  how- 
ever, in  a preceptor’s  office  at  Seneca  Falls,  and  in 
1876  matriculated  and  entered  upon  the  study  of 
medicine  at  the  Detroit  College  of  Medicine,  from 
which  institution  he  graduated  three  years  later. 
Dr.  Jennings,  however,  has  been  a lifelong  student. 
Even  those  days  in  which  adult  education  was  not 
as  commonly  undertaken  as  now,  he  took  special 
courses  in  physics,  chemistry,  French,  German  and 
English  literature  with  private  tutors.  Those  of  us 
who  have  attended  Dr.  Jennings’  clinical  lectures 
have  been  impressed  by  his  thoroughness  in  prep- 
aration and  his  clarity  in  presentation  of  his  sub- 
ject. As  a clinical  teacher  he  ranks  with  the  five  or 
six  outstanding  clinicians  of  the  LInited  States  of 
the  past  quarter  of  a century.  His  industry  seems 
boundless  as  seen  in  a mere  catalogue  of  his  hospi- 
tal appointments,  which  is  an  imposing  one.  Attend- 
ing physician  and  chairman  of  the  board  of  trustees 
and  of  the  medical  board  of  the  Charles  Godwin 
Jennings  Hospital;  consulting  physician  Harper 
Hospital  (he  was  head  of  the  department  of  Medi- 
cine and  chairman  of  the  Executive  Committee  of 
the  Medical  Board  from  1912  to  1925)  ; consulting 
physician  to  the  Grosse  Pointe  Cottage  Hospital, 
the  Children’s  Free  Hospital,  Detroit  Tuberculosis 
Sanitarium,  the  United  States  Marine  Hospital,  St. 
Mary’s  Hospital,  1882  to  1890,  and  attending  physi- 
cian to  the  Woman’s  Hospital  from  1895  to  1900. 

Dr.  Jennings’  teaching  positions  have  been  for 
the  most  part  in  the  Detroit  College  of  Medicine, 
where  he  lectured  on  chemistry  from  1881  to  1882, 
chemistry  and  diseases  of  children,  1883  to  1888, 
physiology  and  diseases  of  children  1889  to  1893 ; 
he  was  professor  of  pediatrics  from  1893  to  1895 
when  he  combined  pediatrics  and  medicine  to  1910. 
He  was  professor  of  medicine  from  1910  to  1918. 

Perhaps  no  other  physician  in  this  state  is  so 
widely  known  throughout  the  nation  in  medical  cir- 
cles as  Dr.  Jennings.  His  professional  society  mem- 
bership list,  past  and  present,  includes  the  following: 
Wayne  County,  Michigan  State  and  American  Medi- 
cal Associations.  He  was  president  of  the  Wayne 
County  Medical  Society  in  1903 ; chairman  of  the 
section  on  diseases  of  children  A.M.A.  1893,  and 
vice-chairman  of  the  medical  section  in  1920;  Presi- 
dent of  the  Detroit  Academy  of  Medicine,  1918; 
Master,  American  College  of  Physicians,  chairman 
of  the  Board  of  Governors  from  1927  to  1931,  and 
in  1931  vice-president  and  regent.  Dr.  Jennings 
was  president  of  the  American  Therapeutic  Society 
in  1922  and  president  of  the  American  Congress  of 
Physicians  in  1927. 

During  the  war  he  was  first  lieutenant  of  the 
Medical  Reserve  Corps  LT.  S.  Army  1917  and  cap- 
tain of  the  medical  corps  U.  S.  Army  1917  to  1919. 
He  was  on  duty  at  Camp  Grant  as  chief  cardiologist 

in  1917. 

Dr.  Jennings  has  been  a voluminous  writer  on 
medical  subjects.  He  has  been  editor  at  different 
times  of  at  least  three  national  periodicals,  namely, 
associate  editor  of  the  Annals  of  Clinical  Medicine, 
the  Archives  <of  Pediatrics,  1898  to  1912,  and  editor 
of  the  Microscope,  1885  to  1890.  In  addition  to  this 
he  has  been  a contributor  to  the  following  works 
of  composite  authorship,  Tice’s  Practice  of  Medi- 
cine, the  Therapeutics  of  Internal  Diseases,  and,  in 
1889,  the  Cyclopedia  of  Diseases  of  Children,  besides 
numerous  medical  papers  and  essays  in  national  and 
state  medical  journals. 

We  have  referred  to  Dr.  Jennings’  fondness  for 
play  as  well  as  work.  As  an  ardent  fly  fisherman 
he  is  well  acquainted  with  the  streams  of  Michigan 


as  well  as  the  more  remote  regions  of  Canada  where 
trout  and  salmon  are  found.  Expert  with  the  rifle 
as  well  as  the  shot-gun,  he  has  hunted  big  game  in 
the  American  and  Canadian  Rockies  and  in  New- 
foundland and  New  Brunswick.  He  has  been  a 
sailor  and  racing  skipper  from  early  life,  having 
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cruised  the  Great  Lakes  and  the  Atlantic  coast.  At 
different  times  he  was  Commodore  of  the  Country 
Club  and  the  Inter-lake  Yachting  Association. 

The  committee  on  arrangements  for  the  compli- 
mentary dinner  at  the  Book-Cadillac  were  Dr. 
Douglas  Donald,  chairman,  Dr.  C.  F.  Brunk,  Dr. 
M.  H.  Hoffman,  Dr.  Richard  McKean,  Dr.  H.  W. 
Plaggemeyer  and  Dr.  J.  M.  Robb. 

The  guest  speakers  besides  Dr.  Jennings  were 
Dr.  Piersol  of  Philadelphia,  Dr.  A.  W.  Blain,  presi- 
dent of  the  Wayne  County  Medical  Society,  Judge 
Murfin,  and  Harry  M.  Nimmo,  editor  of  the  Detroit 
Saturday  Night. 

DR.  LUCE  AND  DR.  SINAI  RETURN 

(An  interviem  zvith  Dr.  Luce) 

Dr.  H.  A.  Luce  and  Dr.  Nathan  Sinai  returned 
from  their  European  voyage  on  February  the  ninth, 
having  left  Detroit  on  January  third.  They  con- 
ducted an  intensive  investigation  into  Medical  con- 
ditions as  existing  in  England,  France  and  Italy; 
intensive  inasmuch  as  practically  all  their  daylight 
time  was  devoted  to  the  work.  Travelling  was  done 
for  the  most  part  at  night  when  sleeping  was  a 
matter  of  wagon-lit.  The  editor  of  the  Journal  of 
the  Michigan  State  Medical  Society  was  accorded 
an  interview  with  Dr.  Luce,  which  interview,  how- 
ever, does  not  include  any  part  of  the  report  of  the 
investigation  which  has  been  placed  in  the  hands  of 
the  committee  on  Economics  of  the  Michigan  State 
Medical  Society  to  be  made  public  by  order  of  the 
House  of  Delegates  or  by  the  Council  of  the  Society. 

Asked  to  detail  his  experience  of  a transatlantic 
voyage  in  January,  Dr.  Luce  replied: 

“I  had  about  four  days  to  set  my  house  in  order 
for  the  trip,  which  meant  making  the  necessary  con- 
tacts with  the  bank  and  obtaining  my  passport  and 
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vise.  The  last  act  was  most  exciting.  It  meant  using 
all  the  influence  at  my  command  in  urging  all  speed 
upon  the  passport  office  at  Washington.  I left  De- 
troit, January  the  2nd,  without  the  necessary  docu- 
ment, looking  to  receive  it  at  the  office  of  the  sub- 
treasurer  in  New  York.  I arrived  in  New  York,  ob- 
tained the  desired  passport,  had  the  vise  of  the 
British  Consul,  got  on  board  the  transatlantic  steam- 
er at  11  :45,  just  fifteen  minutes  before  it  was  un(ier 
steam  for  Plymouth,  England.  The  capacity  of  the 
boat  was  1,200,  with  only  one-sixth  that  number  on 
board  The  ocean  was  fairly  smooth  so  that  the 
week  on  board  was  on  the  whole  very  agreeable. 
We  arrived  in  Plymouth  at  6 P.M.  a week  later  and 
went  straight  to  London.  The  hotel,  Piccadilly,  was 
cold,  the  most  uncomfortable  place,  for  winter  at 
least,  I ever  saw.  The  only  means  of  heating  was 
the  open  fireplace,  which  was  evidently  on  a vaca- 
tion.” , 

How  did  you  find  the  English?  Did  you  have  any 
difficulty  of  approach  or  in  getting  the  information 
you  were  after  ? 

‘‘Not  at  all.  We  found  them  very  affable,  thanks 
to  letters  of  introduction  we  were  fortunate  in  ob- 
taining from  Michigan  physicians  and  from  A.  l\l. 
Smith  and  Mr.  Gilmore  of  the  Detroit  News.  Mr. 
Gilmore’s  letter  introduced  us  to  the  manager  ot  the 
North  American  newspaper  alliance,  who  turned  us 
over  to  Dr.  Wilson,  the  Medical  Advisor  of  that 
staid  prototype  of  English  Journalism,  The  London 
Times.  Dr.  Wilson  invited  us  to  his  home  to  dinner 
and  to  spend  the  evening.  We  found  him  a very 
gracious  host  and  a brilliant  conversationalist.  We 
discovered  that  he  was  at  one  time  associated  in 
general  practice  with  the  late  Sir  James  McKenzie, 
who  is  noted  on  both  sides  of  the  Atlantic  for  his 
work  in  developing  the  specialty  of  cardiology.  Dr. 
Wilson  will  be  remembered  by  many  physicians  here 
as  the  author  of  the  ‘Beloved  Physician,  which  is 
a charming  and  sympathetic  biography  of  Sir  James 
McKenzie.  We  also  met  the  son  of  Dr.  Wilson,  a 
physician  connected  with  the  so-called  panel  system. 
Dr.  Wilson  was  profoundly  impressed  by  our  Presi- 
dent Roosevelt,  referring  to  him  as  ^one  of  the  most 
remarkable  men  of  the  present  age.” 

How,  or  in  what  manner,  did  you  and  Dr.  Sinai 
conduct  your  investigation? 

‘‘To  a large  extent  by  personal  interviews.  We 
sought  interviews  with  the  so-called  key  men  rep- 
resenting as  many  phases  of  medical  opinion  as  pos- 
sible on  Health  Insurance  and  kindred  subjects,  in- 
cluding the  panel  system.  We  wrote  up  these  inter- 
views and  submitted  our  typed  copy  for  the  revision 
of  the  person  interviewed.  This  seemed  the  best 
method  of  obtaining  first  hand  as  well  as  accurate 
information.” 

Did  you  confine  your  study  to  Medical  conditions 
as  they  obtained  in  London? 

“No.  London  was  our  base  of  operations,  if  it 
may  be  so  called.  We  made  trips  to  the  manufactur- 
ing cities  of  the  Midlands,  such  as  Manchester  and 
Birmingham,  where  we  sought  as  much  diversified 
information  as  was  obtainable.  I might  add  that 
almost  everywhere  in  England,  as  well  as  in  Paris, 
the  officials  in  charge  of  organized  medicine  such 
as  our  County  Medical  Societies,  were  men  who  in 
this  country  we  would  call  middle  aged.  In  Paris, 
the  physician  in  charge  of  the  International  medical 
organization  was  over  seventy  years  old  and  as  ac- 
tive physically  as  most  men  half  that  age.  He  was 
not  only  able  to  supply  us  with  the  data  we  sought, 
but  showed  an  unusual  degree  of  intelligence  with 
the  social  and  economic  condition  of  medicine  here 
in  America.” 

Your  itinerary  included  also  Italy? 

“Yes,  we  spent  twenty-four  hours  in  Rome  and 
some  time  at  Florence.” 


I presume  you  can  tell  quite  a lot  about  Rome 
after  such  a sojourn? 

“This,  at  any  rate : it  is  the  cleanest  city  I ever 
saw,  not  a speck  of  dirt  or  refuse  anywhere.” 

Had  you  any  difficulty  in  making  yourself  under- 
stood in  France  and  in  Rome? 

“No.  There  were  interpreters  whose  command  of 
the  English  language  was  next  to  perfect.” 

Travelling  at  night  and  working  by  day  had  you 
any  opportunity  to  look  into  the  many  interesting 
things  those  old  European  cities  have  for  tourists? 

“No,  we  were  not  tourists.  We  confined  our  time 
entirely  to  the  object  of  our  mission.  Sightseeing 
is  a matter  for  the  future  for  me  if  good  fortune 
makes  it  possible.” 

How  did  you  find  travelling  and  hotel  accommo- 
dations as  compared  with  the  same  in  this  country? 

“Travelling  by  night  in  the  sleeper  was  very  com- 
fortable and  time  saving.  Day  travel  is  not  so  com- 
fortable as  on  the  trains  in  the  United  States.  I 
have  already  spoken  of  hotel  accommodation. 
Though  later  we  obtained  well  heated  hotels  and 
the  food  was  good  as  well  as  abundant.  In  Italy, 
under  Mussolini’s  influence  water  has  largely  re- 
placed wine  for  table  use.  His  object,  it  is  said,  is 
to  produce  a strong  virile  people,  which  he  thinks 
is  not  possible  through  the  enervating  effects  of 
wine.  In  England  the  pound  sterling  was  worth 
about  five  dollars.  The  reduction  of  the  gold  con- 
tent of  the  dollar  caused  us  considerable  financial 
distress.” 

What  was  your  reaction  to  your  being  sent? 

“My  reaction  was  one  of  most  profound  apprecia- 
tion of  the  actions  of  the  Medical  Economics  Com- 
mittee and  the  Executive  Council.  To  merit  the 
confidence  of  the  medical  profession  of  Michigan 
means  more  to  me  than  any  honor  that  could  at  this 
time  or  any  future  period  be  conferred  upon  me.” 


THE  MAN  MUST  ALWAYS  COME  FIRST 
(New  York  State  Journal  of  Medicine) 

When  we  analyze  the  instinctive  feeling  that 
surges  up  in  every  doctor’s  heart  in  opposition  to 
state  medicine,  we  can  find  pretty  generally  that  he 
resents  it  because  it  is  an  attempt  to  put  the  insti- 
tution above  the  man.  Medicine  is  preeminently  a 
calling  where  the  man  must  always  come  first. 

In  a way,  of  course,  this  is  true  of  all  callings, 
true  of  all  real  progress.  “The  problems  of  the 
future  will  grow  out  of  the  present  tendency  to 
substitute  the  institution  for  the  man,”  said  a teacher 
in  Alabama  who  had  worked  20  years  for  a power 
company  and  then  decided  to  go  back  to  his  old 
profession.  “I  have  examined  some  15  to  18  of  the 
outstanding  experiments  throughout  the  world,”  he 
added,  “attempts  to  substitute  the  institution  for  the 
man,  and  I can  defend  with  success  on  any  plat- 
form in  America  the  thesis  that  in  every  case  civi- 
lization has  continued  to  grow  only  so  long  as  the 
institution  has  been  subordinated  to  the  man.  Our 
problem  then  is  to  return  to  that  fine  individualism 
in  which  man  is  paramount  to  the  institution.” 

The  relation  between  doctor  and  patient  is  one 
that  can  be  institutionalized,  it  is  true,  but  only  to 
bring  it  down  to  a lower  plane,  only  to  rob  it  of 
its  best  qualities.  There  is  no  disputing  the  fact, 
of  course,  that  we  are  living  in  a machine  age  and 
that  a thousand  things  formerly  made  by  hand  are 
now  turned  out  better  by  machinery.  We  even  hear 
of  churches  with  radio  loud-speakers  in  the  pulpit. 
But  we  have  yet  to  hear  of  a dying  church  member 
who  wanted  a radio  apparatus  to  hold  his  hand  or 
a mother  who  wished  her  baby  baptized  by  a grama- 
phone.  In  life’s  critical  and  vital  hours  we  want 
the  human  touch.  When  illness  strikes  down  the 
father  or  mother  or  threatens  the  life  of  a little 
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child,  the  family  physician  is  the  one  who  is  wanted. 
■Medical  skill  is  needed,  but  something  more  is  de- 
manded too — the  man  behind  the  skill.  It  is  just 
that  impalpable  something  that  cannot  be  supplied 
by  any  state  institution  or  system.  With  it  we  have 
the  splendid  service  that  has  made  the  old  family 
doctor  the  hero  of  song  and  story.  Without  it  we 
have  a machine-made  system  with  all  the  efficiency 
of  a Ford  factory,  perhaps,  but  lacking  the  human 
touch,  the  warm  heart-beat,  the  sympathy  that  fills 
the  patient  with  a new  vigor  and  “doeth  good  like 
medicine.”  Not  long  ago  we  were  all  “steamed  up” 
over  the  perils  of  technocracy,  the  domination  of 
the  machine.  Let  us  not  have  any  technocracy  in 
medicine.  Keep  the  man  first,  where  he  belongs. 


ANORECTAL  PAIN 
(Dr.  L.  T.  Hirschmann,  Detroit) 

Anorectal  pain  and  its  clinical  significance  is  the 
subject  of  a paper  by  Dr.  L.  J.  Hirschmann  which 
appeared  in  the  Journal  of  the  American  Medical 
Association,  February  3,  1934,  in  which  Dr.  Hirsch- 
mann points  out  that  pain  characterized  by  sudden 
onset  in  the  anorectal  region  points  to  trauma. 
Overstretching  of  the  sphincter  muscle  as  a result 
of  the  forcible  expulsion  of  hard,  impacted  or  scyb- 
alous stools  is  one  of  the  most  frequent  causes  of 
acute  anal  pain.  Trauma  is  also  caused  by  small 
swallowed  foreign  bodies  being  lodged  in  the  anal 
crypts.  An  individual  who  has  become  constipated 
or  who  has  ingested  certain  indigestible  or  insoluble 
substances,  may  suffer  acute,  even  excruciating  pain 
from  the  expulsion  of  stools  containing  these  sub- 
stances. Anal  fissure  presents  sphincter  spasm  as  its 
most  frequent  symptom.  Occasionally  a fissure  or 
splitting  of  the  lining  membrane  of  the  anal  canal 
will  be  caused  by  sudden  and  unexpected  body 
movement  such  as  is  produced  by  sneezing,  coughing 
or  undue  muscular  effort  during  bodily  exercise  or 
labor.  Ulceration  of  the  anal  canal  as  well  as  of  the 
anal  crypts  frequently  is  superimposed  on  the 
wounds  caused  by  trauma.  The  frequent  and  erratic 
fluid  movements  resulting  from  hypercatharsis  so 
weaken  the  mucous  membrane  and  transitional  lin- 
ing of  the  anal  canal  as  to  render  them  more  liable 
to  ulceration  and  fissure  than  when  put  to  any  un- 
usual strain.  Anorectal  pain  of  a more  gradual  on- 
set or  occasionally  supervening  on  sudden  acute  pain 
may  be  caused  by  any  congestive,  inflammatory,  ul- 
cerative or  infective  condition.  Pain  of  a dull 
steady  character,  aggravated  by  the  passage  of  stools 
and  persisting  after  defecation,  is  often  produced 
by  the  presence  of  internal  hemorrhoids.  If  the  pa- 
tient complains  of  pain  that  seems  to  increase  in 
intensity  and  is  accompanied  by  a pulsating  or  throb- 
bing sensation  with  increasing  difficulty  in  defeca- 
tion, suppuration  must  always  be  borne  in  mind. 
Anorectal  abscesses  usually  originate  in  infected 
crypts  or  from  infected  peri-anal  hematomas.  It 
must  be  borne  in  mind  that  anorectal  pain  may  be 
indicative  of  pathologic  changes  in  other  organs 
contiguous  to  or  impinging  on  the  rectum  or  anal 
canal.  In  the  male,  a posterior  urethritis,  prostatitis 
or  seminal  vesiculitis  may  all  manifest  themselves 
by  pain  referred  to  the  terminal  end  of  the  intestine. 
Prostatic  abscess  is  frequently  prone  to  make  its 
presence  known  first  during  defecation.  Vesical  cal- 
culus and  various  types  of  cystitis  may  also  cause 
rectal  pain.  Injuries  or  diseases  of  the  coccyx  or 
sacrum  also  manifest  themselves  by  pain  in  this  re- 
gion. In  the  female,  disease  conditions  of  the  fal- 
lopian tubes  and  ovaries  will  not  infrequently  give 
rise  to  rectal  pain  in  addition  to  other  symptoms, 
and  an  enlarged  and  adherent  uterine  fundus  will 


give  rise  to  pain  during  the  passage  of  stools.  Any 
pelvic  or  uterine  inflammatory  condition  will  give 
rise  to  these  symptoms,  and  a hypertrophied  cervix 
not  infrequently  will  cause  pain  by  pressing  the  rec- 
tum against  the  sacrum,  causing  a definite  obstruc- 
tion to  the  fecal  flow.  The  pouching  produced  by 
rectocele  is  also  productive  of  pain.  Any  condition 
characterized  by  frequent  fluid  stools  is  productive 
of  pain  of  a burning  character.  Itching  or  pruritus 
ani  may  be  produced  by  any  of  these  causes  and 
in  addition  may  be  produced  by  any  local  infection, 
irritation  or  traumatization  of  the  peri-anal  in- 
tegument. Obstruction,  bleeding,  discharge  and  even 
a loss  of  weight  may  be  noted  before  appreciable 
pain  is  experienced  when  a malignant  condition  oc- 
curs in  the  rectal  ampulla.  The  administration  of 
enemas  as  hot  as  can  be  borne,  but  not  under  any 
circumstances  containing  soapsuds,  affords  great 
relief.  The  enema  should  be  administered  through  a 
soft  rubber  catheter.  One  of  the  best  remedies  to 
produce  local  anesthesia  of  inflamed  or  eroded  sur- 
faces is  ethyl  aminobenzoate.  For  prolonged  anes- 
thesia for  the  relief  of  pain,  particularly  that  pro- 
duced by  an  anal  fissure  or  ulcer  of  the  anal  canal, 
the  subcutaneous  injection  of  a 2 to  5 per  cent  solu- 
tion of  quinine-urea  hydrochloride  is  recommended. 
Anorectal  pain  calling  attention  to  the  parts  early, 
as  it  usually  does,  is  a mandate  to  the  physician  to 
make  a complete  examination,  not  only  of  the  anus 
and  rectum  but  of  all  the  surrounding  contiguous 
organs,  in  order  to  discover  the  cause  of  the  pain. 


A GUID  SQUARE  MEAL 

There’s  vitamins  from  A tae  G that’s  talked  aboot 
th’  noo, 

Wha’s  guid  for  a’  th’  things  that  mak’s  yer  heid 
tae  reel, 

There’s  juices  o’  th’  oranges  an’  sauerkraut  tae 
chew, 

Bit  naethin’  much  is  said  aboot  a guid  square  meal. 

There’s  women  folk  a plenty  wha  read  th’  diet  list, 

An’  weigh  themselves  afore  they  eat  an’  afterwards 
as  well, 

Bit  wi’  them  a’  ah’d  like  tae  smile,  an’  tell  them 
wi  ’a  jest, 

Tae  learn  tae  chew  an’  fletcherize  a guid  square 
meal. 

There’s  proteins  an’  th’  starches  an’  there’s  calories 
tae  coont, 

There’s  yeast  ferment  an’  acid  an’  liver  frae  th’  seal, 

Bit  let  me  hae  ma  porridge,  in  nae  sae  sma’  amoont, 

For  a verra  nice  beginning  o’  a guid  square  meal. 

This  vitamin  efficiency  is  maistly  applesauce, 

An’  nae  sae  verra  fillin’,  bit  mak’s  oor  tummy  feel 

That  on  a winter  nicht  like  this  we’d  gi’  it  a’  a toss 

For  a soup  tae  nuts  edition  o’  a guid  square  meal. 

Guid  Nicht Weelum. 


SLEEP 

“Now  blessings  light  on  him  that  first  invented 
this  same  sleep ! It  covers  a man  all  over,  thoughts 
and  all,  like  a cloak;  it  is  meat  for  the  hungry, 
drink  for  the  thirsty,  heat  for  the  cold,  and  cold  for 
the  hot.  It  is  the  current  coin  that  purchases  all  the 
pleasures  of  the  world  cheap,  and  the  balance  that 
sets  the  king  and  the  shepherd,  the  fool  and  the 
wise  man,  even.  There  is  only  one  thing,  which 
somebody  once  put  into  my  head,  that  I dislike  in 
sleep:  it  is,  that  it  resembles  death;  there  is  very 
little  difference  between  a man  in  his  first  sleep,  and 
a man  in  his  last  sleep.” — Cervantes. 
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THE  WAYNE  UNIVERSITY  SCHOOL  OF 
MEDICINE 

Andrew  P.  Biddle,  M.D.,  Sc.D.  (Hon.) 

DETROIT,  MICHIGAN 

In  August,  1933,  the  College  of  Liberal  Arts,  the 
College  of  Education,  the  Detroit  College  of  Medi- 
cine and  Surgery,  the  College  of  Pharmacy,  the  De- 
partment of  Engineering,  all  conducted  by  the 
Board  of  Education  of  the  City  of  Detroit,  were 
adopted  as  a University  organization  and  in  Janu- 
ary, 1934,  the  organization  was  formally  given  the 
name  of  the  Wayne  University.  The  City  Law 
School,  because  of  certain  technical  reasons,  is  not 
yet  a part  of  the  University. 

I have  thought  that,  because  of  the  influence  of 
the  Medical  School  in  the  raising  of  the  Colleges 
to  the  status  of  a LTniversity  and  thus  its  influence 
on  the  medical  profession  of  the  State  of  Michigan 
— for  the  larger  part  of  its  graduates  enter  prac- 
tice in  this  State— it  might  interest  your  readers  to 
know  something  of  the  structure  of  these  several 
colleges,  their  growth  and  the  significance  of  the 
choice  of  the  name  of  Wayne  University. 

Ever  since  the  creation  of  the  small  Board  of 
Education  in  1917 — perhaps  before — there  has  been 
an  effort  to  give  the  youth  of  Detroit  the  oppor- 
tunity— to  which  it  is  entitled — of  enjoying  the  bene- 
fits of  a higher  education  and  with  this  a cultural 
background. 

The  College  of  the  City  of  Detroit,  now  the  Col- 
lege of  Liberal  Arts,  had  its  origin  in  the  Detroit 
Junior  College,  which  was  organized  under  the  act 
of  the  Michigan  State  Legislature  in  1917.  In  1923 
an  act  was  passed  enabling  the  Board  of  Education 
to  extend  the  two-year  curriculum  to  one  covering 
four  years  of  college  work  and  leading  to  the  de- 
gree of  Bachelor  of  Arts  or  Bachelor  of  Science 
and  furnishing  also  the  required  pre-professional 
work  of  students  intending  to  pursue  courses  in 
medicine,  law,  dentistry,  business  administration,  or 
education,  and  the  basic  courses  for  the  College  of 
Pharmacy  and  for  the  Department  of  Engineering. 

The  Detroit  Teachers  College,  now  the  College 
of  Education,  is  the  outgrowth  of  the  City  Normal 
School,  which  began  in  1881  as  a small  training 
school,  gradually  extending  its  facilities  and  useful- 
ness. By  an  act  of  the  State  Legislature  in  1919  the 
State  Board  of  Education  was  empowered  to  grant 
life  certificates  to  the  graduates  of  the  Detroit  Nor- 
mal School.  By  an  act  in  1921  the  School  became 
the  Detroit  Teachers  College,  offering  a four-year 
course  leading  to  the  degree  of  Bachelor  of  Science 
in  Education.  Admittance  in  1924  to  the  Northern 
Central  Association  of  Schools  and  Colleges  placed 
the  College  among  the  accredited  teacher-training 
institutions  of  the  country. 

The  Detroit  College  of  Medicine  and  Surgery  has 
the  distinction  of  being  the  only  School  of  Medicine 
in  the  United  States  which  is  conducted  by  the 
Board  of  Education  of  a municipality. 

The  Medical  School  under  one  name  or  another 
has  of  itself  or  through  a merger  been  in  existence 
since  1868.  In  1913  the  College,  previously  known 
as  the  Detroit  College  of  Medicine,  was  reorganized 
under  a new  charter  as  the  Detroit  College  of  Medi- 
cine and  Surgery  and  was  conducted  by  a Board  of 
Trustees  selected  for  the  purpose  until  July,  1918, 
when  it  passed  under  the  control  and  administration 
of  the  Board  of  Education. 

Because  of  the  importance  of  Detroit  as  a world 
center  of  drug  industry — recognized  as  such  long 
before  the  advent  of  the  automobile — the  College 
of  Pharmacy  was  organized  in  1924  and  requires  for 
admission  and  continuance  in  study  the  high  stand- 
ards of  the  other  colleges. 


For  several  years,  because  of  the  facilities  for 
higher  education  which  the  Colleges  offered  and 
the  increasing  number  of  students,  it  was  felt  that 
the  giving  of  a University  status  would  increase 
their  usefulness,  raise  the  pride  and  esprit  de  corps 
of  the  student-body,  both  in  its  scholastic  and  ath- 
letic fields,  and  by  the  more  intimate  association  of 
the  members  of  the  several  Colleges  form  a means 
of  acquaintance  the  one  with  the  other,  an  acquaint- 
ance so  valuable  in  after  life  to  the  alumnus  in  his 
civic  and  professional  relationship,  and  form  in  the 
course  of  years  the  cultural  background  so  enjoy- 
able. 

The  number  of  students  enrolled  as  “fulltime”  as 
of  December,  1933,  is  as  follows : 


College  of  Liberal  Arts — - 2,208 

College  of  Engineering  — - 290 

College  of  Education  584 

College  of  Medicine  and  Surgery 393 

College  of  Pharmacy 80 

City  Law  School — — - - 155 


3,710 

Others  form  the  “part-time”  membership. 

The  next  problem  was  the  choice  of  a name, 
which  was  debated  over  a number  of  months.  It 
was  neither  practical  nor  desirable  to  adopt  a name 
which  would  conflict  with  those  of  the  existing  LTni- 
versities.  Yet  it  must  be  a name  which  would  re- 
flect the  dignity  of  the  institution,  carry  weight 
among  the  alumni  and  student-body,  and  at  the 
same  time  be  representative  of  the  locality  in  which 
it  was  organized.  The  name  of  Wayne,  after  Gen- 
eral Anthony  Wayne,  was  adopted.  The  name  con- 
notes history.  Perhaps  not  the  history  of  public  edu- 
cation, but  a history  which  had  a profound  influence 
on  the  development  of  the  Western  Territory. 

General  Anthony  Wayne,  an  outstanding  person- 
ality of  the  American  Revolution  and  the  final  win- 
ner of  the  Western  Territory  of  which  Michigan 
and  Detroit  are  now  a part,  was  born  at  East  town, 
Chester  Co.,  Pa.,  on  January  1,  1745;  in  his  younger 
years  was  a surveyor  and  in  1774  was  elected  to  the 
Colonial  Legislature  of  Pennsylvania.  He  took  part 
in  the  unfortunate  expedition  for  the  capture  of 
Quebec,  and  was  wounded  at  Trois  Rivieres.  For 
nine  months  he  held  Fort  Ticonderoga  against  ex- 
pected attacks,  when  he  was  relieved  to  join  Gen- 
eral Washington’s  Army  in  the  South ; played  an 
important  part  in  the  conflicts  about  Philadelphia 
and  spent  the  winter  of  1777  with  General  Wash- 
ington at  Valley  Forge.  Later  he  was  sent  south 
to  cooperate  with  General  Nathaniel  Greene  and  to 
harry  the  British  retreat  toward  the  Yorktown  Pe- 
ninsula, where  Cornwallis  was  forced  to  surrender. 

Later,  when  the  attacks  on  the  Western  Indians 
had  failed,  he  was  given  the  heavy  task  of  winning 
the  West.  On  August  20,  1794,  he  utterly  routed  the 
Indians  with  their  British  Allies  at  the  Battle  of 
Fallen  Timbers  at  the  Rapids  and  Ford  of  the 
Maumee  near  Toledo,  and  put  an  end  to  Indian 
depredations  for  a long  time.  The  territory  was 
won.  When  Detroit  was  to  be  surrendered  under 
the  Jay  Treaty,  July  17,  1796,  General  Wayne  chose 
Col.  John  Francis  Hamtramck  to  receive  the  sur- 
render and  he  in  turn  delegated  the  honor  to  Capt. 
Moses  Porter — names  familiar  to  Detroiters. 

Truly  the  services  of  General  Anthony  Wayne  to 
Detroit  and  the  surrounding  region  entitled  him  to 
every  honor  the  Board  of  Education  and  the  City 
can  bestow. 

The  Wayne  University  College  of  Medicine  has 
an  enviable  record.  Its  teachers  throughout  the  65 
years  of  its  life  have  been  men  of  ability,  definitely 
recognized  as  professional  and  civic  leaders  of  the 
state  and  nation ; its  alumni,  practitioners  of  note, 
always  striving  to  elevate  the  standard  of  educa- 
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;ion  and  the  practice  of  medicine.  May  the  School, 
low  enrolled  among  the  publicly  supported  univer- 
sities, follow  its  traditions,  give  due  recognition  to 
ts  graduates  through  the  years  and  “carry  on,  al- 
ways remembering  that  those  who  pass  through  its 
mortals  are  among  those  upon  whom  rests  the  future 
if  Medicine. 


CORRESPONDENCE 


Dear  Doctor  Dempster : 

We  wish  to  thank  you  for  your  comment  on  our 
recent  editorial,  “The  Malpractice  Bugaboo,”  in  a 
recent  number  of  The  Journal;  also  for  your  lib- 
eral quotations  therefrom. 

We  believe  this  to  be  one  of  the  greatest  of  the 
economic  problems  now  before  the  profession  and 
it  is  no  little  satisfaction  that  we  note  the  frequency 
with  which  the  subject  is  discussed  in  the  medical 
press. 

Malpractice  suits  are  on  the  increase,  especially 
in  the  larger  industrial  centers  such  as  the  Calumet 
region ; we  find  they  are  becoming  all  too  common 
and  that  in  most  instances  a member  or  members 
of  the  local  profession  are  to  blame ; only  recently 
the  attorney  for  one  of  the  larger  commercial  com- 
panies told  me  that  one  man  was  responsible  for  at 
least  three  suits ! 

We  shall  continue  to  harp  on  the  subject  as  we 
believe  it  to  be  a live  issue. 

Very  truly, 

E.  M.  Shanklin,  M.D., 
Editor,  Journal  of  the  Indiana 
State  Medical  Association. 


Port  Huron  Hospital. 

Port  Huron,  Mich. 

Dr.  Theo.  Heavenrich* 

2007  Military  St. 

Port  Huron,  Mich. 

Dear  Dr.  Heavenrich : 

Your  resignation  as  Chairman  of  the  Medical 
Staff  and  consequent  retirement  from  the  Board  of 
Directors  of  the  Hospital  Association  comes  as  a 
distinct  loss,  not  only  to  us  who  have  been  asso- 
ciated with  you  for  so  long,  but  in  abstract  degree 
to  every  man,  woman  and  child  in  Port  Huron. 

With  unsparing  effort  you  gave  of  your  time, 
skill  and  substance ; for  thirty-three  years  you  have 
welded  your  life  into  the  constructive  welfare  of 
the  association  that  was  closest  to  your  heart,  and 
now  indeed  we  shall  sorely  miss  your  leadership, 
cooperation  and  genial  presence. 

Patients,  nurses  and  hospital  staff  feel  most 
keenly  your  departure.  They  too  will  miss  your 
kindly  smile  and  bracing  encouragement  and  we 


are  indeed  glad  in  the  thought  that  your  resignation 
does  not  take  you  away  from  the  community  in 
which  you  have  practiced  for  so  many  years. 

Time  has  not  yet  permitted  you  to  witness  the 
final  consummation  of  your  constant  and  unselfish 
work  towards  providing  Port  Huron  with  its  new 
hospital  now  under  construction,  but  we  feel  that 
we  can  do  no  less  than  record  our  assurance  that 
the  completed  institution  will  be  as  close  to  your 
ideals  of  modern  hospitalization  as  is  humanly  pos- 
sible to  make  it ; inevitably,  too,  it  will  inspire  an 
awakened  public  conscience  of  man’s  duty  and  hu- 
manity to  man. 

Dr.  Heavenrich,  the  time  is  opportune  to  thank 
you  most  sincerely  for  your  untiring  zeal,  and,  in 
the  same  breath,  to  congratulate  ourselves  and  our 
community  on  the  good  fortune  which  permitted  us 
to  have  in  our  midst  a man  of  your  attainments  to 
foster  unceasingly  so  worthy  a cause  . 

As  you  step  out  of  the  immediate  circle  of  your 
activities  in  an  institution  in  which  you  have  served 
so  capably  and  in  so  many  capacities  during  the 
years  gone  by,  our  thoughts  and  good  wishes  go 
with  you,  yet  we  believe  we  do  but  echo  your  own 
wish  when  we  say  that  we  still  hope  to  have  the 
benefit  of  your  counsel  and  advice  from  time  to 
time. 

That  the  ties  of  affection  and  regard  which  we 
hold  for  you  may  bind  us  still  closer  in  the  name  of 
humanity  and  the  Great  Physician,  is  the  cherished 
wish  of 

O.  B.  Mueller, 
President  of  Hospital  Board. 


OVERWORKED  DOCTORS 
To  the  Editor: 

A peculiar  condition  exists  quite  generally  in  the 
medical  profession  in  these  days  of  unemployment. 

While  idleness  prevails  and  work  has  been  scarce, 
doctors  as  a rule  are  quite  busy.  In  fact  some  of 
them  are  suffering  from  overwork  rather  than  un- 
employment. Their  overwork,  however,  consists,  not 
so  much  in  caring  for  the  sick,  who  seem  to  be  no 
more  numerous  than  ever,  but  their  time  is  more 
or  less  occupied  in  an  effort  to  collect  enough  money 
for  the  work  they  do  to  keep  the  big  bad  wolf  from 
their  door. 

When  the  time  comes  that  a doctor  spends  as 
much  effort  and  time  in  looking  after  his  collections 
as  he  does  looking  after  the  sick,  then  we  believe  it 
is  time  some  new  system  for  the  payment  of  doctors 
should  be  devised. 

One  of  the  starting  points  in  reducing  the  effort 
of  collections  is  to  get  patients’  correct  names  and 
addresses,  where  they  work,  if  at  all,  last  place  of 
employment,  former  doctors,  number  in  the  family, 
and  who  pays  the  bills.  It  has  been  said  that  a new 
account  properly  opened  is  half  collected.  The  ha- 
bitual use  of  the  credit  rating  bureau,  in  all  new 
cases,  is  worth  all  the  trouble  and  expense  it  takes. 

The  quality  of  service  rendered  by  the  doctor  to 
his  patient  depends  somewhat  on  the  doctor’s  peace 
of  mind  and  whether  or  not  he  carries  financial 
worries. 

The  public  health  would  be  directly  benefited  if 
doctors  generally  could  devote  all  their  time  to  the 
care  of  the  sick,  reading,  and  professional  improve- 
ment, instead  of  having  to  devote  so  much  time 
and  energy  to  get  their  pay  for  what  they  do.  Selah  ? 

— H.  B.  K. 


*Dr.  Heavenrich  is  Councillor  for  the  Seventh  district. 


Battle  Creek,  February  20,  1934. 
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PREVENTIVE  MEDICINE  FROM 
THE  FAMILY  PHYSICIAN 

In  the  February  issue  of  this  Journal, 
your  Committee  discussed  the  need  of  pre- 
paring the  rank  and  file  of  the  medical  pro- 
fession to  participate  in  a group  plan  of  pre- 
ventive medical  service  under  the  sponsor- 
ship of  the  organized  medical  societies.  He 
indicated  that  the  physician  should  be  pre- 
pared both  with  regard  to  the  mechanics  of 
the  plan  itself  and  with  respect  to  the  tech- 
nic of  the  services  to  be  rendered.  Now  we 
will  proceed  to  discuss  the  preparation  of 
the  public  so  that  the  latter  may  recognize 
the  benefits  at  their  disposal  at  the  hands  of 
the  family  physician. 

The  task  is  not  a difficult  one  and  it  may 
be  executed  in  various  ways.  A little  local 
ingenuity  so  as  to  utilize  available  resources 
will  go  far  to  provide  a solution.  The  es- 
sence of  the  job  is  to  bring  about  a contact 
between  the  child  and  his  parent  on  one  side 
and  the  prepared  and  qualified  physician 
who  is  ready  to  provide  preventive  medical 
services  in  his  own  office. 

In  our  communication  in  the  January  is- 
sue, we  called  your  attention  to  the  need  of 
a properly  organized  full-time  local  health 
department  for  every  county  or  district  in 
the  state  of  Michigan.  We  suggested  that 
this  should  be  the  first  step  in  the  further- 
ance of  a program  looking  toward  the  trans- 
fer of  preventive  medical  services  to  the 
physician  in  his  own  office.  The  local  health 
department  should  serve  as  the  executive 
department  for  the  county  medical  society 
in  carrying  out  such  projects.  It  should  be 
responsible  for  the  general  dissemination  of 
health  knowledge  so  that  each  parent  will 
be  stimulated  to  seek  diphtheria  protection, 
smallpox  vaccination,  a periodic  health  ex- 
amination, etc.,  from  the  family  physician. 

Generally  speaking,  there  are  two  meth- 
ods of  proceeding  with  the  program  of 
health  instruction.  The  first  we  choose  to 
term  “popular  health  instruction”  and  it  in- 
cludes all  the  general  methods  employed  in 
modern  advertising  through  either  the  spo- 
ken or  written  word.  Newspaper  articles, 
special  stories,  billboard  advertising,  street- 
car placards,  radio  talks,  including  radio 


dramas,  notices  to  school  children  and  many 
other  similar  channels  have  been  used  effec- 
tively for  the  dissemination  of  knowledge  in 
preventive  medicine.  In  at  least  one  city, 
advertising  space  has  been  purchased  in  the 
local  newspapers  and  a list  of  all  the  co- 
operating physicians  has  been  published,  to- 
gether with  their  addresses  and  the  hours 
at  which  preventive  services  could  be  ob- 
tained. Usually,  the  physicians  through  the 
local  medical  society  have  agreed  upon  a def- 
inite charge  for  the  service,  providing  of 
course  that  the  child  be  brought  to  the  doc- 
tor’s office  at  the  designated  time.  Popular 
health  instruction  of  the  type  above  described 
is  broadcast  to  all  who  dwell  within  the  com- 
munity. It  must  be  planned  with  this  in 
view.  In  a city  like  Detroit  such  health 
propaganda  is  directed  at  a million  and  a 
half  people.  It  serves  to  stimulate  a public 
consciousness  in  the  health  problems  of  the 
municipality  but  is  not  as  productive  in  re- 
sults as  the  second  type  of  health  education 
which  we  have  termed  “individual  health  in- 
struction.” It  is  here  that  the  local  health 
department  can  be  of  material  assistance. 
Every  well  planned  and  equipped  health  ser- 
vice should  employ  one  or  more  properly  in- 
structed and  well  trained  public  health  nurses 
who  become  the  most  potent  educational 
influence  in  matters  of  health.  If  there  be  no 
such  nursing  personnel,  it  is  conceivable  that 
substitutes  might  be  provided  for  certain 
features  of  the  educational  program  by  se- 
curing the  aid  of  parent  teachers  associa- 
tions, school  teachers  or  other  groups.  The 
most  effective  service,  however,  is  that 
which  employs  properly  and  adequately  su- 
pervised nurses  who  have  a keen  apprecia- 
tion of  the  type  of  relationship  which  should 
exist  between  the  family  physician  and  his 
patient.  At  the  present  time,  in  some  cities, 
CWA  funds  have  been  available  with  which 
to  employ  such  nurses.  In  St.  Louis,  Mis- 
souri, the  Health  Department,  in  December, 
was  assigned  100  nurses  and  in  Charleston, 
South  Carolina,  30  nurses  have  been  se- 
cured. This  personnel  is  being  used  in  mak- 
ing a house-to-house  canvass  to  establish  a 
census  which  will  indicate  where  the  unpro- 
tected children  reside.  The  nurse  then  en- 
deavors to  convince  the  parent  that  such 
children  should  be  taken  to  the  family  physi- 
cian and  protected  against  diphtheria  or  vac- 
cinated for  smallpox. 
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Experience  in  many  cities  has  shown  that 
when  more  than  60  per  cent  of  children  of 
school  age  and  40  per  cent  of  the  preschool 
children  have  been  protected  against  diph- 
theria, this  disease  tends  to  die  out  very  rap- 
idly, providing  of  course  that  this  degree  of 
protection  is  reasonably  well  spread  over  the 
entire  community.  In  those  municipalities 
when  such  reasonable  percentages  of  chil- 
dren from  six  months  to  ten  years  of  age 
have  been  protected,  the  problem  resolves 
itself  into  an  effort  to  reach  the  parent  of 
each  infant  as  the  latter  attains  the  age  of 
six  months.  As  70  per  cent  of  all  diph- 
theria deaths  occur  among  children  below 
the  school  age,  it  is  desirable  to  protect  the 
infant  before  he  is  one  year  old.  This,  nat- 
urally, changes  the  numerical  extent  of  the 
task.  In  Detroit,  for  example,  instead  of 
being  directed  at  the  entire  population,  it 
is  only  necessary  to  reach  annually  the 
mothers  of  25,000  infants  as  the  latter 
reach  the  age  of  six  months.  The  nursing 
service  is,  therefore,  directly  concerned  in 
reaching  this  relatively  small  group  of  par- 
ents. 

A letter  can  he  sent  to  the  parent  by  the 
health  officer  followed,  within  a week  or  ten 
days,  by  a visit  from  the  public  health  nurse 
who  diplomatically  endeavors  to  convince 
the  mother  that  the  child  should  now  be  pro- 
tected against  diphtheria.  Of  course  all 
such  parents  should  be  referred  to  the  fam- 
ily physician  but  if  there  is  no  physician  of 
choice,  a list  of  physicians  in  the  neighbor- 
hood who  are  participating  in  the  plan  can 
be  produced  by  the  nurse  and  the  mother 
can  do  her  own  choosing.  Where  this  type 
of  health  education  has  been  employed  it 
has  been  possible  to  secure  the  protection  of 
as  many  as  70  per  cent  of  infants  reached 
by  the  nursing  service,  and  this  protection 
has  been  secured  for  the  child  during  the 
last  part  of  his  first  year  of  life.  That  is 
when  he  needs  it  most. 

Your  Committee  intends  to  continue  these 
discussions  on  professional  participation  in 
public  health  work.  Reprints  of  these  arti- 
cles can  be  secured  from  the  Secretary  of 
the  Society,  who  will  also  make  all  neces- 
sary arrangements  for  speakers  to  appear  at 
meetings  of  the  county  medical  societies. 
Your  inquiries  are  especially  solicited. 

Committee  on  Preventive  Medicine 
Michigan  State  Medical  Society 


MONTH’S  COMMENT 

One  month  remains  in  which  to  pay  your 
annual  dues  to  your  county  secretary.  Mem- 
bers in  arrears  April  first  will  be  placed  on 
the  susupended  list  and  they  will  also  be 
without  defense  protection  during  their  pe- 
riod of  suspension. 

Society  activity  extends  beyond  its  sci- 
entific program.  In  these  days  of  momen- 
tous events  the  profession’s  economic  inter- 
ests demand  consideration  and  action.  Very 
often  the  business  part  of  the  program  is 
rushed  through,  and  even  suspended  in  or- 
der to  permit  the  presentation  of  the  scien- 
tific discussion.  This  should  not  he  done. 
Today  your  business  and  economic  problems 
are  as  equally  important  as  your  scientific 
program.  Do  not  neglect  or  postpone  them. 

Section  officers  have  completed  their  pro- 
grams for  the  Battle  Creek  annual  meetings. 
A most  attractive  program  has  been  pre- 
pared and  will  be  announced  in  due  course. 

The  program  for  the  Annual  Conference 
of  County  Secretaries  is  published  in  this 
issue.  Members  are  welcome  to  attend  the 
session. 

Dr.  W.  E.  Ward  has  been  in  practice  for 
fifty  years  and  has  been  secretary  of  the 
Shiawassee  County  Medical  Society  for 
twenty-five  years.  On  January  20  Dr.  Ward 
sent  in  his  membership  report  which  covered 
100  per  cent  paid  dues  for  1934.  A splen- 
did showing  and  the  third  county  society 
reporting  100  per  cent  payment  for  1934. 

Dr.  E.  M.  Highfielcl  was  for  many  years 
secretary  of  the  Gratiot-Isabelle-Clare 
County  Society.  Ever  faithful  in  the  dis- 
charge of  his  secretarial  duties  he  went  far 
toward  maintaining  society  interest.  His 
sudden  death  in  January  created  a loss  that 
we  sincerely  mourn. 

At  the  Annual  Meeting  President  Le 
Fevre  commented  upon  therapy  and  the  pre- 
scribing of  high  priced  drugs  when  stand- 
ard U.  S.  P.  and  N.  F.  drugs  should  be 
prescribed  at  lesser  cost  and  the  same  ther- 
apeutic effect.  The  House  of  Delegates  au- 
thorized the  appointment  of  a special  com- 
mittee to  prepare  and  publish  educational 
articles  on  drugs.  President  Le  Fevre  an- 
nounced the  appointment  of  the  following 
committee:  Drs.  Louis  Le  Fevre,  E.  E. 

Poos  and  M.  S.  Shaw.  These  articles  will 
appear  in  early  issues  of  the  Journal. 

Dr.  H.  A.  Luce  and  Nathan  Sinai  re- 
turned from  England  the  second  week  in 
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February.  Their  report  will  be  considered 
by  the  Committee  on  Economics  and  will  be 
presented  to  the  House  of  Delegates  in  due 
course. 


SURVEY  COMMITTEE’S  REPORT 
While  they  last — a copy  of  this  valuable 
and  informative  report  may  be  secured  by 
sending  $1.25  to  the  State  Secretary.  Every 
member  should  secure  a copy  of  this  report 
in  order  that  he  may  familiarize  himself 
with  these  important  facts  related  to  Michi- 
gan. There  are  a few  copies  left — $1.25 
brings  this  150,000  word  report  containing 
many  tables  and  graphs.  Send  today. 


1934  INVESTMENTS 
A Tip:  The  best  yielding  and  most  pro- 
ductive investment  for  every  member  is  his 
1934  county  and  state  society  dues.  Deposit 
the  principle  with  your  County  Secretary 
today.  The  dividends  that  you  will  receive 
during  the  year  will  equal  any  other  invest- 
ment you  may  make. 


MICHIGAN  STATE  MEDICAL  SOCIETY  AN- 
NUAL CONFERENCE  OF  COUNTY 
SECRETARIES 

UNDER  AUSPICES  OF  THE  COUNCIL  AT 
UNIVERSITY  HOSPITAL 
ANN  ARBOR,  WEDNESDAY,  MARCH  7,  1934 

Morning  Medical  Clinic 
9 :00  A.  M.  Neurological  Clinic. 

C.  D.  Camp,  M.D. 
9:45  A.M.  Recent  Developments  in  Immunology. 

Dr.  Kahn 

10:30  A.M.  Traumatic  Surgery. 

Carl  Badgley,  M.D. 
11:15  A.M.  Medical  Clinic— Therapy  in  the  Ane- 
mias. C.  C.  Sturgis,  M.D. 

Therapy  Limitations  in  Hypertension. 

Charles  Brown,  M.D. 
Doctor  Coller  and  associates  welcome  you  to 
the  Surgical  Department. 

12  :30  P.  M.  Luncheon — University  Hospital. 

Afternoon  Conference 

1 -30  P.  M.  Our  Preventive  Medicine  Program. 

L.  O.  Geib,  M.D. 
Henry  Vaughn,  M.D. 
2:15  P.M.  Legislation.  J.  B.  Bradley,  M.D. 

2 :45  P M.  The  County  Society  Program  in  the 
Care  of  Indigents. 

Louis  Le  Fevre,  M.D.,  Muskegon 
3:15  P.M.  Progress  and  Planning  in  Post  Grad- 
uate Education.  J.  D.  Bruce,  M.D. 

3 :45  P.  M.  Round  Table  Discussion  and  Questions. 
6 :00  P.  M.  Dinner — Michigan  Union. 

(a)  Medical  Problems  and  Policies 

Ten  Minute  Discussion  by  Past  Presi- 
dents : 

J.  B.  Jackson 
H.  E.  Randall 
Carl  F.  Moll 
J.  Milton  Robb 


(b)  President  Le  Fevre 
President-Elect  Smith 
Council  Chairman  B.  R.  Corbus 
Every  county  secretary  is  expected  to  attend  this 
conference.  It  is  their  official  duty  to  do  so.  County 
presidents  are  also  invited  and  urged  to  attend. 
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GOGEBIC  COUNTY 

The  regular  monthly  meeting  of  the  Gogebic 
County  Medical  Society  was  held  January  16,  1934, 
at  the  home  of  Dr.  Frank  L.  S.  Reynolds,  Grand 
View  Hospital. 

The  meeting  was  called  to  order  by  the  presi- 
dent, Dr.  F.  G.  H.  Maloney,  at  9:00  P.  M.  The 
regular  order  of  business  followed,  most  of  the 
various  committees  reporting. 

Dr.  R.  I.  C.  Prout  opened  the  medical  program 
with  the  subject,  “Focal  Infection  as  a Cause  of 
Disease”;  Dr.  T.  R.  Rees,  “Tonsils  as  a Source  of 
Focal  Infection”;  Dr.  M.  A.  Gertz,  “Prostate  as  a 
Source  of  Focal  Infection”;  Dr.  R.  E.  Mullen, 
“Teeth  as  a Source  of  Focal  Infection.”  Dr.  Mullen 
showed  some  interesting  lantern  slides  of  the  vari- 
ous conditions  of  teeth  and  jaws.  The  papers  were 
twenty  minutes  in  length.  These  subjects  brought 
out  some  very  lively  discussions.  Some  of  the  men 
maintained  focal  infection  as  of  little  importance  in 
causing  diseases. 

This  was  one  of  the  best  meetings  in  point  of  at- 
tendance and  discussion  that  the  Society  has  had 
in  a long  time.  Twenty-two  men  were  present. 
After  the  adjournment  of  the  meeting,  a luncheon 
was  served. 

Frank  L.  S.  Reynolds,  M.D.,  Secretary. 


GRAND  TRAVERSE-LEELANAU 
COUNTY 

The  annual  meeting  of  the  Grand  Traverse-Lee- 
lanau  County  Medical  Society  was  held  at  the  Park 
Place  Hotel,  Traverse  City,  on  December  5,  1933. 

The  meeting  was  preceeded  by  a steak  dinner, 
the  membership  being  the  guests  of  our  retiring 
president,  Dr.  T.  W.  Thompson. 

Dr.  H.  B.  Kyselka,  as  chairman  of  the  Medical 
Advisory  Welfare  Committee,  thoroughly  reviewed 
the  work  and  progress  made  by  his  committee  in 
arriving  at  an  understanding  with  the  director  of 
our  County  Emergency  Welfare  Relief  Commission. 

Election  of  Officers : The  following  officers  were 
elected : President,  Dr.  Robert  T.  Hastings,  Elk 

Rapids;  vice  president,  Dr.  J.  W.  Zimmerman, 
Traverse  City;  secretary-treasurer,  Dr.  E.  F.  Sla- 
dek,  Traverse  City;  medico-legal  advisor,  Dr.  F.  G. 
Swartz,  T raverse  City. 

Following  the  showing  of  three  reels  of  motion 
pictures  on  obstetrics,  the  meeting  was  adjourned. 

A special  clinical  meeting  of  the  Grand  Traverse- 
Leelanau  County  Medical  Society  was  held  at  the 
I.  D.  Munson  Hospital  at  4 :00  P.  M.  on  January  23, 
1934. 

Forty-five  doctors  from  the  region  extending  from 
Manistee  and  Cadillac  to  Harbor  Springs  attended 
this  meeting  and  listened  to  excellent  talks  by  three 
University  Hospital  staff  members.  Dr.  Cameron 
Haight  gave  a very  comprehensive  paper  on  “Sur- 
gical Procedures  in  the  Treatment  of  Tuberculosis.  ’ 
Dr.  Paul  Barker  spent  considerable  effort  in  ex- 
plaining the  use  of  the  electro-cardiograph,  both  as 
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a diagnostic  and  a prognostic  aid.  Dr.  Henry  Ran- 
som in  his  usual  smooth  manner  thoroughly  cov- 
ered the  subject  of  “Carcinoma  of  the  Colon  and 
Rectum.” 

A 7:00  P.  M.  dinner  at  the  Park  Hotel,  assisted 
by  plenty  of  the  usual  Traverse  City  hospitality, 
was  served  to  the  assembled  physicians  and  ma- 
terially assisted  them  in  enjoying  this  most  inter- 
esting meeting. 

E.  F.  Sladek,  Secretary. 


GRATIOT-ISABELLA-CLARE 

COUNTY 

The  regular  monthly  meeting  was  held  January  18, 
1934,  at  the  Wright  Hotel,  Alma,  with  the  presi- 
dent, Dr.  A.  D.  Hobbs,  presiding.  The  usual  dinner 
was  served  before  the  program.  Nineteen  members 
and  Dr.  Julius  Powers,  Saginaw,  the  district  coun- 
cillor, were  present. 

Dr.  B.  J.  Graham  was  elected  secretary-treasurer 
to  succeed  Dr.  E.  M.  Highfield,  deceased. 

The  society  recommended  that  a letter  of  con- 
dolence and  sympathy  be  sent  to  the  widow  of 
Dr.  E.  M.  Highfield,  who  died  December  29,  1933, 
of  coronary  sclerosis.  An  obituary  of  the  doctor 
was  ordered  to  be  written  and  sent  to  The  Journal 
of  the  Michigan  State  Medical  Society.  This  was 
done  by  Dr.  DuBois,  secretary  pro  tern. 

Dr.  Carney,  as  chairman,  reported  on  the  activi- 
ties of  the  committee  on  Medical  Economics,  with 
special  reference  to  the  care  of  the  indigent  sick 
under  the  new  Federal  Emergency  Relief  plan. 
General  discussion  followed. 

Dr.  Powers,  councillor,  reported  the  most  recent 
activities  of  the  council  and  discussed  various  phases 
of  the  present  medical  economic  situation. 

Dr.  Wilcox,  chairman,  reported  for  the  committee 
on  physical  examinations,  outlining  plans  for  the 
periodic  examination  of  members  of  the  society. 

The  following  bills  were  ordered  paid:  Postage 
90c;  telephone  80c;  flowers  for  Dr.  Highfield's  fu- 
neral $5.15. 

The  application  of  Dr.  L.  L.  Davis,  Mt.  Pleasant, 
for  membership  was  referred  to  the  board  of  cen- 
sors. 

Dr.  Don  Howell  read  the  scientific  paper  of  the 
evening,  dealing  with  practical  considerations  of  the 
eye,  ear,  nose  and  throat  which  the  general  prac- 
titioner should  know.  The  talk  was  keenly  enjoyed 
and  led  to  extended  discussion. 

The  following  committees  for  the  year  1934  were 
appointed  : 

Economics  Committee:  Dr.  T.  J.  Carney,  chair- 
man ; Dr.  R.  A.  Wilcox,  Dr.  W.  E.  Barstow,  Dr. 
M.  J.  Budge,  Dr.  L.  F.  Hyslop,  Dr.  A.  D.  Hobbs. 

This  committee  is  to  act  as  a Board  of  Control 
and  a committee  on  Economics,  Legislation  and 
Medico-Legal  activity. 

Committee  on  Preventive  Medicine:  Dr.  K.  P. 
Wolfe,  chairman;  Dr.  C.  F.  DuBois,  Dr.  W.  L. 
Harrigan. 

Program  Committee : Dr.  A.  D.  Hobbs,  chair- 

man ; Dr.  C.  F.  Dubois. 

Committee  on  Physical  Examinations : Dr.  R.  A. 
Wilcox,  chairman ; Dr.  B.  J.  Graham. 

Committee  on  Publications,  Publicity  and  Educa- 
tion: Dr.  B.  J.  Graham,  chairman ; Dr.  R.  H. 

Strange,  Dr.  A.  L.  Aldrich,  Dr.  Myron  Becker. 

C.  F.  DuBois,  Secretary  pro  tern. 


JACKSON  COUNTY 

The  Jackson  County  Medical  Society  met  at  the 
Hayes  Hotel  on  the  evening  of  January  16,  1934, 
for  the  regular  monthly  meeting.  The  minutes  of 


the  preceding  meeting  were  approved  as  printed  in 
the  Bulletin.  Dr.  Leonard,  president  of  the  So- 
ciety, announced  the  personnel  of  the  committees 
for  the  coming  year  and  urged  all  the  members 
to  give  them  their  support. 

Dr.  Clarke  moved  that  Dr.  Brogan  be  made  an 
honorary  member  of  the  Society.  Motion  seconded 
by  Dr.  Enders.  Motion  carried.  It  was  moved  by 
Dr.  Porter  that  the  applications  of  Dr.  Caldeira 
and  Dr.  Tate  for  membership  in  the  County  So- 
ciety be  accepted.  Motion  carried.  It  was  also 
moved  by  Dr.  Porter  that  the  matter  of  securing 
new  emblems  for  the  use  on  physicians’  cars  be 
postponed  for  another  month. 

Dr.  Don  Kudner,  program  chairman,  then  intro- 
duced Dr.  Frederick  Coller,  Professor  of  Surgery 
at  the  University  of  Michigan,  who  gave  a very 
interesting  discussion  of  his  personal  experiences 
during  the  world  war. 

R.  H.  Alter,  Secretary. 


LIVINGSTON  COUNTY 

The  Livingston  County  Medical  Society  met  at 
the  State  Sanatorium  on  Friday  evening,  February  2. 
After  a dinner  a business  session  took  place. 

The  advisability  of  the  State  Department  of  Health 
sending  a Public  Nurse  to  this  county  was  discussed 
and  a resolution  for  the  approvement  of  that  action 
was  presented  and  adopted.  Various  communications 
from  the  State  Secretary  regarding  the  welfare  pro- 
gram and  the  limited  participation  of  osteopaths,  etc., 
were  presented  and  fully  discussed.  It  was  regularly 
moved  and  seconded  that  a copy  of  the  Attorney 
General’s  ruling,  as  given  in  Doctor  Warnshuis’s 
letter  of  January  23,  be  presented  to  the  proper 
authorities  in  the  county. 

Following  the  business  session  the  medical  phase 
of  the  meeting  took  place.  Instead  of  a discourse 
by  a guest  speaker,  we  tried  the  experiment  of  per- 
mitting the  various  members  to  present  cases  out  of 
their  own  private  practice.  A great  majority  of  the 
members  came  prepared  with  cases  to  present,  but 
time  was  only  available  for  some  five  or  six  to  do 
so.  The  type  and  variety  of  cases  brought  up  for 
discussion  was  most  interesting  and  revealed  the 
potential  possibilities  for  this  type  of  meeting  in 
any  County  Society  that  might  feel  the  urge  to  rely 
once  in  a while  upon  “home  talent.”  We  feel  that 
the  experiment  will  be  repeated  once  or  twice  an- 
nually in  the  future;  that  it  was  successful,  and  a 
procedure  that  can  be  recommended  to  the  various 
societies  in  the  state. 

R.  S.  Anderson,  M.D.,  Secretary-Treasurer. 


MACOMB  COUNTY 

The  January  meeting  of  the  Macomb  County 
Medical  Society  was  held  on  Monday,  January  8, 
1934,  at  12  o’clock  noon,  at  the  St.  Joseph’s  Hospital. 
There  were  twenty  members  present. 

Minutes  of  the  previous  meeting  were  read  and 
accepted.  The  president  announced  that  the  next 
meeting  would  be  devoted  entirely  to  the  discussion 
of  the  welfare  problem. 

The  committee  appointments  for  1934  were  as 
follows : 

Membership. — Dr.  J.  M.  Croman,  Jr.,  chairman; 
Dr.  A.  A.  Thompson,  and  Dr.  R.  W.  Ullrich. 

Program.- — Dr.  R.  F.  Salot,  chairman;  Dr.  R.  E. 
Lynch,  and  Dr.  A.  B.  Bower. 

Entertainment. — Dr.  R.  W.  Ullrich  and  Dr.  D.  B. 
Wiley. 

Public  Health. — Dr.  W.  J.  Kane  and  Dr.  R.  Reit- 
zel. 

Legislative.—- Dr . A.  J.  Warren,  Chairman,  Dr. 
Austin  Heine,  and  Dr.  O.  Fleumer. 
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The  speaker  of  the  day  was  Dr.  H.  Kirschbaum, 
of  Detroit,  who  gave  an  illustrated  discourse  on  the 
use  of  the  Kieland  forceps,  pointing  out  the  advan- 
tages and  methods  of  using  same  instrument.  This 
talk  was  followed  by  some  interesting  motion  pic- 
tures on  “Breech-Extraction  and  Scopolamine  Anes- 
thesia.” 

The  meeting  adjourned  at  2 P.  M. 

A special  meeting  of  the  Macomb  County  Medi- 
cal Society  was  held  on  Friday  evening,  January  19, 
1934,  at  the  Gowanie  Golf  Club.  There  were 
twenty-four  members  present. 

The  chairman  explained  the  purpose  of  the 
meeting,  stating  that  many  difficulties  had  arisen 
since  the  inception  of  the  F.E.R.  and  that  this 
meeting  was  called  to  explain  to  the  members  the 
necessary  procedure  to  hospitalize  patients  who  are 
indigent. 

Dr.  Warren,  chairman  of  the  Society  Welfare 
Committee,  explained  the  procedures  necessary  un- 
der the  Afflicted  Children  Act — taking  in  children 
under  eighteen,  and  also  the  afflicted  adult.  These 
cases  must  be  approved  by  the  Judge  of  Probate  and 
investigated  by  the  Poor  Commission,  before  hos- 
pitalization. These  cases  are  county  obligations  and 
are  to  be  treated  by  the  physician  who  originally 
handled  the  case.  Dr.  Heine  then  outlined  the  pro- 
cedure in  handling  contagious  disease  cases,  pointing 
out  that  each  physician  will  handle  his  own  indigent 
contagious  cases  and  bill  the  county  Contagious  Dis- 
ease Committee,  for  same  each  month.  Discussion 
which  followed  this  was  regarding  the  Federal 
Emergency  Relief  with  respect  to  medical  care.  The 
consensus  of  opinion  was  that  the  indigents  were 
not  being  properly  cared  for  under  this  program. 
The  president  then  requested  that  any  member,  who 
has  any  specific  complaint,  should  send  it,  in  writ- 
ing, to  Dr.  A.  J.  Warren  within  the  next  few  days. 

Dr.  Warren  announced  that  the  County  Welfare 
Committee  would  meet  with  the  County  Relief  Ad- 
ministrator in  a few  days  and  that  the  committee 
would  have  a report  for  our  next  meeting. 

The  meeting  adjourned  at  2 P.  M. 


O.M.C.O.R.O.  COUNTY 

The  officers  and  committees  of  the  O.M.C.O.R.O. 
County  Medical  Society  for  the  year  1934  are  as 
follows : 

President,  Dr.  Ruey  Ford;  vice  president,  Dr. 
Jardine;  secretary-treasurer,  Dr.  C.  G.  Clippert. 
Delegate  to  1934  convention,  Dr.  C.  R.  Keyport ; 
alternate,  Dr.  Rifenberg.  Preventive  Medicine  Com- 
mittee : Dr.  Keyport,  Dr.  McKellop  and  Dr.  Clip- 
pert. 

The  opinion  of  the  Attorney  General,  relative  to 
the  status  of  the  osteopaths  vs.  M.D’s,  received 
from  the  State  Secretary,  will  be  passed  on  at  our 
next  meeting. 

C.  G.  Clippert,  Secretary. 


NEWAYGO  COUNTY 

The  annual  meeting  of  the  Newaygo  County 
Medical  Society  was  held  at  the  Kimbark  Hotel  in 
Fremont,  February  10,  1934. 

After  luncheon  the  meeting  was  called  to  order 
by  the  president,  Dr.  Willis  Geerling. 

Members  present  were  Drs.  Drummond,  Lettmga, 
Moore,  Stryker,  L.  J.  Geerling,  Willis  Geerlmg,  De 
Haas,  and  the  secretary. 

The  minutes  of  the  last  regular  meeting  were 
read  and  approved  by  the  Society. 

The  following  officers  were  then  elected  for  the 
ensuing  year : President,  Dr.  O.  D.  Stryker  Fre- 
mont • vice  president,  Dr.  P.  Drummond  Grant ; 
secretary-treasurer,  Dr.  W.  H.  Barnum,  Fremont. 


The  delegate  to  State  Medical  Society  is  Dr.  A.  C. 
Tompsett,  Hesperia;  alternate,  Dr.  H.  R.  Moore, 
Newaygo. 

W.  H.  Barnum,  M.D., 
Secretary. 


SAINT  CLAIR  COUNTY 

A regular  meeting  of  Saint  Clair  County  Medical 
Society  was  held  at  Hotel  Harrington,  Port  Huron, 
Michigan,  Tuesday,  January  16,  1934.  Twenty  mem- 
bers and  two  guests  from  Sanilac  County  Society 
were  present  for  supper.  When  the  meeting  was 
called  to  order  by  President  A.  B.  Armsbury 
twenty-nine  were  present. 

By  direction  of  the  president  the  reading  of  the 
minutes  of  the  preceding  meeting  were  passed. 
Eight  communications  were  read  by  the  Secretary. 
Some  remarks  regarding  the  Saint  Clair  Commu- 
nity Hospital  were  made  by  Doctor  Heavenrich. 
Doctor  Patterson,  chairman  of  a special  committee, 
reported  on  the  hospital  facilities  at  Saint  Clair, 
Yale  and  Capac.  By  motion,  duly  supported  and 
carried,  the  special  committee  were  discharged.  It 
was  moved,  supported  and  carried  that  the  Society 
endorse  the  Saint  Clair  Community  Hospital  for 
certain  cases  under  the  Michigan  Crippled  Childrens’ 
Commission.  Doctor  Heavenrich  discussed  the 
Crippled  Childrens’  Act.  He  stated  unless  cases 
were  sent  to  Ann  Arbor  that  expenses  would  be 
paid  by  the  County.  The  doctor  stated  the  State 
Medical  Society  were  attempting  to  amend  the  act. 

President  Armsbury  spoke  a few  words  as  to  ac- 
tion upon  the  application  of  the  Capac  Hospital  for 
endorsement  by  the  Society.  It  was  moved,  sup- 
ported and  carried  that  Capac  Hospital  be  not  en- 
dorsed by  the  Society.  It  was  moved,  supported  and 
carried  that  the  Yale  Hospital  endorsement  be  laid 
upon  the  table. 

Doctor  Heavenrich  made  a verbal  report  upon 
action  of  The  Council  of  the  State  Society  at  its 
recent  meeting.  It  was  moved,  supported  and  car- 
ried that  the  members  of  this  Society  do  not  make 
any  old  line  life  insurance  examinations  for  a fee 
less  than  five  dollars. 

The  Hon.  Clair  R.  Black,  Judge  of  Probate  for 
Saint  Clair  County,  was  elected  to  honorary  mem- 
bership in  this  Society. 

Upon  motion  duly  made  and  supported  the  mem- 
bership dues  of  this  Society  were  set  at  $13  for  the 
present  year. 

The  special  committee  consisting  of  Doctors  Wa- 
ters, Burley  and  Patterson  for  the  medical  relief 
of  the  indigent  made  a verbal  report.  A long  com- 
prehensive discussion  of  the  whole  subject  finally 
resolved  itself  into  a motion,  duly  supported  and 
carried  which  allowed  the  committee  to  arrange  fur- 
ther conference  with  the  County  Emergency  Wel- 
fare Relief  organization  and  to  effect  any  possible 
arrangement  for  the  medical  care  of  the  indigent ; 
further  that  the  Society  and  its  several  members 
agree  to  abide  by  whatever  arrangement  the  com- 
mittee would  make.  It  was  moved,  supported  and 
carried  that  the  non-members  of  the  County  Society 
practicing  medicine  in  the  county  be  asked  to  sup- 
port any  arrangement  to  care  for  the  medical  in- 
digent. 

Doctor  MacPherson  of  Saint  Clair  stated  that 
Doctor  Wass  of  his  community  desired  to  join  our 
Society  and  the  Secretary  informed  him  of  the  nec- 
essary action  and  form  of  application  in  order  to 
accomplish  the  same. 

It  was  moved,  supported  and  carried  that  Doctor 
Ault  be  asked  to  defer  his  talk  on  treatment  of 
hemorrhoids  until  the  next  meeting. 

Doctor  MacPherson  made  a short  talk  upon  con- 
ditions existing  in  Saint  Clair  and  of  the  work  ex- 


March,  1934 


WOMAN’S  AUXILIARY 


171 


pected  of  the  members  of  our  profession  without 
remuneration  by  the  various  welfare  organizations, 
etc. 

It  was  moved,  supported  and  carried  that  the  pres- 
ident appoint  a committee  to  be  known  as  the  Press 
Committee.  Adjourned  at  9:35  p.  m. 


A regular  meeting  of  Saint  Clair  County  Medical 
Society  was  held  at  the  Hotel  Harrington,  Port  Hu- 
ron, Michigan,  February  6,  1934.  Supper  was  served 
to  about  twenty  members  and  guests  and  the  meet- 
ing was  called  to  order,  with  President  A.  B.  Arms- 
bury  in  the  chair,  at  eight  p.  m.  with  twenty-six 
members  and  four  guests  present. 

The  minutes  of  the  preceding  meeting  were  read 
and  approved  with  one  correction  as  made  by  Doc- 
tor Heavenrich  who  stated  the  Secretary  had  made 
an  error  in  recording  certain  figures. 

Five  communications  were  read.  The  chair  ruled 
that  unless  there  was  objection  the  matter  of  again 
considering  the  plea  for  endorsement  of  the  Capac 
Hospital  would  not  be  taken  up.  No  objection  was 
heard. 

The  president  then  called  upon  Doctor  Waters, 
Chairman  of  the  Committee  on  Medical  Care  for 
the  Indigent,  for  a report.  Doctor  Waters  made  a 
verbal  report  of  the  activities  for  his  committee  and 
stated  that  an  agreement  had  been  made  between 
them  and  the  County  Emergency  Relief  organiza- 
tion for  the  care  of  persons  and  families  on  the  wel- 
fare list.  He  stated  that  so  far  twenty-one  physi- 
cians in  Port  Huron  and  twelve  throughout  the 
county  had  signed  an  agreement  to  care  for  wel- 
fare cases  at  seventy-five  cents  at  the  office  and  one 
dollar  and  a half  at  the  home,  etc.  There  was  a 
discussion  relative  to  divulging  the  diagnoses _ of 
welfare  cases  for  the  information  of  the  organiza- 
tion and  it  was  decided  to  appoint  a committee  to 
decide  such  issues.  The  Chair  appointed  Doctors 
Cooper  and  Thomas  as  a medico-legal  committee. 
It  was  moved,  supported  and  carried  that  the  report 
of  Doctor  Waters’  committee  be  adopted.  Some 
discussion  ensued  with  regard  to  the  refusal  of  some 
of  those  physicians  who  had  signed  the  agreement 
for  welfare  relief  to  respond  to  obstetrical  calls. 
The  president  believed  this  matter  should  be  cor- 
rected. He  stated  that  the  profession  was  obligated 
to  prevent  the  neglect  of  such  cases.  The  fact  that 
those  employed  as  CWA  workers  were  dropped 
from  the  welfare  rolls  and  were  expected  to  pay 
their  own  physician  seemed  to  complicate  the  situa- 
tion further.  Doctor  LeGalley,  the  county  physician, 
stated  that  he  would  endeavor  to  take  care  of  as 
many  obstetrical  cases  as  he  could  during  the  next 
few  months,  particularly  those  cases  where  the  head 
of  the  family  was  employed  as  a CWA  worker.  He 
stated  fifty-odd  such  cases  were  due  for  confine- 
ment within  the  next  two  or  three  months. 

The  president  announced  the  following  commit- 
tees: Press,  Doctors  Waters  and  Heavenrich;  Leg- 
islative, Doctors  Patterson,  DeGurse,  D.  J.  McColl, 
Waltz  and  Carney. 

The  president  then  called  upon  Dr.  Garnet  W. 
Ault  who  read  a very  short,  timely  and  interesting 
paper  on,  “The  more  common  conditions  of  the  ano- 
rectal tract  which  may  be  treated  in  the  office.”  The 
subject  was  covered  in  a most  original  and  thor- 
ough manner  and  enjoyed  by  those  present.  The  dis- 
cussion was  carried  on  by  Doctors  Thomas,  Bur- 
ley, MacPherson  and  Smith ; Doctor  Ault  closing 
the  discussion  in  the  usual  manner. 

In  conclusion  the  president  complimented  Doctor 
Ault  on  his  talk  and  stated  that  there  were  many 
other  members  of  the  Society  who  could  give  in- 
teresting talks  if  they  would  overcome  their  bash- 
fulness. Meeting  adjourned  at  9:30  p.  m. 

George  M.  Kesl,  Secretary-Treasurer. 


TUSCOLA  COUNTY 

The  regular  meeting  of  Tuscola  County  Medical 
Society  was  held  at  the  Vassar  Hotel,  Vassar, 
Michigan,  February  8,  1934.  Vassar  physicians  acted 
as  hosts. 

The  meeting  was  conducted  by  Dr.  O.  Johnson, 
president.  Dr.  E.  C.  Swanson  presented  a motion 
picture  film,  x-ray  films,  and  discussion  on  Public 
Health  Aspect  of  Tuberculosis.  Dr.  Julius  Powers 
of  Saginaw,  district  councilor,  gave  a discussion  of 
the  present  political  status  of  medicine  in  the 
country. 

Dinner  was  served  after  the  meeting. 

L.  L.  Savage,  M.D.,  Secretary. 
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MRS.  C.  L.  STRAITH,  Secretary-Treasurer 
1930S  Berkley  Road,  Detroit 


EXECUTIVE  MEETING 

The  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  Michigan  State  Medical  Society  held  a lunch- 
eon and  business  meeting  at  the  Hotel  Statler,  in 
Detroit,  Michigan,  on  January  16,  1934,  with  the 
following  members  present : President,  Mrs.  E.  L. 
Whitney,  Detroit;  Vice  President,  Mrs.  W.  R. 
Chynoweth,  Battle  Creek ; Secretary  and  Treasurer, 
Mrs.  C.  L.  Straith,  Detroit;  Past  President,  Mrs. 
F.  A.  Mercer,  Pontiac ; Program  Chairman,  Mrs. 
P.  R.  Urmston,  Bay  City;  Public  Relations  Chair- 
man, Mrs.  H.  M.  Heitsch,  Pontiac;  Press  Chair- 
man, Mrs.  L.  C.  Harvie,  Saginaw;  Organization 

Chairman,  Mrs.  Guy  L.  Kiefer,  East  Lansing;  His- 
torian, Mrs.  Earl  McIntyre,  Lansing;  and  members 
of  the  Advisorv  Council  : Dr.  F.  C.  Warnshuis, 

Grand  Rapids;  Dr.  L.  J.  Hirschmann,  Detroit;  Dr. 
T.  F.  Heavenrich,  Port  Huron;  Dr.  J.  Milton  Robb, 
Detroit.  Mrs.  J.  A.  McLandress,  president  of  the 
Saginaw  County  Medical  Auxiliary,  guest. 

Each  member  of  the  Advisory  Council  was  asked 
by  the  president  to  express  his  views  relative  to  the 

betterment  of  the  Auxiliary  and  to  suggest  ways 

and  means  whereby  the  Auxiliary  could  be  of  great- 
er help  to  the  medical  profession. 

Dr.  Hirschmann:  Spread  the  idea  of  health  work  . . . 

that  every  doctor’s  office  should  be  a health  center.  Instead 
of  having  to  employ  others  apportion  the  work  out  and 
let  each  receive  compensation. 

The  medical  profession  are  willing  to  take  care  of  the 
indigent  at  a very  nominal  cost. 

Medical  legislation  we  will  always  have  with  us. 

Next  year  is  another  legislative  year  and  we  should  sound 
out  prospective  candidates. 

Dr.  Heavenrich:  I would  like  to  see  the  State  Auxiliary 
have  a unit  in  every  county.  It  stimulates  a better  feeling 
among  the  doctors. 

I think  that  the  Auxiliary  ought  to  take  an  interest  in 
political  matters.  Women  do  not  receive  as  cool  a reception 
as  men.  See  that  the  proper  men  are  nominated.  You  have 
to  wake  your  husbands  up  and  let  them  go  after  the  rest. 

Dr.  Robb:  A good  Auxiliary  woman  is  an  aid  to  society 

and  she  should  be  vitally  interested  in  medicine.  Doctors’ 
wives  should  know  more  about  medical  history  and  back- 
ground. 

Informed  doctors’  wives  should  be  on  boards  of  other 
organizations  wherever  possible  to  give  authentic  informa- 
tion on  medical  subjects.  “In  moulding  public  opinion,  this 
can  be  done  in  a better  way  if  they  have  the  proper  back- 
ground to  proceed.” 

I would  suggest  that  you  divide  the  state  into  sections — 
meet  occasionally.  Hold  institutes,  all  day  sessions,  with 
other  health  organizations  of  that  section  to  consider  and 
help  solve  various  health  problems,  etc. 

You  cannot  do  anything  with  lay  people  on  boards  if 
you  simply  set  yourselves.  If  you  cannot  give  them  all  of 
it,  have  some  information  that  they  can  read. 

Have  definite  information  to  give. 

Cults  will  be  here  till  Gabriel  blows  his  horn. 

As  the  Auxiliary  is  progressing,  you  are  developing  a 
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nice  feeling  among  yourselves,  not  in  a society  way  alone, 
but  for  the  good  of  the  public. 

Dr.  Warnshuis:  I baptized  the  National  Auxiliary.  (Gave 
brief  history.) 

Adopt  a specific  state  program. 

There  are  many  counties  in  the  state  that  need  the  Auxil- 
iary and  you  should  go  in  and  organize. 

I would  encourage  each  unit  to  devote  at  least  part  of 
its  time  to  the  study  of  medical  history  and  background. 

Adopt  a program  for  local  activity.  Make  contacts  with 
other  organizations.  Develop  sound,  safe  public  opinion.  By 
your  contacts  you  can  gain  public  confidence  and  public 
respect. 

Inspire  your  clubs  to  hold  one  or  two  meetings  during 
the  course  of  the  year  devoted  to  some  phase  of  preventive 
medicine.  Sponsor  High  School  assemblies  on  preventive 
medicine.  (Pasteur — influences  of  his  life;  Lister — on  devel- 
opment of  aseptic  surgery.) 

On  the  legislative  program  you  can  be  of  beneficial  help. 
We  need  friends  in  the  legislature.  Show  an  interest. 

A good  many  doctors  have  given  little  thought  to  these 
outside  forces  that  have  been  crowding  him  out  of  the 
practice  of  preventive  medicine. 

We  must  combat  social  medicine  and  we  need  your  help. 

Have  all  of  your  Auxiliary  members  make  their  husbands 
bring  home  the  Journal.  Encourage  them  to  read  it.  An 
amount  of  $600  is  spent  on  wrappers  alone  each  year.  At 
least,  see  that  they  are  torn  off. 

I would  suggest  joint  meetings  with  wives  of  dentists 
and  lawyers. 

Each  Auxiliary  should  have  an  active  president  and  sec- 
retary and,  at  least,  one  or  two  others  inspired  with  the 
serious  objectives  of  the  society. 

Hygeia  is  being  sent  to  every  member  of  the  legislature. 

Mr.  Whitney:  We  are  going  to  make  a great  effort  to  do 
away  with  welfare  work  and  auxiliary  meetings  which  are 
bridge  parties  mostly  and  substitute  for  this  regular  programs 
of  educational  value,  which  will  fit  our  Auxiliary  members 
to  take  their  proper  places  in  the  moulding  of  public  opinion. 

Mrs.  Lloyd  C.  Harvie,  Press  Chairman. 


KALAMAZOO  COUNTY.— On  January  16,  the 
Woman’s  Auxiliary  to  the  Kalamazoo  County 
Medical  Society  enjoyed  a cooperative  dinner, 
served  at  6:30,  with  Mrs.  Walter  den  Bleyker  as 
hostess.  This  was  followed  by  an  interesting  dis- 
cussion on  tentative  plans  toward  affiliated  work  and 
a social  hour.  Thirty-one  members  were  present. 

OAKLAND  COUNTY . — Twenty-five  members 
of  the  Oakland  County  Medical  Auxiliary  attended 
the  one  o’clock  luncheon  which  was  held  at  the 
Pontiac  General  Hospital  on  January  19th.  Rev. 
Bates  Burt,  rector  of  All  Saints  Church,  and  a for- 
mer chaplain  of  Marquette  prison,  talked  to  the 
group  on  “Crime”  and  the  effect  of  early  religious 
training  on  the  lives  of  children.  A pleasing  group 
of  songs  were  sung  by  eight  girls  of  the  High 
School  Glee  Club.  During  the  business  session, 
which  was  conducted  by  the  president,  Mrs.  J.  E. 
Church,  the  organization  accepted  with  regrets  the 
resignations  of  Mrs.  Church  and  the  president-elect, 
Mrs.  B.  M.  Mitchell,  who  were  forced  to  resign 
because  of  illness  in  their  respective  families.  The 
afternoon  was  spent  in  making  dressings  for  the 
hospital. 

SAGINAW  COUNTY— The  Saginaw  County- 
Auxiliary  held  its  February  meeting  on  Tuesday, 
the  13th,  at  the  Robinson  Tea  Rooms.  Luncheon 
was  served  at  one  o’clock.  The  speaker  was  Dr. 
J.  H.  Powers,  Councilor  for  the  Eighth  District, 
Michigan  State  Medical  Society,  who  talked  on 
“Some  Present  Day  Problems  of  the  Medical  Pro- 
fession.” This  will  be  followed  by  sewing  for  St. 
Luke’s  Hospital. 

WAYNE  COUNTY. — During  the  past  month  the 
Monday  night  lectures  sponsored  by  the  Study 
Group  of  the  Woman’s  Auxiliary  to  the  Wayne 
County  Medical  Society  have  provided  most  enjoy- 
able as  well  as  instructive  entertainment.  Usually 
they  are  augmented  by  lantern  slides.  The  scope 
of  the  course  is  “Medicine  in  the  Ancient  World.” 
On  January  22,  Dr.  Frank  Sladen  spoke  on  Egyp- 
tian Medicine,  and  on  February  5,  Dr.  E.  D.  Spald- 
ing took  up  Greek  Medicine.  These  meetings,  which 
are  open  to  non-members  as  well  as  members  of  the 
Auxiliary,  have  had  such  a large  attendance  that 


they  are  being  held  in  the  Visiting  Nurses’  Head- 
quarters (on  the  same  property  as  the  Wayne 
County  Medical  club  house.)  The  lectures  being  on 
Monday  nights,  many  doctors  bring  their  wives  be- 
fore they  attend  the  Wayne  County  Medical  meet- 
ings at  the  Art  Institute. 

Two  plans  are  now  under  way  to  benefit  the  piano 
fund.  The  one  is  for  doctors’  wives  to  form  neigh- 
borhood groups  of  eight  to  play  bridge,  once  at  the 
home  of  each  member  before  the  first  of  May.  This 
plan  has  the  added  purpose  of  promoting  friendship 
among  doctors’  wives  living  in  the  same  vicinity. 
The  luncheon  or  tea,  which  is  served,  must  consist 
of  no  more  than  a salad  or  hot  dish,  rolls  and  cof- 
fee ; and  the  small  fee  of  twenty-five  cents  charged 
at  each  meeting  is  given  to  the  piano  fund.  More 
than  twenty  members  agreed  to  captain  groups  such 
as  these. 

The  other  plan  is  in  the  form  of  a public  speak- 
ing course  under  the  direction  of  Mrs.  Myron  B. 
Vorce.  Four  captains  are  sponsoring  this  plan.  The 
class  is  to  meet  on  six  consecutive  Wednesday  aft- 
ernoons from  two  to  four,  the  first  meeting  having 
been  held  on  January  31.  The  money  raised  will 
also  be  devoted  to  the  piano  fund. 

The  Welfare  Committee  reports  that  four  mater- 
nity kits  have  been  completed  for  the  use  of  doctors 
of  the  Wayne  County  Medical  Society  in  their 
charity  work.  Each  kit  contains  the  following  arti- 
cles : 2 hospital  gowns,  1 abdominal  binder,  1 deliv- 
ery pad,  1 dozen  sanitary  pads,  1 receiving  blanket, 
2 infant’s  binders,  2 infant’s  shirts,  2 infant’s  petti- 
coats, 2 infant’s  nightgowns,  U/2  dozen  diapers,  2 
pairs  infant’s  stockings,  1 infant’s  tufted  comfort, 
1 cake  Castile  soap,  1 can  talcum  powder,  assorted 
safety  pins,  boric  acid  solution  and  olive  oil. 

Fourteen  names  have  recently  been  added  to  the 
membership  list  of  the  Auxiliary. 


DR.  RALPH  J.  GOODENOW 
Dr.  Ralph  J.  Goodenew  of  Detroit  died  in  the 
East  Side  General  Hospital  on  February  12,  1934, 
from  a heart  attack.  He  was  born  in  Jackson  fifty- 
four  years  ago,  where  he  received  his  early  educa- 
tion. He  attended  and  graduated  from  the  Detroit 
College  of  Medicine  and  Surgery  in  1907.  In  1910 
he  opened  an  office  at  11410  E.  Jefferson  Avenue, 
Detroit,  where  he  had  practiced  up  to  the  time  of 
his  death.  He  was  director  of  the  Medical  Staff  of 
the  East  Side  General  Hospital.  The  late  Dr.  Goode- 
now  was  a member  of  the  Wayne  County  Medical 
Society,  Michigan  State  Medical  Society  and  the 
American  Medical  Association.  He  is  survived  by 
his  wife,  Jeanette,  whom  he  married  in  1910,  and 
three  children,  Alice  E.,  Lorraine  J.  and  Ralph  J., 
Jr.,  and  his  father,  Irving  J.  Goodenow,  and  a sister, 
Mrs.  Robert  R.  White,  both  of  Chicago. 


DR.  E.  M.  HIGHFIELD 
Dr.  Ernest  M.  Highfield,  Alma,  Michigan,  died 
December  29,  1933,  of  coronary  sclerosis.  His  death 
occurred  about  10  A.  M.  o’clock  at  his  office,  unex- 
pectedly, as  he  had  been  in  good  health,  having 
walked  to  his  office  that  morning. 

The  doctor  was  born  in  Strathroy,  Ontario,  Can- 
ada, March  17,  1877,  the  son  of  William  and 
Angeline  Highfield.  His  early  education  was  ob- 
tained in  Ontario.  Many  years  of  his  adolescent 
life  were  spent  at  Harper  Hospital,  Detroit,  first 
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as  a patient  due  to  an  osteomyelitis  of  the  right 
leg,  and  later  as  an  employee.  He  received  his 
doctor’s  degree  at  the  Detroit  College  of  Medicine 
in  1904,  followed  by  an  internship  at  Harper  Hos- 
pital. He  then  took  over  the  practice -of  Dr.  L.  S. 


Dr.  E.  M.  Highfield 


Crotser  at  Edmore,  Michigan,  and  remained  there 
five  years.  In  1911,  he  moved  to  the  nearby  town 
of  Riverdale,  where  he  had  a very  busy  and  profit- 
able practice  as  the  community's  beloved  and  only 
physician.  From  1925  until  his  death,  he  practiced 
in  Alma,  Michigan. 

The  doctor  had  two  hobbies,  medicine  and  golf. 
He  was  an  intensive  reader  of  medical  literature, 
and  possessed  a keen  analytical  mind.  Very  quiet 
mannered,  kindly,  thoughtful  and  courteous,  he  was 
loved  by  all  who  came  in  contact  with  him,  pro- 
fessionally or  socially.  He  served  as  secretary- 
treasurer  of  the  Gratiot-Isabella-Clair  County  Med- 
ical Society  for  twenty-three  years.  Dr.  Highfield 
was  the  attending  physician  to  the  Gleaners  Me- 
morial Home,  a member  of  the  Masonic  Lodge,  and 
a fellow  of  the  American  Medical  Association. 

Dr.  Highfield  married  Louise  Courtney,  deceased, 
in  1906,  and  Helen  Kingsbury  of  Alma,  Michigan, 
in  1929.  He  had  no  children.  The  doctor  is  sur- 
vived by  his  widow ; a step-son,  Allen  Highfield,  a 
druggist  in  Greenville ; two  brothers  and  one  sister, 
Russell  Highfield  of  Detroit,  Archie  Highfield  of 
Walpole  Island,  Ontario,  and  Mrs.  Roy  Bliss  of 
Oxford,  Michigan. 


DR.  GEORGE  EDWIN  McKEAN 
Dr.  George  E.  McKean  of  Detroit  died  February 
4th  of  complications  following  a double  mastoid 
infection.  He  was  born  at  Mt.  Hope,  Ohio,  in  1868, 
the  son  of  Dr.  William  and  Rachel  McKean.  He 
studied  at  Mt.  Union  College  and  at  Northwestern 
Ohio  Normal  University.  He  attended  the  Medical 
Department  of  the  University  of  Michigan,  where 
he  graduated  M.D.  in  1894.  After  three  years’  prac- 
tice in  Ohio,  Dr.  McKean  moved  to  Detroit,  where 
he  practiced  to  within  two  months  of  his  death.  He 
had  pursued  post-graduate  work  in  London,  Edin- 
burgh, Berlin,  and  Munich.  Dr.  McKean  limited  his 
practice  to  internal  medicine,  in  which  he  had  also 


a large  consulting  practice.  He  was  attending  phy- 
sician at  Harper  Hospital  for  over  twenty-five  years. 
He  was  consultant  in  medicine  at  the  Woman’s  Hos- 
pital, The  St.  Joseph  Mercy,  Highland  Park  Gen- 
eral Hospital  and  also  the  Evangelical  Deaconess 
Hospital.  Dr.  McKean  served  in  the  World  War 
fifteen  months  with  the  Harper  Hospital  Unit.  He 
was  director  and  professor  of  medicine  of  the  De- 
troit College  of  Medicine.  He  was  a former  presi- 
dent of  the  Detroit  Medical  Club  and  a past  presi- 
dent, and  for  many  years  trustee,  of  the  Wayne 
County  Medical  Society.  He  was  a member  of  the 
Michigan  State  and  American  Medical  Associations, 
The  Interstate  Clinical  Society  and  a fellow  of  the 
American  College  of  Physicians.  In  1894  Dr.  Mc- 
Kean married  Lucy  E.  Moore,  of  Ann  Arbor,  Mich- 
igan. He  leaves,  besides  Mrs.  McKean,  three  sons, 
Dr.  Richard  M.  McKean,  Robert  E.  McKean,  and 
Dr.  Thomas  McKean;  his  mother,  Mrs.  Rachel  Mc- 
Kean, Washington,  D.  C. ; two  brothers,  Vice  Ad- 
miral Josiah  S.  McKean,  U.S.N.,  retired,  of  Carmel, 
Calif.,  and  John  McKean,  Delray,  Fla.,  and  a sister, 
Mrs.  Janes  Benfer,  of  Washington,  D.  C. 

RESOLUTION 

Whereas  Dr.  George  E.  McKean  was  an  honored 
member  of  the  medical  profession  of  Detroit  and 
Wayne  County,  and  received  the  highest  honors  to 
be  conferred  by  his  confreres  in  this  city  and  coun- 
ty ; and 

Whereas,  he  has  maintained  a close  association 
with  the  medical  profession  of  this  city  and  has 
been  known  as  “the  doctors’  doctor”  by  our  physi- 
cians, who  keenly  feel  his  loss,  and 

Whereas,  he  was  an  outstanding  citizen  and  the 
personification  of  honor,  and  held  the  respect  of 
men  for  his  leadership  and  their  affection  for  his 
integrity;  therefore  be  it 

Resolved  : That  the  Wayne  County  Medical  So- 
ciety pause  in  its  deliberations  to  honor  the  memory 
of  an  illustrious  physician,  a sincere  friend,  a lov- 
ing husband  and  father,  a successful  leader,  and 
an  honorable  citizen ; and  be  it  further 

Resolved  : That  the  Wayne  County  Medical  So- 
ciety express  its  sincere  sympathy  to  the  bereaved 
members  of  the  McKean  family.  It  sadly  realizes 
that  no  words  from  it,  formal  or  informal,  can 
assuage  their  grief  or  make  them  feel  less  keenly 
the  greatness  of  their  loss. 

Adopted  by  the  Wayne  County  Medical  Society. 

Alexander  W.  Blain,  M.D.,  President. 

E.  C.  Baumgarten,  M.D.,  Secretary. 
February  6,  1934. 


DR.  HAROLD  WILSON 

The  sudden  death  of  Dr.  Harold  Wilson,  of  De- 
troit and  Birmingham,  Michigan,  occurred  on  Feb- 
ruary 17,  1934.  Dr.  Wilson’s  car  and  that  driven  by 
another  person  had  collided ; the  two  had  pulled  up 
to  the  curb  but  no  damage  was  found  to  either  car 
or  to  either  person.  In  a discussion  over  the  right 
of  way  Dr.  Wilson  collapsed  and  was  taken  to  St. 
Joseph  Mercy  Hospital,  Pontiac,  where  on  admit- 
tance he  was  found  dead.  Dr.  Wilson  was  born  in 
1860  in  Cleveland,  Ohio,  the  son  of  Dr.  Thomas 
Wilson.  He  received  his  early  education  in  Cleve- 
land and  Cincinnati  and  graduated  with  the  degree 
M.D.  from  the  University  of  Michigan  Medical 
School  in  1887.  Following  his  graduation  he  prac- 
ticed in  Denver,  Colorado,  being  connected  with  a 
mining  company.  Dr.  Wilson  came  to  Detroit  in 
1889,  where  he  had  practiced  up  to  the  time  of  his 
death.  The  past  fourteen  years  he  had  been  associ- 
ated with  Dr.  Ray  W.  Hughes  with  offices  in  the 
David  Whitney  Building.  For  the  past  four  years 
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Dr.  Wilson  had  made  his  home  in  Birmingham, 
Michigan.  He  was  at  one  time  president  of  the 
Wayne  County  Medical  Society.  Dr.  Wilson  was  a 
life  long  student.  He  excelled  as  mathematician  and 
was  likewise  a musician  of  high  order.  Dr.  Wilson 
was  for  many  years  a member  of  the  staff  of  the 
Grace  Hospital,  Detroit,  and  also  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  American  Medical  Association,  the 
Michigan  State  Medical  Society  and  the  Wayne 
County  Medical  Society.  He  was  a Fellow  of  the 
American  College  of  Surgeons.  He  leaves  two 
daughters,  Mrs.  J.  Morgan,  of  Hollywood,  Calif., 
and  Mrs.  Marion  Toido,  of  Chicago.  Following  the 
funeral  service,  February  18,  the  remains  were  cre- 
mated. 


DR.  RAYMOND  J.  SISSON 

Dr.  Raymond  J.  Sisson  of  Detroit  and  Birming- 
ham, died  February  23,  1934,  in  Massachusetts  Gen- 
eral Hospital,  Boston,  after  being  ill  with  pneumo- 
nia for  three  weeks.  He  was  thirty-six  years  old. 
Dr.  Sisson  was  a graduate  of  Syracuse  Lhiiversity, 
doing  work  at  Massachusetts  General  Hospital  be- 
fore coming  to  Detroit  in  1923  to  join  the  staff  of 
Henry  Ford  Hospital.  In  1924  he  married  Marjorie 
Mack,  daughter  of  Mr.  and  Mrs.  Joseph  Mack. 
They  lived  at  8905  E.  Jefferson  Avenue,  Detroit,  and 
Dr.  Sisson  maintained  offices  in  the  David  Whitney 
Building.  He  was  a member  of  the  Wayne  County 
Medical  Society  and  the  Michigan  State  Medical 
Society.  He  was  buried  from  the  home  of  his 
mother,  Mrs.  Bernard  Sisson,  in  Syracuse.  New 
York.  Besides  his  mother  and  wife,  he  leaves  a 
brother,  Bernard,  of  Syracuse. 


There  are  several  new  ads  in  this  issue.  Turn  to 
them.  Hack  Shoes,  Detroit,  solicits  your  reference 
of  patients.  For  real  foot  comfort  secure  their 
advice. 


The  cartoon  entitled  “Waiting  for  the  Doctor  and 
Making  the  Doctor  Wait,”  which  appeared  in  the 
February  number  of  this  Journal  is  by  McCutcheon 
of  the  Chicago  Tribune,  to  which  publication  our 
acknowledgments  are  due.  The  Chicago  Tribune  will 
furnish  copies  of  this  cartoon  at  ten  cents  each.  The 
copy  is  suitable  for  framing. 


Past  President’s  Night  a Great  Success : Dr.  O.  S. 
Armstrong,  president  of  the  Wayne  County  Medical 
Society  in  1892-93  (oldest  living  past-president),  and 
Dr.  James  E.  Davis,  president  in  1921-22,  and  Dr. 
James  H.  Dempster,  president  in  1926-27,  were  the 
honored  guests  at  the  Past-Presidents’  Party  of 
February  12  in  the  Wayne  County  Medical  Society 
club  rooms. — Detroit  Medical  News. 


Dr.  William  E.  Keane  of  Detroit  was  elected  j 
president  of  the  staff  of  Providence  Hospital  at  the  ; 
staff  meeting  held  on  January  27,  and  Dr.  Allan 
McDonald  has  been  elected  president-elect.  Dr. 
McDonald  has  been  connected  with  the  hospital 
since  1901,  when  it  was  located  at  the  corner  of 
Elizabeth  Street  and  St.  Antoine,  when  he  was  chief 
of  the  obstetric  service.  He  performed  the  first  op- 
eration on  Good  Fridaj',  1911,  when  the  new  hospital 
was  opened  on  West  Grand  Boulevard.  Good  Fri- 
day was  evidently  a lucky  opening  day  for  the  New 
Providence  Hospital  for  Dr.  McDonald  says  the 
patient  is  still  alive  and  well. 
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Failure  to  pay  your  dues  by  April  1 will  mean 
suspension.  See  your  County  Secretary  today. 


Dr.  H.  A.  Luce  and  Dr.  Nathan  Sinai,  sent  on  a 
mission  to  England  by  the  State  Society  January  4, 
returned  to  Detroit  on  February  10. 


The  A.  M.  A.  meets  in  Cleveland  the  week  of 
June  10,  1934.  It  is  suggested  that  you  make  your 
hotel  reservations  now.  Statler  Hotel  is  official  head- 
quarters. 


OH!  OH! 

As  our  freen’s  are  ridin’  roon’  aboot, 
upon  th’  railroad  trains, 

They're  aye  for  shufflin’  o’  th’  cairds, 
an'  haein’  social  games ; 

An’  sometimes  “innocence  abroad” 
is  coaxed,  a haund  tae  tak’, 

Bit  when  they  travel,  nae  sae  far, 
they  find  he  kens  the  pack. 

Weel,  lads,  ah’m  nae  for  tellin’  much, 
bit  ah’ll  gi’  ye  a’  a tip, 

If  ye’re  boond  tae  play  some  poker 
as  ye  journey  on  yer  trip, 

Dinna  pick  a Scottish  traveler, 

o’  th’  Presbyterian  flock, 

Especially  if  he  cam  awa 

frae  Aberdonian  stock. 

Guid  Nicht Weelum. 
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SOME  FUNCTIONS  OF  THE  CEREBRAL  CORTEX 

LECTURE  I.  AUTONOMIC  REPRESENTATION  IN  THE  CEREBRAL  CORTEX 


J.  F.  FULTON,  M.D. 

NEW  HAVEN,  CONNECTICUT 

I. 

The  centenary  year  of  the  publication  of  Beaumont’s  book  just  passed  has  brought 
forth  many  appreciations  which  vividly  portray  the  man  and  his  work.  In  reading  these 
tributes  I have  been  impressed  by  the  fact  that  William  Beaumont  was  an  individual  who 
lived  intensely  in  the  present,  and  that,  though  well  informed,  he  drew  very  little  of  his 
inspiration  from  those  who  had  gone  before  him.  When  on  occasion  he  allowed  his 
attention  to  be  diverted  from  the  object  of  his  immediate  interest,  he  turned  his  eyes  more 
often  to  the  future  than  he  did  to  the  past.  I feel,  therefore,  that  a lectureship  which 
affords  opportunity  to  describe  a living  field 
of  research  is  more  thoroughly  in  keeping 
with  the  spirit  of  the  man  you  wish  to  honor 
than  any  other  possible  tribute.  The  privi- 
lege of  delivering  the  Beaumont  Lectures  is 
one  already  enriched  by  tradition,  and  I re- 
gard your  invitation  as  a generous  honor, 


Lecture  II  will  follow  in  the  May  number  of  The  Journal. 


one  which  as  a physiologist  I especially  cher- 
ish because  of  the  association  with  Beau- 
mont and  with  the  name  of  a distinguished 
medical  society. 

The  illustrious  example  set  by  my  pred- 
ecessors in  these  lectureships  causes  me 
great  embarrassement.  How,  for  example, 
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could  any  one  compete  with  a Beaumont 
lecturer  who  was  born  at  Prairie  du 
Chien6?  I can  only  state  that  if  1 am  for- 
tunate enough  to  die  there,  my  final  breath 
would  be  drawn  with  more  than  ordinary 
emotion ! Dr.  Cannon  has  told  you  that  his 
investigations  were  in  a sense  the  direct  out- 
come of  the  studies  of  Beaumont.  I can 
make  no  such  claim,  and  yet  in  the  realm  of 
the  central  nervous  system,  in  which  my 
interest  lies,  it  is  perhaps  significant  that  the 
newer  developments  have  led  one  to  consid- 
er problems  of  visceral  function, — prob- 
lems with  which  Beaumont’s  name  is  close- 
ly associated.  It  has  gradually  come  to  be 
appreciated  that  the  nervous  system  regu- 
lates, not  only  the  musculature  of  the  body, 
but  all  phases  of  metabolism  as  well,  and 
the  extent  to  which  the  regulation  of  move- 
ment and  the  regulation  of  metabolic  activi- 
ties are  correlated  has  turned  out  to  be  far 
more  intimate  than  even  Claude  Bernard, 
the  earliest  and  perhaps  the  most  farseeing 
student  of  neurovisceral  mechanisms,  had 
anticipated.  Dr.  Cannon  mentioned  last 
year6  that  the  contractions  of  the  stomach 
were  influenced  by  the  level  of  blood  sugar 
in  the  blood  vessels  of  the  brain,  and  that 
hunger  contractions  could  be  promoted  by 
perfusing  a dog’s  head  with  blood  of  low 
sugar  content,  even  though  the  head  of  the 
dog  were  connected  to  its  stomach  only 
through  the  vagus  nerves.  It  is  scarcely  sur- 
prising therefore  that  in  a recent  investiga- 
tion of  the  functions  of  the  cerebral  cortex 
in  monkeys  and  chimpanzees  we  were  led 
almost  at  the  outset  of  the  investigation  to 
consider  the  influence  exerted  by  the  cortex 
on  the  activities  of  the  gastrointestinal  tract. 
It  may  be  of  some  interest  to  state  exactly 
how  this  came  about. 

In  a study  of  the  functions  of  the  frontal 
lobes  of  monkeys  and  chimpanzees,10  which 
I propose  to  describe  in  the  next  lecture,  sev- 
eral healthy  and  highly  trained  specimens 
were  subjected  to  bilateral  removal  of  parts 
of  the  frontal  lobes.  This  procedure  was 
sometimes  carried  out  at  one  operation,  and 
sometimes  in  two  stages,  the  frontal  lobe  be- 
ing removed  first  from  one  hemisphere  and 
later  from  the  other.  Animals  in  which  such 
an  extirpation  of  cortical  tissue  had  been 
carried  out  exhibited  all  the  usual  neurolog- 
ical features  of  frontal  lobe  deficit:  great 
restlessness  and  distractibility,  etc.,  and  we 
soon  became  aware  that  they  were  exces- 
sively hungry.  Indeed  they  appeared  to  eat 


many  times  the  amount  of  food  ingested  by 
a normal  monkey.  It  was  thought  at  first 
that  this  might  be  due  to  some  disturbance 
of  basal  metabolic  rate,  but  it  was  soon 
found  that  the  basal  metabolism  was  not  al- 
tered. And  then,  much  to  our  distress,  three 
valuable  animals  died  from  acute  intussus- 
ception with  obstruction.  These  animals 
were  otherwise  healthy  and  no  cause  for 
death  was  discovered  apart  from  the  ob- 
struction. It  did  not  occur  to  us  at  first  that 
there  could  be  any  relation  between  the  cor- 
tical lesion  and  the  intestinal  obstruction, 
but  when  the  autopsy  findings  of  the  third 
fatality  were  disclosed,  it  seemed  essential 
to  Dr.  Watts,  a neurological  surgeon  who 
was  then  working  in  the  laboratory,  to  con- 
sider the  matter  in  greater  detail.24  Could 
it  be  that  the  movements  of  the  gut  were 
directly  influenced  by  the  cerebral  cortex 
and,  if  so,  what  other  autonomic  functions 
were  represented  in  the  cerebral  hemi- 
spheres? To  answer  these  questions  ade- 
quately it  will  be  necessary  to  pause  for  a 
moment  to  consider  briefly  what  is  known 
concerning  the  subcortical  regulation  of  vis- 
ceral functions. 

II. 

By  definition  and  by  implication  of  its 
name,  the  autonomic  nervous  system  is  a 
peripheral  system  of  nerves  and  ganglia  out 
of  reach  of  the  “will,”  which  is  concerned 
with  the  regulation  of  visceral  processes. 
The  connection  of  this  system  of  nerves 
with  the  central  nervous  system,  long  rec- 
ognized anatomically,  had  been  little  empha- 
sized physiologically,  and  it  was  not  until 
the  well-known  studies  of  Bechterew,3  Kar- 
plus  and  Kreidl13  which  were  published  just 
before  the  War  that  attention  began  to  be 
focused  upon  the  representation  within  the 
central  nervous  system  of  the  visceral  activi- 
ties of  the  body.  Claude  Bernard  in  his 
early  studies  on  the  vasomotor  reflexes  had 
directed  attention  to  the  fact  that  important 
centers  for  the  control  of  these  reactions  ex- 
isted in  the  medulla  oblongata.  Karplus  and 
Kreidl  found  other  autonomic  centers  in  the 
diencephalon,  and  after  the  War  it  came  to 
be  recognized  that  many  autonomic  reflexes, 
such  as  those  involved  in  heat  regulation,2’  14 
disappeared  when  the  diencephalic  area  con- 
taining the  hypothalamic  nuclei  were  de- 
stroyed. More  recent  study  of  the  hypothal- 
amus has  indicated  that  this  region  of  the 
brain  is  concerned  with  the  regulation 
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of  still  other  visceral  functions;  but  there 
is  ample  indication  that  the  hypothalamus  it- 
self is  dominated  by  higher  levels  of  nervous 
integration.  Thus  when  the  forebrain  is  re- 
moved, leaving  the  diencephalic  area  intact, 
the  hypothalamic  nuclei  become  over-active, 
giving  rise  to  periodic  discharge  of  the  au- 
tonomic system.  These  bursts  of  activity, 
which  especially  affect  the  sympathetic  di- 
vision, are  dependent  upon  the  integrity  of 
the  hypothalamic  area.  7 If  the  hypothala- 
mus of  an  intact  animal  is  normally  held  in 
check  by  higher  centers,  these  self-same  cen- 
ters must  play  an  important  part  in  the  reg- 
ulation of  autonomic  functions.  The  prob- 
lem, therefore,  is  to  consider  which  of  the 
higher  centers  are  involved  and  what  part 
they  play. 

On  a priori  grounds  there  is  every  reason 
to  believe  that  the  cerebral  cortex  itself  must 
be  intimately  associated  with  the  regulation 
of  visceral  activities.  One  is  not  obliged  to 
resort  to  vague  generalities  concerning  the 
influence  of  the  “mind”  on  the  body,  for 
there  are  many  objective  phenomena,  such 
as  the  blush  of  embarrassment  or  the  pallor 
of  fright,  which  clearly  involve  integrations 
at  the  cortical  level;  conditioned  reflexes 
also  suggest  themselves,  for  these  reactions 
depend  upon  the  integrity  of  the  cortex. 
Conditioned  salivation  and  gastric  secretion, 
the  best  known  of  all  the  conditioned  re- 
flexes, have  their  efferent  path  in  the  para- 
sympathetic system.  I am  not  aware  that 
the  Pavlov  school  has  ever  considered  the 
anatomical  pathways  between  the  cortex  and 
the  efferent  channel  of  outflow  of  these  im- 
portant autonomic  functions,  and  it  is  clear- 
ly a problem  that  merits  inquiry.  It  indeed 
would  be  surprising  in  view  of  these  a priori 
considerations  if  it  were  impossible  to  find 
evidence  of  autonomic  representation  in  the 
cerebral  cortex. 

III. 

During  the  19th  century  the  relation  of 
gastrointestinal  movements  to  the  cerebral 
cortex  was  studied  by  Bochefontaine,  Bech- 
terew  and  many  others.  They  observed  that 
stimulation  in  the  region  of  the  motor  area 
of  curarized  dogs  caused  well  marked  move- 
ments of  stomach  and  intestines.  Bechter- 
ew3  indeed  fancied  that  he  could  define  with- 
in this  area  specific  foci  for  the  cardia,  py- 
lorus and  walls  of  the  stomach,  as  well  as 
for  the  intestines.  Removal  of  the  higher 
centers  as  well  as  stimulation  appears  to  in- 


fluence the  gut.  Ott  and  Field18  originally 
observed  in  1879  (without  describing  de- 
cerebate  rigidity)  that  when  the  brain  stem 
of  a cat  was  transected  through  the  poste- 
rior part  of  the  thalami  great  increase  oc- 
curred in  peristaltic  movements  of  the  gut. 
Stimulation  of  the  area  caused  inhibition 
of  movement.  It  is  commonly  recognized 
among  those  who  have  worked  upon  decer- 
ebrate cats  that  the  animal  is  likely  to  defe- 
cate soon  after  decerebration.  In  decere- 
brate animals  free  of  anesthetic,  peristalsis 
is  also  active;  Patterson20  (p.  194),  more- 
over, finds  that  decerebration  greatly  in- 
creases the  rate  of  peristalsis  in  the  guinea 
pig.  This  strongly  suggests  that  a center 
above  the  level  of  decerebration  normally  in- 
hibits peristaltic  activity  of  the  gut.  This 
inhibition  may  arise  in  part  from  the  hy- 
pothalamus, but  the  following  observations 
indicate  that  in  monkeys  some  cortical  cen- 
ter also  takes  part  in  the  inhibitory  process. 
The  normal  hunger  contractions  of  monkeys 
have  been  studied  by  Patterson.20 

The  fatal  intussusceptions  mentioned 
above  had  occurred  in  three  healthy  mon- 
keys following  bilateral  removal  of  parts  of 
the  frontal  lobes.  This  observation  gains 
some  significance  from  the  fact  that  in  the 
course  of  nearly  300  autopsies  on  monkeys 
on  which  various  surgical  procedures  had 
been  carried  out  previously  intussusception 
had  been  encountered  only  twice,  in  both  in- 
stances in  animals  which  were  acutely  ill. 
The  postoperative  intussusceptions  might 
have  been  fortuitous  accidents,  but  this 
seemed  unlikely,  and  we  therefore  under- 
took to  study  the  response  of  the  gut  to 
stimulation  of  the  frontal  lobes  and  various 
other  parts  of  the  cortex.24  The  subdivisions 
of  the  frontal  lobe  will  be  discussed  in  the 
next  lecture  and  it  will  be  sufficient  to  recall 
that  it  is  made  up  of  three  principal  areas: 
(1)  frontal,  (2)  premotor  and  (3)  motor. 

Under  light  ether  anesthesia  the  monkey’s 
gut  has  proved  to  be  particularly  responsive 
to  faradic  stimulation  of  the  frontal  region, 
especially  the  premotor  area.  From  an  area 
near  the  superior  precentral  sulcus  weak  fa- 
radic stimulation  caused,  after  a latency  of 
about  20  seconds,  moderate  increase  in  peri- 
staltic movements,  principally  of  the  lower 
intestine  and  cecum.  Associated  with  this 
there  appeared,  generally  in  the  cecum  and 
ileum,  large  numbers  of  white  bands  of 
strong  contraction  which  were  so  forceful 
that  they  tended  at  first  to  prevent  the  pas- 
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sage  of  an  oncoming  peristaltic  wave.  If 
the  stimulus  persisted  for  one  to  one  and  a 
half  minutes  a strong  peristaltic  wave  some- 
times engulfed  one  of  the  stationary  white 
bands  of  strong  contraction,  and  in  this  way 
an  experimental  intussusception  was  readily 
and  repeatedly  induced.  Sometimes  as  many 
as  six  independent  intussusceptions  were  de- 
veloped in  the  same  animal.  None  of  the 
intussuscepted  areas  persisted,  however,  for 
more  than  a few  minutes  after  the  stimulus 
had  been  withdrawn.  We  thus  did  not  wit- 
ness a permanent  obstruction,  but  no  indi- 
vidual stimulus  persisted  for  periods  greater 
than  two  minutes.  These  experiments,  how- 
ever, have  given  a remarkably  clear  picture 
of  the  mechanical  events  leading  up  to  in- 
tussusception. 

Intussusception  was  not  elicited  through 
stimulation  of  points  other  than  those  within 
the  premotor  area.  However,  once  active 
peristalsis  had  been  evoked  from  the  pre- 
motor area,  it  could  sometimes  be  augment- 
ed from  points  on  the  frontal,  motor  and 
even  from  the  postcentral  region.  Primary 
movements,  however,  were  never  produced 
from  such  points,  except  in  one  instance  in 
which  five  months  after  removal  of  the  pre- 
motor area  stimulation  of  the  frontal  area 
caused  peristalsis  but  not  intussusception. 
In  animals  in  which  the  vagi  had  previously 
been  sectioned  we  were  unable  to  produce 
intussusception  through  cortical  stimulation, 
but  occasionally  weak  augmentation  of  peri- 
staltic movements  occurred.  The  influence 
of  removal  of  the  sympathetic  ganglion 
chain  has  not  yet  been  studied.  The  general 
results  of  cortical  stimulation  on  the  gut  are 
not  unlike  those  recently  described  by  Shee- 
han and  Beattie22  in  response  to  stimulation 
of  the  anterior  hypothalamic  nuclei,  except 
that  they  did  not  observe  intussusception. 
Increased  flow  of  gastric  juice  was  seen  in 
several  experiments  in  response  to  cortical 
stimulation,  but  the  phenomenon  has  not  yet 
been  studied  in  detail. 

Intussusception  and  augmented  peristaltic 
movements  have  thus  been  produced  both 
from  extirpation  of  cortical  areas  and  from 
stimulation.  This  somewhat  surprising 
paradox  is  in  harmony  with  the  belief  that 
the  cortex  contains  both  excitatory  and  in- 
hibitory elements,  and  that  the  result  of 
stimulation  from  any  given  point  is  neces- 
sarily an  algebraical  summation  of  effect. 
Bilateral  removal  of  both  premotor  areas 
clearly  destroys  an  important  fraction  of  the 


inhibitory  components  of  gut  movement, 
and  the  delicate  balance  between  the  mutual- 
ly antagonistic  functional  units  from  the 
cortex  is  thus  disturbed.  It  is  probable  that 
these  fibers  communicate  with  the  centers  of 
gut  innervation  both  in  the  hypothalamus 
and  in  the  medulla. 

IV. 

Cases  of  morbid  hunger  following  acci- 
dental lesions  of  the  brain  have  been  de- 
scribed sporadically  in  the  literature.  They 
are  discussed  by  Bechterew3  and  they  were 
made  the  subject  of  a detailed  paper  by 
Stephen  Paget.19  One  of  the  cases  referred 
to  by  Bechterew  was  a child  who  suffered  a 
depressed  fracture  in  the  midfrontal  region 
from  the  kick  of  a horse.  When  the  child 
recovered  consciousness  she  cried  constantly 
that  she  wanted  more  food.  An  operation 
was  performed  and  the  symptom  of  in- 
creased hunger  continued  for  four  days 
after  the  splinters  of  bone  had  been  removed 
from  the  frontal  region.  The  case  of  Sol- 
lier  and  Delageniere23  also  related  to  an  ac- 
cidental injury.  It  was  followed  by  an  ab- 
scess, which  was  drained  over  the  left  parie- 
tal lobe,  but  the  man  had  a hemiplegia  and 
it  is  therefore  clear  that  the  frontal  lobe  was 
involved.  Several  of  Paget’s  cases  showed 
similar  symptoms. 

One  could  not  attach  great  significance  to 
these  isolated  cases  if  it  were  not  for  the 
fact  that  monkeys  after  bilateral  extirpation 
of  the  frontal  areas  eat  excessively.  This 
first  was  mentioned  two  years  ago  in  the  re- 
port of  Fulton,  Jacobsen  and  Kennard,10 
and,  in  the  belief  that  the  ravenous  appetite 
might  be  due  to  some  disturbance  of  metab- 
olism, Dr.  Bruhn  of  New  Haven  undertook 
to  study  the  basal  metabolic  rate  of  these 
animals  as  well  as  of  normal  monkeys. 
Bruhn’s  results5  soon  made  it  evident  that 
the  “frontal  area”  animals,  despite  their 
greatly  increased  appetite  and  activity,  had 
a normal  basal  metabolic  rate.  The  rave- 
nous appetite  is  also  a part  of  the  syndrome 
in  bilateral  premotor  animals  in  which  met- 
abolic rate  may  be  increased  (owing  to 
spasticity).  In  view  of  the  abnormal  peri- 
stalsis of  the  gut  resulting  from  these  cor- 
tical lesions,  it  appears  to  me  logical  to  sug- 
gest that  the  symptoms  of  morbid  hunger 
may  be  due  to  increased  motility  of  the 
stomach,  and  that  the  cases  of  morbid  hun- 
ger reported  in  the  literature  may  also  be 
attributed  to  this  circumstance.  Psychia- 
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trists,  neurologists  and  neurosurgeons  who 
encounter  cases  of  morbid  hunger  should 
not  lose  the  opportunity  of  making  fluoro- 
scopic studies  of  the  gastrointestinal  move- 
ments. 

Many  other  pathological  and  psychiatric 
conditions  are  associated  with  bulimia. 
Kahn12  has  described  a phase  of  increased 
hunger  in  a case  of  Pick’s  disease,  a condi- 
tion associated  with  degeneration  of  the 
frontal  lobes.  The  ravenous  hunger  of  cer- 
tain idiots  and  general  paretics  is  well  rec- 
ognized in  psychiatric  institutions,  and 
schizophrenics  are  likely  to  pass  through  a 
period  of  polyphagia  some  time  in  the 
course  of  their  disease;  but  as  far  as  I am 
aware  no  one  has  ever  studied  the  motility 
of  the  stomach  in  traumatic  cases  of  mor- 
bid hunger,  or  in  psychiatric  cases. 

V. 

An  even  more  convincing  proof  of  the 
presence  in  the  cortex  of  autonomic  repre- 
sentation has  come  from  the  study  of  the 
vasomotor  disturbances  associated  with 
cortical  lesions  and  with  faradic  stimulation 
of  certain  cortical  areas.  Bechterew  has  dis- 
cussed the  problem  in  some  detail,  but  many 
of  his  findings  must  be  reinterpreted  in  the 
light  of  the  newer  knowledge  of  peripheral 
vasomotor  activity.  The  fact  that  the  vaso- 
motor mechanisms  essential  for  heat  regula- 
tion are  integrated  in  the  hypothalamus  does 
not  preclude  the  possibility  that  the  more 
delicate  vasomotor  adjustments  are  made  in 
the  cortex. 

Neurologists  have  long  been  aware  that 
the  affected  extremities  of  a hemiplegic  ex- 
hibit vascular  changes,  pilomotor  disturb- 
ances and  alterations  in  the  activity  of  the 
sweat  glands.  Attention  is  drawn  to  this  by 
Gowers11  and  by  many  other  neurologists 
of  the  19th  century.  The  edema  which 
sometimes  accompanies  hemiplegia  has  re- 
cently been  described  and  studied  by  Weiss 
and  Ellis,25  who  point  out: 

“Circulatory  changes  may  appear  immediately 
after  the  onset  of  the  cerebral  accident  and  last  for 
years.  These  changes  are  not  necessarily  related  to 
the  tone  of  the  musculature  or  to  the  degree  of 
paralysis.  They  occur  in  the  presence  both  of  nor- 
mal and  elevated  blood  pressure.  The  most  marked 
unilateral  edema  develops  in  patients  with  previous 
myocardial  failure. 

“It  is  concluded  that  in  cerebral  hemiplegia,  fol- 
lowing disturbance  of  the  central  vasomotor  regula- 
tion, a dilatation  of  the  arteriolar  system  of  the 
upper  part  of  the  body  occurs.  The  diffuse  arterio- 
lar dilatation  leads  to  increased  blood  flow  and  in- 
creased capillary  pressure  over  the  paralyzed  side. 


This  increased  capillary  pressure  may  lead,  espe- 
cially in  association  with  poor  cardiac  function,  to 
increased  rate  of  filtration  of  fluids  to  the  tissue 
and  hence  to  edema.  The  functional  state  of  the 
vessels  of  the  affected  side  of  patients  with  hemi- 
plegia represents  a burden  on  the  circulation  which, 
in  the  absence  of  increased  cardiac  output,  is  chiefly 
carried  by  the  normal  part  of  the  body.  The  circu- 
latory changes  observed  in  cases  of  hemiplegia  with 
marked  unilateral  edema  may  have  a bearing  on  the 
mechanism  of  the  circulation  and  the  formation  of 
edema  in  congestive  heart  failure.” 

Weiss  and  Ellis  referred  only  to  those 
cases  showing  vasodilatation  of  the  affected 
extremities.  The  premotor  animals,  and  cer- 
tain human  cases  as  Gowers  pointed  out, 
show  excess  vasoconstriction — a difference 
which  undoubtedly  has  localizing  signifi- 
cance. Since  cases  of  hemiplegia  generally 
owe  their  symptoms  to  a vascular  lesion  in- 
volving the  internal  capsule,  the  effects  may 
be  due  solely  to  interruption  of  corticospinal 
pathways  in  the  capsule,  but  it  is  generally 
difficult  to  exclude  simultaneous  involvement 
of  adjacent  centers  in  the  corpora  striata. 
Vasomotor  changes  have  generally  been  at- 
tributed to  some  secondary  alteration  inci- 
dent to  the  paralysis.  That  this  is  an  inade- 
quate explanation  is  evident  from  a recently 
reported  case  of  a tumor  of  the  premotor 
area  which  was  associated  with  very  little 
impairment  of  voluntary  power,15  but  which 
exhibited  a marked  elevation  of  temperature 
over  the  opposite  side  of  the  body.  A simi- 
lar case  was  reported  in  1895  by  Rossoli- 
mo,21  in  which  a cyst  extending  from  the 
motor  into  the  premotor  region  had  caused 
weakness  and  twitching  of  the  contralateral 
half  of  the  body,  with  cyanosis,  edema  and 
diminution  of  temperature  of  the  opposite 
hand.  The  temperature  of  the  extremity 
returned  to  normal  after  the  cyst  had  been 
removed. 

VI. 

Study  of  cortical  lesions  in  monkeys  and 
chimpanzees,  described  in  the  succeeding  lec- 
ture, has  given  excellent  opportunity  to  an- 
alyze the  effect  of  cortical  extirpation  upon 
the  vasomotor  conditions  of  various  parts  of 
the  body,  particularly  of  the  extremities. 
Dr.  Margaret  Kennard,  who  has  given  spe- 
cial attention  to  the  problem,  has  made  the 
following  observations.  When  the  premotor 
area  of  the  cortex  is  removed  from  monkeys 
or  chimpanzees  the  skin  of  the  affected  ex- 
tremities becomes  colder  than  that  of  the 
normal  side.  The  difference  in  skin  temper- 
ature comes  on  immediately  and  persists  for 
variable  periods  up  to  a month  or  longer. 
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These  thermal  differences  may  amount  to 
as  much  as  four  degrees  Fahrenheit.  In 
chimpanzees  the  skin  of  the  affected  extrem- 
ities is  likely  to  become  tough,  dry  and  scaly 
and  all  the  phases  of  the  disturbance  persist 
long  after  the  temporary  paresis  has  disap- 
peared. This  indicates  clearly  that  the 
changes  can  not  be  attributed  to  paralysis  or 
disuse. 

In  attempting  to  discover  what  part  of  the 
vasomotor  mechanism  is  disturbed  by  pre- 
motor lesions,  Dr.  Kennard  made  the  fol- 
lowing observation  which  may  be  described 
in  her  words.16 

“When  a normal  animal  is  subjected  to  rapid  al- 
terations in  the  temperature  of  its  surroundings, 
there  is  an  immediate  reflex  alteration  of  the  skin 
temperature  of  the  soles  and  palms  which  is  equal 
on  the  two  sides.  After  unilateral  extirpation  of 
certain  portions  of  the  frontal  lobe,  abrupt  cooling 
gives  rise  to  vasoconstriction  which  occurs  equally 
and  simultaneously  in  both  feet  as  it  does  in  a nor- 
mal monkey;  but  on  heating  vasodilatation  occurs 
very  slowly  in  the  foot  opposite  to  the  operated 
cortex,  whereas  in  the  ipsilateral  foot  it  is  prompt 
and  normal  in  character.  This  alteration  in  the 
vasodilator  mechanism  is  marked  immediately  after 
operation,  but  disappears  slowly  in  the  course  of 
several  weeks.” 

Careful  controls  have  been  made  which 
afford  further  indication  that  the  disturb- 
ance is  specific  to  the  premotor  area;  full 
details  will  be  given  in  the  account  of  this 
work  which  will  shortly  be  published  in  ex- 
tenso.  The  conclusion  is  warranted  from 
Dr.  Kennard’s  studies  that  the  cerebral  cor- 
tex is  intimately  concerned  with  the  regula- 
tion of  vasomotor  reflexes. 

The  other  autonomic  functions  represent- 
ed in  the  cortex  have  not  yet  been  thorough- 
ly studied.  After  removing  the  premotor 
area  from  chimpanzees  the  affected  extremi- 
ties are  moist  during  the  first  four  or  five 
days  after  the  procedure,  whereas  the  normal 
extremities  are  drier.  This  augmentation  of 
sudorific  activity  tends  to  disappear  after 
the  first  week,  and  it  has  not  yet  been  deter- 
mined to  what  extent  the  phenomenon  is  de- 
pendent upon  alterations  in  the  vasomotor 
mechanism.  In  man  following  cortical  in- 
juries increased  sudorific  activity  may  per- 
sist for  much  longer  periods.4 

Salivation  has  been  produced  by  stimula- 
tion of  area  6b  and  it  has  occurred  as  a man- 
ifestation of  focal  epileptic  seizures  when 
tumors  or  other  irritating  agents  have  en- 
croached upon  this  region.  Foerster  and 
Penfield9  have  noticed  that  scars  in  the  re- 
gion of  area  6b  have  also  given  rise  to  epi- 
leptic manifestations  associated  with  chew- 


ing and  salivation.  Bechterew3  believed  that 
he  had  demonstrated  an  area  in  the  lateral 
surface  of  the  dog’s  cortex  which  evoked 
salivation  on  stimulation.  This  was  looked 
upon  as  highly  significant  in  view  of  the  in- 
timate relation  of  conditioned  reflexes  to 
salivation.  However,  Bechterew’s  salivation 
area  in  the  dog  has  not  been  isolated  by  sub- 
sequent investigators  (Pavlov). 

Fall  in  blood  pressure  has  been  frequently 
recorded  in  response  to  stimulation  of  the 
motor-premotor  region.  Lewandowsky  and 
Weber  in  190617  were  able  to  induce  a strik- 
ing fall  in  the  blood  pressure  of  dogs  by 
stimulation  of  the  cruciate  sulcus.  Dusser 
de  Barenne  and  Kleinknecht8  confirmed  this 
finding  and  attributed  it  to  widespread  vaso- 
dilatation, possibly  associated  with  inhibi- 
tion of  the  heart.  Bechterew3  stated  that  the 
heart  is  readily  inhibited  from  the  cortex, 
but  subsequent  investigators  have  had  diffi- 
culty in  obtaining  the  result  and  it  would  ap- 
pear that  very  strong  stimulation  must  be 
employed  to  achieve  it.  The  relation  of  the 
vagal  nuclei  to  the  cortex  obviously  deserves 
further  study. 

The  bladder,  vagina,  penis,  rectal  muscula- 
ture and  other  quasi-autonomic  organs  also 
find  representation  in  the  cortex,  which  has 
long  been  recognized  from  the  work  of  Ley- 
ton  and  Sherrington  and  others,  and  needs 
no  especial  comment.  The  cortical  control 
of  the  pupils  is  also  well  recognized  and  is 
readily  demonstrated  by  stimulation  of  the 
cortical  eye  fields.  The  relation  to  the  cor- 
tex of  other  autonomic  functions,  such  as 
gastric  secretions  and  the  secretion  of  the 
endocrine  glands,  are  all  problems  for  future 
study. 

VII.  DISCUSSION 

Proof  of  the  existence  of  autonomic  rep- 
resentation in  the  cortex  makes  more  intel- 
ligible the  visceral  concomitants  of  many  re- 
actions known  to  be  integrated  at  the  corti- 
cal level.  Thus  the  prompt  “psychic”  secre- 
tion of  saliva  and  gastric  juice  which  occurs 
on  sight  of  appetizing  food  or  on  hearing 
a familiar  dinner-gong  is  clearly  the  out- 
come of  a complex  cortical  integration,  and 
the  stimulus  for  active  secretion  must,  I 
think,  come  directly  from  the  cortex.  The 
blush  of  embarrassment  is  similarly  the  di- 
rect outcome  of  more  complex  cortical  in- 
tegration. I have  determined  the  latent  pe- 
riod of  the  blush  in  a susceptible  subject, 
and  have  found  it  to  be  not  more  than  three 
seconds  from  the  time  of  utterance  of  a 
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word  to  which  the  subject  was  prone  to  re- 
act. The  exact  time  interval  is  perhaps  of 
some  significance,  for  it  indicates  that  the 
vasomotor  integration  is  probably  simulta- 
neous with  the  general  cortical  integration, 
the  peripheral  latency  of  vasodilatation  be- 
ing itself  nearly  three  seconds.  One  can 
easily  conceive  that  the  vasomotor  reactions 
essential  for  heat  regulation  may  be  gov- 
erned entirely  subcortically,  for  complex 
adaptive  behavior  of  the  organism  is  not 
materially  benefited  by  alterations  of  tem- 
perature ; but  complex  adaptive  behavior  is 
facilitated  by  the  blush  and  by  other  specific 
reactions  involving  the  autonomic  system 
such  as  the  anticipatory  secretions:  saliva, 
gastric  juice,  etc.  To  find  that  some,  at 
least,  of  these  specific  responses  are  elicit- 
able  by  direct  stimulation  of  the  cortex  is 
highly  illuminating,  and  it  serves  to  empha- 
size the  closeness  of  association  between  the 
somatic  and  the  visceral  functions  of  the 
body.  It  throws  light,  moreover,  upon  the 
vegetative  disturbances  which  form  so 
prominent  a part  of  certain  mental  states 
and  diseases,  and  it  invites  closer  study  on 
the  part  of  the  neurologist  and  the  neuro- 
physiologist of  the  vegetative  concomitants 
of  all  lesions  of  the  brain.  Finally,  if  one 
be  permitted  to  end  on  a more  general  note, 
I think  the  demonstration  of  autonomic  rep- 
resentation of  the  cerebral  cortex  gives  wel- 
come and  vivid  testimony  of  the  essential 
unity  of  the  organism. 

VIII.  SUMMARY 

The  hypothalamic  and  medullary  centers 
concerned  in  regulating  visceral  activities 
are  held  in  check  by  centers  lying  ros- 
trally  in  the  forebrain.  These  higher  cen- 
ters, therefore,  must  also  play  a part  in  the 
regulation  of  visceral  functions.  The  ex- 
tent to  which  the  cerebral  cortex  is  involved 
has  been  briefly  considered. 

Bilateral  extirpation  of  the  premotor  cor- 
tical areas  of  monkeys  leads  to  great  in- 
crease in  peristaltic  movements  of  the  entire 
gut,  which  in  certain  cases  has  caused  spon- 
taneous intussusception  with  obstruction. 
Great  augmentation  in  peristaltic  move- 
ments may  also  be  induced  by  faradic  stim- 
ulation of  the  frontal  lobes,  and  this  disap- 
pears when  the  vagi  are  sectioned.  Evidence 
is  given  indicating  that  both  excitatory  and 
inhibitory  representation  of  the  gut  muscu- 
lature is  present  in  the  frontal  lobes. 

Stimulation  of  the  frontal  region  causes 


widespread  vasodilatation,  with  fall  in  blood 
pressure.8  Isolated  removal  of  the  premotor 
area  of  monkeys  and  chimpanzees  causes  in- 
creased sweating  on  the  opposite  side  of  the 
body  with  a fall  in  temperature  which  is 
probably  independent  of  sudorific  activity. 
If  an  animal  with  a premotor  lesion  is 
placed  in  a warm  atmosphere,  the  normal 
extremities  exhibit  immediate  reflex  vasodil- 
atation whereas  the  extremities  opposite  the 
lesion  fail  to  do  so.  This  indicates  impair- 
ment of  the  reflex  vasodilator  mechanism.16 

Salivation  has  been  produced  in  monkeys 
by  stimulation  of  area  6b  and  it  occurs  in 
man  as  a result  of  pathological  lesions  sit- 
uated in  this  region. 

The  well  recognized  representation  of  the 
pupils,  bladder  and  vaginal  and  anal  mus- 
culature in  the  cerebral  cortex  is  touched 
upon. 
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SOME  BASIC  PRINCIPLES  IN  THE  TREATMENT  OF 
HEART  FAILURE* 


MYRTON  S.  CHAMBERS,  M.D.,  F.A.C.P.+ 

FLINT,  MICHIGAN 

The  treatment  of  cardiac  failure  becomes  more  and  more  interesting  as  our  knowl- 
edge of  the  pathological  physiology  broadens  and  our  insight  into  the  rationale  and  basic 
principles  of  treatment  increases.  Information  concerning  these  principles  has,  during 
the  last  few  years,  appeared  from  many  different  angles.  It  is  the  purpose  of  this  paper 
to  present  some  of  the  more  important  of  these  findings  and  discuss  them  in  relation  to 
their  application  in  everyday  practice.  Before  doing  this  it  would  be  well  to  briefly 
discuss  the  pathological  physiology  of  cardiac  failure. 


PATHOLOGIC  PHYSIOLOGY  OF  CARDIAC 
FAILURE 

Cardiac  failure  is  now  generally  believed 
to  be  due  to  decreased  cardiac  output17  re- 
sulting from  weakened  ventricular  contrac- 
tions. Functionally  the  heart  becomes  un- 
able adequately  to  pump  blood  from  the 
venous  to  the  arterial  side  of  the  circulatory 
system.  This  insufficiency  produces  an  in- 
creased venous  pressure  contributing  to  car- 
diac dilatation  centrally  and  congestion  cya- 
nosis and  edema  peripherally.  Reserve  capil- 
laries are  opened  early  in  an  endeavor  to 
compensate  for  a decrease  in  the  volume 
flow  of  blood  while  other  arterioles  and  cap- 
illaries reflexly  contract  to  prevent  an  injuri- 
ous fall  of  blood  pressure  or  a slowing  of 
the  circulatory  rate.  Finally  as  cardiac 
weakness  progresses  the  clinical  symptoms 
of  heart  failure  are  manifested.  Broadly 
speaking  they  can  be  considered,  the  result 
of  tissue  anoxemia  and  venous  and  capillary 
congestion. 


•Presented  in  outline  form  before  the  Section  on  Internal 
Medicine  at  the  annual  meeting  of  the  Michigan  State 
Medical  Society  at  Grand  Rapids,  Michigan,  September  13, 
1933. 
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In  the  lungs  because  of  the  congestion  and 
edema  there  is  a thickening  and  stiffening 
of  the  alveolar  walls,  hindering  the  ex- 
change of  gases  between  the  atmosphere  and 
the  blood  and  contributing  to  the  early  find- 
ing of  reduced  pulmonary  volume  and  de- 
creased vital  capacity.  Nervous  reflexes 
arising  in  the  lungs  and  later  the  accumula- 
tion of  lactic  acid  and  carbon  dioxide  stimu- 
late the  respiratory  center,  causing  dyspnea. 
Dyspnea  in  turn  causes  an  increased  pul- 
monary ventilation  often  doubling  the 
amount  of  inspired  air.19  As  a result  of  the 
increased  ventilation  the  oxygen  saturation 
of  the  blood  is  low  while  the  C02  and  lactic 
acid  content  remains  high.29  This  is  par- 
tially compensated  for  by  a greater  utiliza- 
tion of  oxygen  by  the  tissues  as  shown  by 
an  increased  arterio-venous  oxygen  differ- 
ence.42’ 43  In  the  tissues,  as  a result  of  the 
anoxemia,  certain  metabolic  changes  occur 
which  are  manifested  by  a disturbance  of 
the  acid  base  equilibrium.  Early  this  is  ag- 
gravated by  upset  kidney  function,  the  result 
of  congestion,  and  later  by  the  accumulation 
of  lactic  acid  which  has  failed  to  be  oxidized 
to  carbon  dioxide  and  water  or  converted 
into  blood  glucose.  These  metabolic  disturb- 
ances decrease  further  the  functional  capac- 
ity of  the  heart  muscle  so  that  with  advance- 
ment in  failure  a vicious  circle  is  established. 
While  the  metabolism  of  cardiac  muscle  is 
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not  thoroughly  understood  it  is  well  estab- 
lished that  certain  metabolites  such  as  lactic 
acid,  creatine  and  phosphates  are  formed 
during  systole  and  that  normally  they  are 
oxidized  or  reconverted  into  glycogen  and 
phosphagen  during  diastole.  This  process, 
from  a dynamic  standpoint,  furnishes  a 
means  for  the  heart  to  recover  the  energy 
during  diastole  which  it  has  expended  dur- 
ing the  previous  systole.  But,  in  the  pres- 
ence of  heart  failure  this  sequence  of  events 
is  not  completed,  metabolites  are  allowed  to 
accumulate,  which  means  that  the  expended 
energy  has  not  been  fully  recovered  and  that 
myocardial  weakness  is  gradually  increasing. 

With  this  sketchy  account  of  the  patho- 
logical physiology  of  cardiac  failure  in  mind 
let  us  focus  our  attention  on  means  of  com- 
bating these  functional  disturbances.  Ob- 
viously our  therapeutic  efforts  should  cen- 
ter around  two  main  principles.  First,  at- 
tempts should  be  made  to  restore  to  normal 
the  lowered  cardiac  output,  and,  secondly, 
the  demands  on  the  heart  should  be  reduced 
to  a minimum. 

MEASURES  INTENDED  TO  INCREASE  THE 
CARDIAC  OUTPUT 

Many  factors  active  in  increasing  the  car- 
diac output  are  susceptible  to  outside  influ- 
ences. While  closely  related  and  interde- 
pendent they  can,  broadly  speaking,  be 
grouped  under  two  general  heads:  first, 
those  processes  considered  to  be  of  a meta- 
bolic nature  and,  secondly,  those  more  prop- 
erly thought  of  as  mechanical. 

1.  Metabolic  Factors 

Any  discussion  of  the  metabolic  processes 
will  necessitate  a separate  consideration  of 
the  important  factors  concerned,  remember- 
ing, at  the  same  time,  that  all  these  processes 
are  closely  related.  It  has  been  pointed  out 
that  in  the  normal  heart  the  accumulated 
metabolites  are  removed  during  diastole.  In 
the  failing  heart  this  recovery  process  is 
slowed.  Prolongation  of  the  diastolic  period 
may  then  furnish  sufficient  time  for  com- 
plete recovery.  This  can  be  accomplished  by 
bodily  rest  and  the  administration  of  vari- 
ous regimes  selected  according  to  the  special 
features  presented.  The  effect  of  prolonging 
the  diastolic  period  can  be  enhanced  by  any- 
thing which  will  aid  in  the  completion  of 
the  metabolic  processes  occurring  normally 
during  that  period. 

(a)  Oxygen  Requirement. — Of  the  meta- 


bolic factors  concerned,  oxygen  occupies  a 
most  prominent  position.  Meakins  and 
G.  T.  Evans28  working  with  rats  found  it 
impossible,  in  the  presence  of  an  adequate 
oxygen  supply,  to  reduce  the  glycogen  con- 
tent of  cardiac  muscle  by  severe  exercise. 
In  the  presence  of  anoxemia,  however,  the 
glycogen  content  was  easily  depleted.  Peters 
and  Barr,31  Meakins  and  Long29  and  Katz 
and  Long23  have  shown  that  there  is  a rapid 
accumulation  of  lactic  acid  in  the  muscles 
and  circulating  blood  whenever  the  oxygen 
supply  is  deficient.  Katz  and  Long  showed 
further  that  mammalian  heart  muscle  is  rel- 
atively intolerant  to  lactic  acid,  becoming  ex- 
hausted at  concentrations  of  .072  Gms,  per 
cent,  whereas  skeletal  muscle  is  able  to  with- 
stand lactic  acid  accumulation  up  to  .252 
Gms.  per  cent.  Hill22  has  demonstrated  that 
the  oxidation  of  lactic  acid  resulting  from 
muscular  activity  depends  upon  the  oxygen 
supply  to  the  tissues.  Whenever  this  is 
deficient  an  oxygen  debt  ensues  and  lactic 
acid  accumulates  in  the  muscles.  Redfield 
and  Medearis33  have  shown  that  the  ability 
of  the  turtle’s  heart  muscle  to  develop  ten- 
sion is  inversely  proportional  to  the  lactic 
acid  content  of  the  muscle  fibres.  Meakins 
and  Long29  showed  that  cardiac  failure  pa- 
tients have  a maximum  oxygen  utilization 
lower  than  normal  and  therefore  start  to 
build  up  an  oxygen  debt  sooner  than  normal. 
These  same  authors  believe  that  the  lactic 
acid  increases  with  advancement  in  the  car- 
diac failure  so  that  in  any  given  case  it  is 
proportional  to  the  severity  of  the  failure 
present.  Finally,  Katz  and  Long23  have 
shown  that  dilatation  and  failure  soon  result 
after  a reduction  in  the  oxygen  supply  to  the 
heart  muscle.  These  observations  emphasize 
the  important  role  played  by  oxygen  in  the 
metabolism  of  cardiac  muscle  and  suggest 
the  possibility  of  obtaining  beneficial  effects 
from  an  atmosphere  having  a high  oxygen 
concentration.  In  1921  Barach  and  Wood- 
well3  demonstrated  that  the  low  oxygen  sat- 
uration of  the  blood  in  cardiac  failure  could 
be  raised  to  normal  by  the  inhalation  of  an 
atmosphere  containing  40  to  60  per  cent 
oxygen.  Barach  and  Richards,  Jr.,4  demon- 
strated in  1931  the  beneficial  effect  obtained 
in  cardiac  failure  patients  placed  in  an  at- 
mosphere of  40  to  60  per  cent  oxygen.  They 
observed  a rise  in  the  arterial  oxygen  satu- 
ration to  normal,  a decrease  in  pulmonary 
ventilation  and  a decrease  in  the  accumula- 
tion of  acids  in  the  tissues.  These  changes 
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were  accompanied  by  clinical  improvement 
manifested  by  lessened  dyspnea  cyanosis  and 
edema.  Increased  oxygen  concentrations  are 
best  obtained  by  the  use  of  an  oxygen  room, 
but  where  this  is  impossible  the  oxygen  tent 
or  the  oxygen  tank  with  funnel  or  nasal 
catheters  afford  good  substitutes. 

(b)  Carbohydrate  Requirement. — While 
our  knowledge  of  the  chemical  details  of 
carbohydrate  metabolism  is  not  complete,  it 
is  well  established  that  the  source  of  energy 
for  muscular  contraction  is  closely  related 
to  the  breakdown  of  phosphagen  into  crea- 
tine and  phosphate  and  of  glycogen  into  lac- 
tic acid.  Part  of  the  lactic  acid,  about  one 
fourth,  is  oxidized  into  carbon  dioxide  and 
water;  the  remainder  is  carried  to  the  liver, 
where  it  is  rebuilt  to  glycogen,  which  is  later 
discharged  into  the  blood  as  glucose  and 
carried  to  the  heart  muscle  for  resynthesis 
into  muscle  glycogen.10’ 24’ 26  In  this  way 
glucose  is  conserved  for  use  by  the  muscles. 
Experimentally  its  importance  can  be  dem- 
onstrated by  the  production  of  hypoglyce- 
mia in  diabetics  with  heart  disease.  This 
procedure,  accomplished  by  the  use  of  insu- 
lin and  low  carbohydrate  diets,  has  fre- 
quently caused  clinical  and  electrocardio- 
graphic evidence  of  cardiac  damage  which 
could  be  relieved  by  glucose  administra- 
tion.44 

Edmunds  and  Cooper12  in  1925  obtained 
beneficial  results  from  the  intravenous  ad- 
ministration of  10  per  cent  glucose  to  dogs 
suffering  from  cardiac  failure  due  to  diph- 
theria toxins.  The  observations  of  Fred 
Smith36  lead  him  to  conclude  that  patients 
with  congestive  failure  require  less  digitalis 
and  improve  more  rapidly  when  a plentiful 
supply  of  carbohydrate  is  administered. 
Where  possible  it  seems  better  to  supply 
glucose  by  means  of  a high  carbohydrate 
diet  so  that  its  gradual  absorption  and  dif- 
fusion will  allow  the  maintenance  of  a high 
glucose  content  in  the  blood  and  tissues 
without  radical  adjustments  of  the  blood 
volume.  When  the  intravenous  route  is  nec- 
essary small  amounts  of  hypertonic  glucose 
solutions,  25  to  50  per  cent,  probably  require 
less  rapid  adjustments  of  the  blood  volume 
than  larger  amounts  of  a less  concentrated 
solution. 

(c)  Quality  of  Circulating  Blood. — The 
advantage  gained  by  the  administration  of 
high  concentrations  of  oxygen  and  carbohy- 
drate is  partially  neutralized  by  any  condi- 
tions which  decrease  the  capacity  of  the 


blood  to  act  as  a transportation  medium  for 
these  substances.  Normal  individuals  living 
at  or  near  sea  level  have  an  almost  constant 
amount  of  hemoglobin.  This  together  with 
a normal  cardiac  output  adequately  feeds 
and  ventilates  the  tissues.  If  anemia  is  pres- 
ent, however,  the  oxygen-carrying  capacity 
of  the  blood  is  decreased  so  that  compensa- 
tory adjustments  become  necessary.  These 
adjustments  are  accomplished  largely  by  in- 
creasing the  cardiac  output.  Dautrebande11 
showed  that  a fifty  per  cent  reduction  of 
hemoglobin  caused  a compensatory  increase 
in  cardiac  output  and  that  reductions  below 
this  level  were  accompanied  by  a further 
proportional  increase.  Herrick  and  Nuzum20 
and  Herrick21  pointed  out  the  association  of 
angina  pectoris  with  severe  anemia  and  con- 
cluded that  it  is  due  to  myocardial  anoxemia 
secondary  to  the  anemia.  Its  frequency  in 
pernicious  anemia  and  its  disappearance  fol- 
lowing liver  therapy  is  now  a common  ob- 
servation. It  seems  important  therefore  to 
combat  any  existing  anemia.  This  can  best 
be  accomplished  by  appropriate  treatment  of 
infections,  the  administration  of  iron  or 
liver  extract  or  in  some  cases  by  the  per- 
formance of  blood  transfusion. 

General  anemia,  however,  is  only  part  of 
the  problem.  From  our  knowledge  of  the 
coronary  circulation  we  know  that  patholog- 
ical changes  or  spasm  or  both  may  cause 
anemia  of  the  heart  muscle,  thus  impairing 
its  function.  Many  studies  of  the  physio- 
logical and  pharmacological  influences  on 
coronary  flow  have  been  made.  In  1926 
Smith,  Miller  and  Graber37  showed  that  the 
rate  of  coronary  flow  is  a direct  function  of 
the  blood  pressure,  especially  the  diastolic 
pressure.  Later  Smith34  showed  that  the 
rate  of  coronary  flow,  within  certain  limits, 
is  directly  proportional  to  the  cardiac  rate. 
His34’ 35  observations  concerning  the  influ- 
ence of  certain  drugs  indicate  that  the  ni- 
trites, euphylline  and  theophylline  are  most 
effective  in  increasing  coronary  flow  while 
caffeine  sodio-benzoate  and  theobromine 
sodio-salicylate  have  little,  if  any,  similar 
action.  Gilbert  and  Fenn,14  working  with 
the  intact  animal,  concluded  that  the  order 
in  point  of  efficacy  of  these  drugs  is,  first, 
theobromine  and  its  salts,  second  euphyl- 
line, thirdly  theophylline  sodium  acetate  and 
lastly  caffeine.  The  clinical  results  reported 
by  Marvin27  and  Gilbert  and  Kerr15  indicate 
that  the  action  of  these  drugs  is  similar  in 
humans  to  that  found  by  Smith  and  Gilbert 
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and  Fenn  in  experimental  animals.  From 
a therapeutic  standpoint  these  authors  em- 
phasize the  fact  that  good  results  are  much 
more  consistently  obtained  in  the  arterio- 
sclerotic and  hypertensive  cases  than  in 
those  where  rheumatic  fever  or  syphilis 
form  the  etiological  background. 

2.  Mechanical  Factors 

(a)  Arrhythmias. — In  consideration  of 
the  mechanical  factors  concerned,  the  ar- 
rhythmias suggest  a mechanical  defect  like- 
ly to  cause  a decreased  cardiac  output.  Stew- 
art, Crawford  and  Hastings,41  working 
with  dogs,  found  a decrease  in  cardiac  out- 
put when  auricular  fibrillation  was  produced 
artificially.  Smith,  Walker  and  Alt38  deter- 
mined the  cardiac  output  of  patients  during 
and  after  irregularities  due  to  auricular 
fibrillation  and  extrasystoles.  Two  patients 
showed  an  increase  of  25  per  cent  in  the 
cardiac  output  after  auricular  fibrillation 
had  been  abolished.  One  of  these  patients 
showed  the  same  cardiac  output  when  the 
arrhythmia  was  due  to  extrasystoles  as 
when  due  to  auricular  fibrillation.  Restora- 
tion of  normal  rhythm  was  accompanied  by 
an  increase  of  twenty-nine  per  cent  in  the 
cardiac  output.  Three  patients  with  com- 
plete heart  block  were  studied  by  these  au- 
thors and  found  to  have  a normal  output 
while  at  rest.  Barcroft,  Boch  and  Rough- 
ton5  observed  a marked  decrease  in  cardiac 
output  during  an  attack  of  paroxysmal 
tachycardia  in  a patient  otherwise  normal. 
These  findings  emphasize  the  importance  of 
correcting  arrhythmias  unless  contraindica- 
tions prevent. 

(b)  Myocardial  Tomcity. — As  long  as 
heart  muscle  tone  remains  normal,  dilatation 
is  confined  to  physiological  limits.  It  then 
occurs  as  a result  of  increased  demands  and 
makes  possible  an  increase  in  the  ventricular 
output.  The  almost  constant  association  of 
cardiac  dilatation  with  congestive  failure  is 
prima  facie  evidence  of  decreased  myocar- 
dial tonicity.  Under  such  conditions  abnor- 
mal dilatation  occurs,  the  ventricles  are  over- 
filled and  complete  emptying  does  not  occur. 
That  such  a heart  is  inefficient  has  been 
proven  by  Visscher  and  Starling,39  who,  by 
means  of  oxygen  consumption  studies,  were 
able  to  demonstrate  that  cardiac  efficiency 
decreases  as  the  diastolic  volume  increases. 
Under  these  conditions  a cardiac  tonic  such 
as  digitalis  is  definitely  indicated.  The  bene- 
fical  action  of  this  drug  is  now  generally  be- 


lieved to  be  closely  connected  with  the  re- 
sulting decrease  in  dilatation.  The  exacting 
measurements  performed  by  Richard  Bodo9 
have  shown  that  digitalization  not  only  de- 
creases the  diastolic  volume  of  the  failing 
heart  but  enables  it  to  do  the  same  amount 
of  work  at  this  smaller  volume.  This,  as 
Visscher  and  Starling39  have  shown,  means 
that  the  heart  is  working  with  greater  effi- 
ciency. Finally  the  cardiac  output  measure- 
ments recently  made  by  Stewart  and  Colin40 
show  that  digitalis  actually  increases  the 
cardiac  output  in  such  patients. 

The  possibility  of  cardiac  dilatation  being 
increased  by  high  venous  pressure  and  in- 
creased blood  volume  seems  worthy  of  con- 
sideration. As  yet  blood  volume  measure- 
ments in  cardiac  failure  can  hardly  be  con- 
sidered accurate  but  the  accumulated  evi- 
dence seems  to  indicate  that  it  gradually  in- 
creases as  cardiac  failure  advances.  Assum- 
ing both  these  factors  to  be  contributory, 
one  would  expect  venesection  to  aid  in  di- 
minishing the  dilatation  present. 

For  years  venesection  was  popular  in  the 
treatment  of  cardiac  failure.  That  it  failed 
to  improve  many  cases  accounts  for  its  di- 
minished use  during  the  last  several  years. 
The  observations  of  Eyster  and  Middleton,13 
Gordon16  and  Meek  and  Eyster30  show  that 
patients  with  high  venous  pressures  fre- 
quently improve  after  venesection.  When- 
ever improvement  occurred  it  was  accom- 
panied by  a lowered  venous  pressure  and  a 
decrease  in  the  size  of  the  heart. 

It  seems  safe  then  to  conclude  that  im- 
paired muscle  tone,  as  manifested  by  abnor- 
mal dilatation,  is  the  direct  cause  of  de- 
creased cardiac  efficiency  and  that  it  can  be 
combated  by  digitalis  and  in  selected  cases 
by  venesection. 

(c)  Pulmonary  Ventilation. — Certain  me- 
chanical factors  are  useful  in  combating  the 
lowered  vital  capacity.  The  semi-Fowler’s 
position  allows  a greater  diaphragmatic  ex- 
cursion and  the  vertical  position  of  the 
lungs  causes  the  edema  and  congestion  to  be 
confined  to  the  bases.  For  the  same1  reason 
the  better  venous  return  from  the  brain  im- 
proves the  circulation  through  the  respira- 
tory center,  thus  decreasing  dyspnea  and 
contributing  to  the  comfort  of  the  patient. 
Frequently  the  vital  capacity  is  depressed  by 
the  accumulation  of  fluid  in  the  pleural  and 
abdominal  cavities.  Paracentesis  then  be- 
comes an  effective  measure  in  improving 
pulmonary  efficiency. 
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MEASURES  DESIGNED  TO  DECREASE  THE  DE- 
MANDS ON  THE  HEART 

Measures  intended  to  reduce  cardiac 
work  may  be  thought  of  as  playing  an  im- 
portant role  in  the  prevention  as  well  as  the 
cure  of  cardiac  failure.  While  they  are  of 
value  in  the  former  they  can  nevertheless  be 
used  to  advantage  in  the  latter,  especially  if 
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Fig.  1.  Curve  showing  the  computed  cardiac  output  values 
accompanying  weight  increases  in  an  individual  of  constant 
height. 

a lengthy  period  is  required  to  obtain  satis- 
factory cardiac  response.  That  absolute  rest 
in  bed  is  of  major  importance  is  emphasized 
by  the  work  of  Grollman,17  who  has  shown 
that  moderate  amounts  of  work  often  quad- 
ruple the  cardiac  output  in  normal  persons. 
The  investigations  of  Bansi  and  Groscurth2 
show  that  the  cardiac  output  in  failure  is 
less  at  rest  than  normal  and  that  it  does  not 
increase  normally  with  increased  muscular 
exertion.  They  have  shown  further  that 
after  exercise  the  output  is  maintained 
above  its  resting  level  longer  than  is  the  case 
with  normal  persons. 

(a)  Obesity. — Since  Laennec  in  1831  de- 
scribed the  “fatty  heart”  as  a clinical  entity 
there  has  been  much  controversy  concerning 
the  effect  of  fatty  deposits  in  and  between 
the  heart  muscle  fibres  and  the  relation  of 
such  deposits  to  general  obesity.  Recently 
Prodger  and  Dennig32  made  observations 
upon  the  functional  integrity  of  the  cardiac 
output  and  related  circulatory  functions  in 
obese  patients  otherwise  normal.  By  com- 
paring these  findings  with  like  measure- 
ments in  normal  persons,  showing  no  tend- 
ency to  obesity,  they  found  that  the  obese 
differed  from  the  others  in  several  ways  but 
because  of  the  normal  cardiac  output  and  ar- 
teriovenous oxygen  difference  these  investi- 
gators concluded  that  the  symptoms  so  fre- 
quently associated  with  simple  obesity  are 


not  due  to  insufficiency  of  the  circulatory 
system. 

Grollman’s17  studies  have  shown,  how- 
ever, that  normal  individuals  under  basal 
conditions  have  a cardiac  output  propor- 
tional to  the  surface  area.  This  value  he 
has  called  the  cardiac  index  and  finds  it  to 
be  2.2d=.3  litres  per  minute  per  square  me- 
ter of  body  surface.  In  other  words,  an  in- 
crease of  one  square  meter  in  body  surface 
requires  an  increase  in  cardiac  output  of  2.2 
litres  per  minute.  This  effect  may  be  better 
appreciated  by  reference  to  the  curve  shown 
in  Figure  1,  in  which  the  cardiac  output  of  a 
patient  of  constant  height  is  computed  for 
each  increase  in  body  surface  resulting  from 
gains  of  10  Ivgms.  in  body  weight. 

In  the  absence  of  cardiac  failure  or  ad- 
vanced cardiac  pathology  the  increased  car- 
diac work  occasioned  by  obesity  is  prob- 
ably of  little  or  no  significance.  But  where 
mild  or  advanced  cardiac  failure  is  present 
obesity  is  a factor  of  undoubted  importance 
and  should  be  combated  in  order  to  decrease 
demands  on  the  heart. 

(b)  Metabolic  Rate. — Grollman17  and 
Blumgart,  Gargill  and  Gilligan6  have  shown 
the  cardiac  output  and  the  rate  of  blood  flow 
to  be  proportional  to  the  height  of  the  met- 
abolic rate.  Any  reduction,  then,  in  the  rate 
of  metabolism  will  proportionately  reduce 
the  demands  on  the  heart;  this  factor,  to  a 
great  extent,  accounts  for  the  disappearance 
of  heart  failure  in  thyrotoxic  patients  fol- 
lowing thyroidectomy.  Recently  Levine  and 
Blumgart7, 8 and  their  coworkers  have  ob- 
served the  effect  of  removal  of  the  normal 
thyroid  gland  in  intractable  cases  of  cardiac 
failure.  Their  results  seem  very  encourag- 
ing. Further  observations  on  their  treated 
cases  will  be  most  valuable  in  fully  appre- 
ciating the  merits  of  this  procedure. 

(c)  Edema. — The  edema  of  cardiac  fail- 
ure is  due  to  increased  filtration  of  fluid 
through  the  capillary  walls  into  the  sur- 
rounding tissues.  The  rate  of  filtration  is 
known  to  be  proportional  to  the  height  of 
the  venous  pressure  above  the  osmotic  pres- 
sure of  the  plasma  proteins.  Landis25  dem- 
onstrated that  the  permeability  of  frogs’ 
capillary  walls  could  be  increased  by  reduc- 
tion of  their  oxygen  supply.  He  states: 
“This  effect  of  oxygen  lack  is  of  interest 
since  it  seems  probable  that  the  edema  of 
cardiac  decompensation  cannot  be  explained 
purely  in  terms  of  capillary  pressure.” 

The  effect  of  edema  per  se  on  the  circula- 
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tion  is  little  understood.  Many  have  as- 
sumed that  the  swollen  tissues  obstruct  the 
flow  of  blood  through  the  capillaries.  The 
work  of  Harrison  and  Pilcher18  along  this 
line  is  interesting.  These  investigators 
found  the  arterio-venous  oxygen  difference 
in  edematous  extremities  to  be  decreased  in 
direct  proportion  to  the  amount  of  edema 
present.  They  believe  these  findings  can  be 
accounted  for  only  by  an  increased  volume 
flow  of  blood  through  the  edematous  ex- 
tremities. This  they  attribute  to  a widening 
of  the  capillary  bed  in  response  to  stimula- 
tion arising  as  a result  of  anoxemia  of  the 
tissues  involved.  They  reason  that  such  an 
increased  flow  necessitates  an  increased  car- 
diac output  and  therefore  delays  recovery. 
Whether  one  assumes  that  edema  acts  as  an 
obstructing  agent  or  as  a stimulant  to  in- 
creased blood  flow,  it  seems  logical  to  direct 
treatment  toward  its  removal.  If  digitali- 
zation and  bed  rest  have  produced  only  par- 
tial reduction  of  the  edema  the  administra- 
tion of  diuretics  or  the  use  of  a neutral  diet 
and  ammonium  chloride  is  frequently  fol- 
lowed by  reduction  of  edema  and  further 
improvement  in  the  patient’s  condition. 

(d)  Diet. — The  mechanical  adjustments 
provoked  by  the  intake  of  food  have  been 
studied  by  Grollman17  and  others.  The  in- 
creased cardiac  output  found  is  variable,  be- 
ing modified  chiefly  by  the  bulk  of  the  meal, 
large  meals  causing  a greater  and  more  pro- 
longed increase  in  cardiac  output  than  small 
ones.  Aperia  and  Carlens1  studied  the  influ- 
ence of  proteins,  fats  and  carbohydrates 
taken  separately.  They  concluded  that  pro- 
tein caused  the  highest  and  most  prolonged 
rise  in  cardiac  output.  Fat  and  carbohy- 
drates were  compared  in  isodynamic  quan- 
tities, the  former  requiring  a lower  total 
cardiac  output  than  did  the  latter.  The  in- 
gestion of  fluids  has  long  been  known  to 
cause  definite  circulatory  adjustment.  When 
large  quantities  of  water  are  ingested  (2 
litres  in  15  minutes)  diuresis  starts  prompt- 
ly, the  urinary  output  rising  as  high  as  122 
c.c.  per  hour.  This  prompt  adjustment  pre- 
vents any  appreciable  dilution  of  the  blood 
so  that  a constant  blood  volume  is  main- 
tained. If,  on  the  other  hand,  similar  quan- 
tities of  normal  saline  are  taken,  the  urinary 
output  is  only  slightly  increased  during  the 
succeeding  twenty-four  hours.  The  hemo- 
globin concentration  may  fall  by  10  per  cent 
during  this  period,  indicating  that  dilution 
of  the  blood  proteins  and  increase  in  the 


blood  volume  has  occurred.  These  reactions 
are  of  greater  interest  when  compared  with 
the  results  of  cardiac  output  measurements 
made  by  Grollman.17  He  found  that  the 
taking  of  fluids  by  mouth  definitely  in- 
creased the  cardiac  output.  The  ingestion  of 
isotonic  salt  solution  and  Locke’s  solution 
caused  a more  marked  increase  than  did 
water.  This  he  concluded  was  due  to  a state 
of  plethora  in  the  vascular  system  resulting 
from  the  rapid  absorption  and  prolonged 
retention  of  isotonic  solutions  in  the  blood 
stream.  These,  together  with  observations 
previously  mentioned,  indicate  that  the  car- 
diac failure  patient  should  have  a concen- 
trated diet,  rather  low  in  protein,  high  in 
carbohydrate  and  having  a caloric  content 
arranged  to  correct  any  abnormalities  in 
weight. 

CONCLUSION 

Certain  therapeutic  procedures  have  been 
presented  from  the  standpoint  of  the  phys- 
iological principles  involved.  Many  of  these 
principles  are  still  theoretical  and  question- 
able. In  such  cases  the  final  word  can  only 
be  spoken  after  thorough  analysis  in  the 
laboratory  of  clinical  and  experimental  ob- 
servation : 
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COMPARATIVE  RESULTS  OF  TREATMENT  OF  SEVENTY 
CASES  OF  HYPERTENSION  WITH  LIVER  EXTRACT, 
DIATHERMY,  AND  DRUGS* 


RALPH  L.  FISHER,  A.B.,  M.D.,  F.A.C.P.,  and 
JAMES  B.  BLASHILL,  A.B.,  M.D. 

DETROIT,  MICHIGAN 

Heidenhain8  in  1891  was  the  first  to  show  a reduction  in  hypertension  by  the  use  of 
organ  extracts  and  among  others  that  of  liver.  Since  this  time  many  reports  have  been 
made  bearing  on  this  subject.  Major14  found  that  liver  extract  lowered  both  the  systolic 
and  diastolic  pressures,  in  some  cases  as  much  as  50  millimeters  of  mercury.  No  unto- 
ward effects  from  its  administration  were  encountered  by  him.  McDonald11  accidently 
discovered  that  liver  extract  lowered  blood  pressure  while  giving  it  to  patients  with  carci- 
noma. He12  also  found  that  discontinuing  the  extract  resulted  in  the  blood  pressure 
becoming  elevated  again  and  that  cases  of 
essential  hypertension  responded  best.  Al- 
ffausen1  and  others  discovered  that,  although 
the  extract  lowered  blood  pressure,  the 
symptomatic  relief  was  not  necessarily  pro- 
portional to  the  degree  of  fall  or  even  pres- 
ent in  some  instances.  Experimental  data 
have  been  supplied  by  James  and  Laughton9 
to  show  that  extracts  of  liver  reduce  hyper- 
tension in  dogs  and  this  reduction  may  be 
maintained  over  long  periods  of  time. 

Granger7  reports  considerable  success  in 
the  treatment  of  hypertension  with  the  use 


*From  the  Department  of  Internal  Medicine,  Jefferson 
Clinic  and  Diagnostic  Hospital. 


of  the  high  frequency  current.  He  found 
that  the  effect  was  upon  the  sympathetic 
nervous  system,  resulting  in  increased  urea 
output,  decrease  of  uric  acid,  increased  out- 
put of  carbon  dioxide  and,  locally,  a super- 
ficial analgesia.  Believing  that  with  in- 
creased resistance  the  heart  must  necessarily 
work  harder,  increasing  the  metabolism  of 
the  body  generally  will  lower  the  pressure. 
The  presence  of  an  advanced  stage  of  paren- 
chymatous nephritis,  where  hypertension  is 
necessary  for  the  proper  elimination  of 
urine,  he  contends  is  a contraindication  to 
the  use  of  diathermy.  Of  the  different 
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types  of  high  frequency  used  he  found  auto- 
conduction to  be  the  most  effective. 

Among  other  substances  and  methods 
that  have  been  employed  with  varying  de- 
grees of  success  are  sulphocyanate  of  soda 
by  Smith  and  Rudolph20  and  Berg5 ; Ergo- 
tamine Tartrate,  Ergotamine  and  Acetyl- 
choline combined  and  sodium  sulphocyanate 
by  Meakins  and  Scriver;16  potassium  thio- 
cyanate by  Fineberg;6  potassium  sulphocya- 
nate by  Maquire;15  potassium  bromide  and 
potassium  chloride  by  Allison;2  calcium 
chloride  by  Allison  and  Clark  ;3  and  the 
potassium  ion  by  Priddle.18  The  use  of 
nitroglycerin  has  been  found  by  Zeiss  and 
Brams23  to  lower  the  systolic  pressure  in 
three  cases  and  diastolic  in  six  cases  but 
caused  an  actual  elevation  in  six  other  cases. 
Wallace  and  Ringer21  report  only  a tempo- 
rary fall  of  blood  pressure  by  the  use  of 
nitroglycerin.  Mistletoe,17  corpus  luteum,19 
subtonin,10  watermelon  extract,22  benzyl  ben- 
zoate13 have  also  been  used.  Ayman4  found 
a few  drops  of  dilute  hydrochloric  acid 
given  daily  were  about  as  efficacious  as  any 
other  drug  used  and  concluded  that  serious 
and  enthusiastic  treatment  is  the  main  factor 
in  the  therapy.  This  author  suggests  that 
the  condition  of  essential  hypertension  may 
be  one  of  a vegetative  neurosis. 

During  a period  of  three  years  a group 
comprising  seventy  cases  of  hypertension 
has  been  studied.  All  patients  having  a 
systolic  pressure  of  150  or  over  and  a 
diastolic  pressure  of  100  or  over  were  con- 
sidered cases  of  hypertension.  The  ages 
have  ranged  from  twenty-five  to  seventy- 
nine  years,  the  average  being  55.2  years. 
Seventy-eight  per  cent  of  the  patients  were 
between  40  and  69  years  of  age,  1 1 per  cent 
were  over  69  years,  and  12  per  cent  were 
under  the  age  of  forty.  Average  duration 
of  observation  has  been  10.5  months,  al- 
though some  cases  have  been  under  treat- 
ment for  three  years  or  longer.  Sixty  pa- 
tients were  females  and  ten  males.  These 
patients  have  not  been  limited  to  those  suf- 
fering from  so-called  essential  hypertension. 
However,  an  effort  has  been  made  to  class- 
ify them  according  to  their  complications. 
They  have  been  seen  for  the  most  part  in 
routine  office  and  hospital  practice. 

The  group  of  seventy  has  been  divided 
into  three  classes.  Since  hypertension  has 
been  thought  by  many  to  be  a vegetative 
neurosis  and,  therefore,  that  the  beneficial 
results  from  any  form  of  therapy  could  be 


ascribed  to  suggestion,  it  was  deemed  best  to 
prescribe  the  usual  measures  of  general  hy- 
giene and  low-protein,  low-salt  diet  and  to 
administer  the  usual  sedatives  and  nitrites 
to  all  patients.  Thus  the  element  of  sug- 
gestion could  largely  be  ruled  out  and  the 
group  receiving  drugs  alone  would  serve  as 
an  excellent  control.  Consequently,  twenty- 
seven  patients  were  treated  with  drugs 
alone,  thirty-four  were  given  in  addition 
hypodermics  of  liver  extract,  and  in  eighteen 
other  cases  diathermy  was  instituted  in  addi- 
tion to  drugs. 

The  drugs  administered  to  Group  I con- 
sisted of  sedatives,  nitroglycerin  and  digi- 
talis when  indicated.  The  ages  ranged  from 
thirty  to  seventy-nine,  with  an  average  of 
fifty-four.  There  were  twenty-six  females 
to  one  male.  Average  time  of  observation 
was  seven  months.  Average  systolic  blood 
pressure  was  181  and  diastolic  101  before 
treatment.  After  treatment  was  instituted 
average  systolic  was  166  and  diastolic  98. 
This  represented  an  average  systolic  reduc- 
tion of  15  points  and  diastolic  of  3.  Eleven 
(40  per  cent)  were  completely  relieved  of 
their  symptoms,  six  (25  per  cent)  were 
partially  relieved,  seven  (25  per  cent) 
showed  no  relief.  Three  (11  per  cent) 
were  asymptomatic  before  treatment. 

Group  II,  consisting  of  thirty-four  cases, 
comprises  those  cases  that  have  also  been 
given  liver  extract.  Each  cubic  centimeter 
dose  of  the  preparation  used  represented  25 
grains  of  fresh  liver  substance.  It  has  been 
customary  in  the  majority  of  the  cases  to 
start  with  the  injection  of  one  cubic  centi- 
meter of  the  extract  three  times  a week  for 
a period  of  two  weeks,  then  two  injections 
a week  for  several  weeks,  and  after  that  one 
injection  a week  for  a long  period.  Injec- 
tions were  given  intramuscularly.  Ages  in 
this  group  ranged  from  twenty-five  to 
seventy-four,  average  fifty-three.  There 
were  twenty-eight  females  and  six  males. 
Average  time  of  observation  was  nine 
months.  Average  systolic  pressure  was  204 
and  diastolic  116  before  treatment.  After 
treatment  average  systolic  was  180  and  dias- 
tolic 107,  representing  average  systolic  re- 
duction of  24  and  diastolic  of  9.  Nineteen 
cases  (55  per  cent)  were  completely  re- 
lieved, eight  (23  per  cent)  partially  relieved, 
four  (11  per  cent)  experienced  no  relief, 
and  one  (2  per  cent)  was  worse;  two  (5  per 
cent)  were  asymptomatic.  There  were  no 
untoward  reactions  to  the  treatment  except 
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for  a slightly  sore  arm  for  several  days  after 
the  injection.  Many  patients  were  apparent- 
ly relieved  after  the  first  injection.  Several 
interesting  phenomena  were  noted  during 
period  of  observation.  In  Case  11  there 
was  a drop  of  from  230  to  150  systolic  and 
140  to  100  diastolic  after  treatment  for 
three  months.  Case  14  dropped  from  206 
to  154  systolic  and  110  to  90  diastolic  over 
a period  of  three  years.  After  cessation  of 
treatment  for  five  months  systolic  increased 
to  220  and  diastolic  120.  In  Case  25  after 
one  injection  there  was  a drop  of  30  points 
in  systolic  pressure  and  an  increase  of  10 
points  in  diastolic  with  symptomatic  relief. 
Pressure  gradually  increased  again  with  re- 
turn of  symptoms.  In  Case  27  there  was  a 
drop  of  50  points  systolic  and  43  diastolic 
after  one  injection,  with  a final  drop  of  32 
points  systolic  and  55  points  diastolic  and 
with  only  partial  symptomatic  relief.  Case 
30  showed  a drop  of  60  points  systolic  and 
10  diastolic  over  a period  of  five  weeks. 
Several  other  cases  showed  similar  drops. 

Eighteen  cases  made  up  the  group  that 
received  diathermy.  The  ages  ranged  from 
fifty  to  seventy-one,  average  fifty-eight,  of 
which  sixteen  were  females  and  two  males. 
Average  time  under  observation  was  sixteen 
months.  Average  systolic  pressure  was  192 
and  diastolic  111  before  treatment.  After 
treatment  systolic  was  189  and  diastolic  103. 
Average  reduction  in  systolic  pressure  was  3 
and  diastolic  8.  Four  cases  (22  per  cent) 
were  completely  relieved,  five  (27  per  cent) 
partially  relieved,  and  eight  (44  per  cent) 
experienced  no  relief.  One  (5  per  cent)  was 
worse.  None  of  these  cases  was  asymptom- 
atic before  treatment. 

DISCUSSION 

Of  the  three  groups  of  cases  studied,  the 
one  receiving  liver  extract  showed  the  most 
marked  improvement.  In  Group  I the  aver- 
age drop  in  systolic  and  diastolic  pressures 
was  15  and  3 respectively.  In  Group  II, 
24  and  9,  and  in  Group  III,  3 and  8.  In 
Group  I 40  per  cent  received  complete  relief 
of  symptoms  as  compared  with  55  per  cent 
in  Group  II  and  22  per  cent  in  Group  III. 
The  percentage  of  those  partially  relieved 
were  22,  23,  and  27  in  the  three  respective 
groups.  However,  seven  (25  per  cent)  in 
Group  I,  four  (11  per  cent)  in  Group  II,  and 
eight  (44  per  cent)  in  Group  III  received 
no  relief. 


Many  interesting  observations  and  deduc- 
tions have  been  made  from  a study  of  these 
patients.  The  two  most  common  symptoms 
complained  of  were  headaches  and  dizziness, 
the  former  occurring  in  55  per  cent  of  the 
cases  and  the  latter  31  per  cent.  Other 
symptoms  complained  of  were  rapid  pulse, 
heartburn,  nosebleed,  precordial  pain,  poor 
memory,  shortness  of  breath,  insomnia,  poor 
vision,  nocturia,  frequency  and  generalized 
weakness.  Four  cases  were  without  symp- 
toms referable  to  elevation  of  blood  pres- 
sure. It  was  observed  that  the  fall  in  pres- 
sure was  not  always  commensurate  with 
the  relief  of  symptoms  obtained.  In 
Case  2,  Group  I,  the  patient  had  no  reduc- 
tion in  the  blood  pressure  but  did  experience 
complete  relief  under  treatment,  although  he 
had  previously  had  a drop  of  32  points  in 
systolic  pressure  following  cholecystectomy 
but  without  relief  of  symptoms.  In  Case 
7,  however,  the  patient  experienced  no  relief 
from  symptoms  in  spite  of  a drop  of  62 
points  in  systolic  and  10  in  diastolic  pres- 
sure. 

The  incidence  of  females  to  males  was 
very  high,  seven  to  one.  In  Jane  way’s 
series  hypertension  was  15.6  per  cent  and  in 
Bell  and  Dawson’s  group  1.4  per  cent  more 
frequent  in  males,  whereas  in  Boas  and 
Fineberg’s  group  females  were  two-thirds 
more  frequently  encountered  and  twice  as 
often  in  Blackford,  Bowers  and  Baker’s 
series. 

The  blood  pressure  of  those  patients  re- 
ceiving liver  extract  was  higher  than  in  the 
other  groups  and  it  was  in  this  group  that 
most  striking  results  were  obtained.  Other- 
wise the  degree  of  hypertension  did  not  af- 
ford any  prognostic  value  insofar  as  the  re- 
sults obtained  were  concerned.  Of  the  seventy 
cases,  twenty-eight  (40  per  cent)  had  some 
cardiorenal  involvement.  Only  32  per  cent 
of  these  cases  obtained  complete  relief  as 
compared  with  83  per  cent  of  the  essential 
hypertension  group  that  experienced  relief. 
Only  one  case  in  the  cardiorenal  group  was 
definitely  made  worse  by  a fall  in  blood 
pressure.  One  patient  in  the  group  had  a 
brain  tumor.  One  had  lues.  One  patient 
has  since  died  of  cerebral  hemorrhage,  al- 
though systolic  pressure  was  reduced  22  and 
diastolic  12  points.  It  has  been  generally 
considered  unwise  to  administer  nitrites 
over  a long  period  of  time.  No  permanent 
ill  effects  were  noted  from  prolonged  use 
of  nitroglycerin  although  some  patients  re- 
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ceived  this  drug  more  or  less  continuously 
for  a period  of  two  or  three  years. 

Only  11  per  cent  of  the  cases  revealed  a 
familial  history  of  hypertension.  This 
figure,  however,  is  probably  low  because  in 
many  instances  there  was  a lack  of  definite 
knowledge  on  the  part  of  the  patient  of  the 
family  history.  Eleven  of  the  cases  were 
associated  with  menopause.  Twenty-eight 
per  cent  of  the  seventy  cases  had  an  asso- 
ciated obesity.  The  average  weight  of  these 
patients  was  175  and  average  ideal  weight 
150  pounds.  Of  the  cases  studied  under 
forty  years  of  age,  only  two  were  of  the 
essential  hypertension  type.  Forty-five  per 
cent  of  the  cases  of  diabetes  studied  in  the 
clinic  in  the  last  two  years  had  an  associated 
hypertension.  The  average  systolic  pressure 
of  these  patients  was  175,  average  diastolic 
100,  average  age  54,  and  average  fasting 
blood  sugar  196. 

CONCLUSIONS 

1.  The  administration  of  liver  extract 
with  sedatives  and  nitroglycerin  has  proved 
the  most  effective  treatment  in  essential 
hypertension. 

2.  Cases  having  cardiorenal  complica- 
tions reacted  much  less  favorably  to  treat- 
ment than  those  of  essential  hypertension. 
Drug  therapy  was  just  as  effectual  in  the 
former  group. 

3.  Diathermy  combined  with  drugs  af- 
forded less  relief  than  when  drugs  were 
used  alone. 

4.  Reduction  in  blood  pressure  caused 
practically  no  ill  effects  in  all  three  groups. 

5.  The  symptomatic  relief  obtained  did 
not  always  parallel  the  drop  in  blood  pres- 
sure. 

6.  Obesity  was  encountered  in  a little 
over  one-fourth  of  the  cases  studied. 

7.  In  the  series  of  diabetic  patients  hy- 


pertension was  encountered  in  nearly  half 
the  cases. 

8.  Menopause  was  associated  with  hy- 
pertension in  only  1 1 per  cent  of  the  cases, 
although  females  predominated  seven  to  one 
in  the  series. 

9.  Essential  hypertension  was  encoun- 
tered in  only  two  cases  under  forty  years 
of  age,  representing  an  incidence  of  2.8  per 
cent  occurring  under  this  age. 

10.  Prolonged  administration  of  nitro- 
glycerin caused  no  permanent  ill  effects. 
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CALCINOSIS— EXTENSIVE  DEPOSITS  IN  THE  HAND  AND  ARM 


L.  E.  HAMLIN,  M.D.,  F.A.C.S.f 
Surgeon-in-charge,  Penn  Hospital 
NORWAY,  MICHIGAN 

Calcium  deposits,  occurring  in  almost  every  part  of  the  human  body,  have  been  de- 
scribed in  medical  literature.  Extensive  treatises  have  been  written  on  the  subject  and 
various  forms  associated  with  other  diseases,  noted.  Yet  observation  of  the  condition, 
particularly  in  the  field  of  general  practice,  appears  to  be  sufficiently  rare  to  warrant  the 
publication  of  the  following  case. 

The  etiology  has  not  been  definitely  established  although  numerous  theories  have  been 
advanced  as  to  its  origin.  These  include  results  of  inflammatory  reactions  and  disturb- 


ances of  inorganic  calcium  metabolism 
similar  in  character  to  gout,  except  that  cal- 
cium salts  are  deposited  instead  of  urates. 
Skossogorenko5  states  that  the  term  “Calci- 
nosis” is  applied  to  a somewhat  rare  and 
peculiar  disease  involving  calcium  metabo- 
lism, the  etiology  of  which  is  not  clear  and 
the  treatment  for  which  has  not  been  deter- 
mined. Clinically,  the  disease  shows  multi- 
ple deposits  of  calcium  salts  in  the  subcuta- 
neous, peri-articular,  peri-tendinous,  peri- 
muscular,  peri-nervous,  peri-vascular,  adi- 
pose or  interstitial  tissues.  The  deposits 
vary  in  size  from  a millet  seed  to  a pigeon 
egg  and  usually  have  the  appearance  of 
platelets,  clots  or  crumb-like  masses  with 
smooth  but  mostly  uneven  edges.  Each 
case  differs  as  to  the  distribution  of  the  cal- 
cium deposits  as  well  as  to  the  tissue  they 
select.  In  the  Riese  case,  they  appeared  in 
the  finger-tips  after  a needle-prick.  How- 
ever, such  deposits  are  mostly  grouped 
about  the  larger  joints,  around  the  attach- 
ments of  tendons  and  aponeuroses,  resulting 
in  reduced  motion  or  even  immobility  and 
producing  malposition  of  the  limbs.  All 
ages  are  subject  to  the  disease  but  most 
authors  agree  that  in  younger  individuals 
it  is  more  widely  distributed  and  clinically 
more  acute.  In  the  areas  of  localization  of 
the  calcium,  ganglionic  abscesses  may  form 
which  discharge  a gruel-like  mass.  With 
adults,  on  the  contrary,  the  location  of  the 
disease  is  more  limited  in  its  distribution 
and  its  clinical  course  more  benign. 

In  a series  of  reported  cases,  the  disease 
sometimes  began  without  any  definite  cause 
and  no  pathological  symptoms  were  evident. 

tDr.  L.  E.  Hamlin  is  a graduate  of  University  of  Toronto, 
1922.  He  was  Assistant  in  Surgery,  Henry  Ford  Hospital, 
Detroit,  Michigan,  1923-1925;  Surgeon,  Ford  Motor  Com- 
pany, Iron  Mountain,  Michigan,  1925-1929;  Surgeon,  Penn 
Iron  Mining  Company,  Norway,  Michigan,  1929-1934.  He 
is  a Fellow  of  the  American  College  of  Surgeons  (1931)  and 
Medical  Director,  Penn  Iron  Mining  Company  Hospital, 
Norway,  Michigan. 


In  other  cases,  there  were  noted  adenomata 
of  the  epithelial  structures  (Selye)  ; hypo- 
plasia of  the  inner  genitalia  and,  in  connec- 
tion with  menstruation,  marked  variation  in 
the  calcium  content  of  the  blood  (Shamoff)  ; 
nephritis  (Schintzer  and  Selye)  ; Tubercu- 
losis (Lowenbach)  ; Scleroderma  (Krause, 
Durham)  ; rachitic  affections  of  the  whole 
skeleton  and  joint  involvement. 

Infectious  diseases  sometimes  preceded 
the  condition.  In  Parkes’  case,  the  patient 
had  had  scarlet  fever  and  diphtheria  two 
years  before.  In  Aesenberg’s  case,  there 
had  been  malaria.  Most  authors  note  an 
atrophy  of  the  skeleton  with  this  disease  and 
Schulze  states  that  this  must  be  considered 
not  as  the  result,  but  as  the  beginning  of  the 
disorder  in  the  calcium  metabolism.  Local 
accumulation  is  curtailed  by  liquefaction  and 
expelling  the  contents  of  the  lesions.  Tash- 
iro6  is  of  the  opinion  that  calcification  need 
not  necessarily  be  preceded  or  accompanied 
by  an  abnormal  amount  of  calcium  in  the 
blood,  the  essential  feature  for  pathologic 
and  normal  processes  of  calcification  being 
the  local  production  of  ammonia  or  any 
other  base  forming  compound  with  the  nor- 
mal supply  of  calcium.  This  may  follow 
infection,  mechanical  irritation  or  changes 
in  physiologic  protein  metabolism  at  the 
same  point. 

Watt7  states  that  there  is  no  evidence  of 
any  cellular  activity  concerned  in  the  deposi- 
tion of  calcium  salts  but  that  there  is  evi- 
dence for  their  appearance  here  by  precipi- 
tation. The  precipitation  may  be  originally 
in  the  form  of  carbonate  and  phosphate  of 
calcium  or  may  be  as  a calcium  soap  formed 
by  reaction  with  a fatty  acid  and  later  grad- 
ually converted  into  the  carbonate  and  phos- 
phate. 

Cases  of  calcinosis  associated  with  other 
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pathologic  processes  such  as  scleroderma 
and  Raynaud’s  disease  have  been  reported 
by  Durham,2  Scholz4  and  others.  In  the 
case  here  reported  no  evidence  of  other 
pathologic  change  was  found. 

Kennedy3  reported  a case  of  calcinosis 


with  deposits  occurring  in  the  ante-cubital 
spaces,  axillae,  and  popliteal  spaces,  region 
of  the  hips  and  over  the  lower  portion  of  the 
spine.  X-rays  revealed  extensive  calcium 
deposits  in  the  skin  and  subcutaneous  tissues 
and  in  the  fascial  sheaths  and  tendons.  On 
a ketogenic  diet  the  child,  five  years  later, 
was  well  clinically  and  the  calcium  deposits 
had  disappeared. 

Craig  and  Lyall1  reported  “A  Case  of  Cal- 
cinosis Universalis  and  a Suggested  Method 
of  Treatment.”  The  patient,  a girl  of  five 
years,  was  seen  in  March,  1927,  and  x-rays 
revealed  many  calcareous  deposits  in  the 
soft  tissues.  Di-sodium  phosphate  drachms 
1 was  given  orally  four  times  a day.  Within 
six  weeks  the  calcareous  masses  were  gone, 
feppson  noted  an  increase  in  the  excretion 
of  calcium  in  feces  in  children  after  the 
administration  of  di-sodium  phosphate. 

REPORT  OF  CASE 

Mr.  A.  L.,  aged  twenty-three,  a machine  operator, 
reported  for  treatment  of  an  infected  finger  in  De- 
cember, 1926.  He  stated  that  about  six  years  pre- 
viously he  had  had  a sliver  in  the  end  of  the  middle 
finger  of  the  right  hand  which  a friend  attempted 
to  remove,  unsuccessfully,  with  a jack-knife.  Shortly 
after  this  he  noticed  a wart-like  growth  where  the 
sliver  had  entered.  Later  he  noticed  a swelling 


about  the  middle  joint  of  this  finger.  This  was  fol- 
lowed by  a swelling  in  the  palm  of  the  hand  which 
subsided  some  time  after.  About  four  years  later 
he  noticed  other  lumps  on  the  hand.  These  ap- 
peared first  as  small  raised  nodules  which  were  not 
painful  or  tender.  For  about  a month  they  grad- 
ually increased  in  size  but  have  not  grown  larger 
since  that  time.  He  next  observed  that  the  fingers 


of  the  right  hand  began  to  swell  and  become  stiff. 
About  a week  before  he  reported  for  medical  atten- 
tion, he  received  a scratch  on  the  second  finger  just 
at  the  middle  joint.  Three  days  later,  he  felt  pain 
and  tenderness  in  this  area. 

Examination  revealed  an  adult  white  male  of 
twenty-three  years  somewhat  underweight  and  un- 
dernourished. His  family  history  was  negative.  He 
stated  that  he  had  attacks  of  nausea  and  vomiting 
some  time  previously,  accompanied  by  pain  in  the 
region  of  the  appendix.  Several  erythematous 
patches  were  present  on  the  skin,  over  the  elbows, 
legs  and  back  of  the  neck.  The  skin  was  quite  dry. 
The  cervical,  submaxillary,  axillary  and  inguinal 
glands  showed  some  enlargement.  The  thyroid 
gland  was  palpable  but  no  definite  evidence  of  hy- 
perthyroidism was  present.  The  heart  sounds  were 
normal  and  the  lungs  showed  no  evidence  of  pa- 
thologic change.  Examination  of  the  abdomen  re- 
vealed a slight  tenderness  over  McBumey’s  point. 
No  enlargement  of  the  spleen  or  liver  was  detected. 
Temperature  was  98.2.  Pulse  was  92,  regular  and 
of  good  volume,  respirations  16.  Systolic  blood 
pressure  was  120,  the  diastolic  90. 

Scattered  over  the  dorsum  of  the  right  hand  and 
particularly  around  the  joint  region  were  several 
raised  hard  lumps.  These  were  not  painful  or  ten- 
der. They  varied  in  size  from  a small  pea  to  a 
walnut.  On  the  tops  of  several  of  the  larger-sized 
swellings  were  small  whitish  areas  resembling 
pustules.  The  skin  over  the  remainder  of  these 
lumps  was  quite  dusky  in  color.  The  fingers  were 
swollen  about  the  middle  and  distal  joints  and  were 
held  in  a position  of  semi-flexiom.  Digital  motion 
was  somewhat  limited.  There  was  very  little  loss  of 
power  in  the  hand.  The  second  finger  showed  a 
small  sinus  at  the  middle  joint,  exuding  caseous 
material  and  some  purulent  serum. 


Fig.  1.  Original  plates  taken  in  1925  showing  ex-  Fig.  2.  Plates  taken  in  1925  showing  marked  deposits  in  the 
tensive  deposits  in  the  right  hand  and  beginning  de-  right  hand, 
posits  in  the  forearm.  Left  hand  shown  for  compari- 
son. Contractions  of  the  terminal  portions  of  the 
middle,  ring  and  little  fingers  are  due  to  an  old 
injury. 
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X-rays  of  this  hand  showed  a very  interesting 
condition.  Scattered  throughout  the  soft  tissues  of 
the  hand,  particularly  about  the  joints,  were  many 
opaque  areas,  so  massed  in  certain  places  as  to 
throw  dense  uniform  shadows.  This  was  especially 
noticeable  about  the  middle,  proximal  and  the  carpo- 
metacarpal joints  of  the  second  and  third  fingers 
and  in  the  interosseous  spaces  as  well.  Smaller 


nodules  appeared  about  the  promixal  joint  of  the 
index  finger.  The  process  extended  also  along  the 
vessels  in  this  area  as  well  as  about  the  proximal 
phalanx  of  the  thumb.  A deposit  appeared  also  in 
the  area  between  the  radius  and  ulna  reaching  up 
into  the  arm  for  a distance  of  five  or  six  inches. 
About  the  middle  joint  of  the  ring  finger  was  a 
uniformly  dense  shadow  with  a well-rounded  out- 
line. Clinically  this  was  a fluctuant  swelling.  X-rays 
of  the  remaining  skeletal  structures  showed  no  ab- 
normality except  in  the  terminal  digits  of  the  mid- 
dle, ring  and  little  fingers  of  the  left  hand  which 
were  contracted  from  an  old  injury.  No  areas  of 
bone  absorption  were  observed. 

The  white  cell  count  was  6,500.  Blood  smears 
showed  a rather  large  percentage  of  lymphocytes. 
Blood  Wassermann  was  negative.  Smears  from  the 
sinus  showed  intracellular  and  extracellular  diplo- 
cocci.  No  acid-fast  bacilli  were  found.  The  urine 
showed  no  sugar  and  no  albumin.  Blood  was  taken 
for  calcium  determination  at  this  time  but  unfortu- 
nately the  specimen  was  lost  in  transit. 

The  patient  remained  under  treatment  for  a period 
of  several  weeks,  during  which  time  one  or  two  of 
the  fluctuant  areas  were  incised  and  drained.  From 
each  of  these  areas  about  a teaspoonful  of  chalky- 
white  material  of  the  consistency  of  cream  was 
evacuated.  There  were  numerous  firm  caseous  par- 
ticles present.  The  wounds  were  curetted,  packed 


with  iodoform  gauze  and  allowed  to  heal  by  gran- 
ulation. Healing  was  prompt  and  there  was  no  re- 
currence. Following  this  the  patient  failed  to  re- 
port and  he  was  not  seen  again  until  January,  1933. 
The  patient  is  now  twenty-nine  years  of  age,  weighs 
126  pounds,  and  states  that  he  feels  quite  well.  (His 
previous  weight  at  the  time  of  his  first  examination 
was  103  pounds.)  At  this  time,  examination  of  the 


right  hand  showed  one  large  nodule,  on  the  dorsal 
surface,  which  was  freely  movable  under  the  skin. 
Other  small  nodules  appeared  on  the  fingers  and 
about  the  joints.  These,  however,  were  not  as 
marked  as  when  last  seen.  No  recurrence  was 
manifest  in  the  areas  which  had  been  drained  and 
curetted  and  they  appeared  quite  normal.  There 
is  a firm  ridge  along  the  dorsum  of  the  right  arm 
which  was  not  evident  five  years  ago  except  as 
shown  by  the  x-ray  as  a beginning  process.  X-rays 
of  the  hand  are  in  marked  contrast  to  those  of  1925. 
The  deposits  in  the  fingers  and  also  the  hand  have 
cleared  up  almost  entirely  with  the  exception  of  an 
area  at  the  base  of  the  third  and  fourth  metacar- 
pals.  The  deposit  along  the  dorsum  of  the  forearm, 
however,  is  more  marked.  With  the  disappearance 
of  the  calcium  deposits  throughout  the  hand,  there 
has  been  a corresponding  improvement  in  function. 
The  patient  is  now  able  to  flex  and  extend  the 
fingers  completely,  his  hand  feels  much  stronger  and 
for  the  last  three  years  he  has  been  able  to  operate 
his  machine  without  trouble.  His  general  physical 
condition  has  improved  considerably. 

During  this  six-year  interval,  no  attempt  at  treat- 
ment other  than  the  original  drainage  of  the  fluc- 
tuant areas  has  been  made.  A calcium  determina- 
tion at  this  time  showed  14.7  mgms.  calcium  per  100 
c.c.  of  blood. 


Fig.  3.  Plates  taken  in  January,  1933,  six  years  Fig.  4.  Photograph  of  hands  taken  in  January,  1933,  six  years 
later,  showing  marked  disappearance  of  calcium  de-  later,  showing  typical  nodule  on  dorgum  of  right  hand, 
posits  from  the  hand  and  also  the  increased  deposit 
in  the  arm. 
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SUMMARY 

1.  A case  of  extensive  calcinosis  of  the 
right  hand  and  arm,  observed  over  a period 
of  five  years,  showed  remarkable  improve- 
ment without  treatment. 

2.  Appearance  of  the  deposits  following 
the  removal  of  a sliver  with  subsequent  in- 
fection, suggests  this  as  a possible  etiologic 
factor. 


3.  Improved  function  in  the  hand  corre- 
sponded with  the  disappearance  of  the  de- 
posits. 
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THE  CONSERVATIVE  TREATMENT  OF  GAS  GANGRENE 

INFECTIONS 


CLARENCE  E.  MAGUIRE,  B.Sc.,  M.D.f 

DETROIT,  MICHIGAN 

Since  1853,  when  Maisonneuve1  first  described  the  condition  which  he  named  “Gan- 
grene foudrayante,”  and  which  is  now  known  to  be  the  clinical  entity  of  gas  gangrene, 
great  interest  has  been  manifested  in  this  condition.  Of  late  years,  especially  during  and 
following  the  Great  War,  the  reports  of  many  wounds  infected  with  a gas-producing 
organism  has  led  to  considerable  investigation  as  to  the  causes  and  treatment  of  this 
infection.  If  we  read  the  history  of  cases  infected  with  gas  gangrene  treated  fifteen  years 
ago,  and  compare  with  similar  cases  treated  today,  we  will  realize  the  change  that  has 
occurred  leading  to  more  conservative  treat- 


ment. It  is  the  purpose  of  this  paper  to 
give  a brief  outline  of  the  pathology,  diag- 
nosis, and  treatment  of  this  condition,  and 
report  in  particular  two  cases  which  were 
treated  with  gas  gangrene  antitoxin  and 
conservative  surgery. 

While  most  cases  of  gas  gangrene  are 
found  following  wounds  of  one  or  more  of 
the  extremities,  the  condition  may  also  occur 
subsequent  to  appendectomy,  herniotomy, 
and  other  operations  performed  on  organs 
in  close  proximity  to  the  intestinal  tract. 
In  such  instances  the  causative  organism 
gains  entrance  to  the  wound  from  the  ali- 
mentary canal.  Another  mode  of  infection 
which  is  often  overlooked  is  through  woolen 
clothing,  as  reported  by  Gage,2  who  has  re- 
marked on  the  seasonal  incidence  of  the  in- 
fection, most  cases  of  this  nature  having 
occurred  during  the  winter  months  when 
woolen  clothing  is  worn.  King,3  in  his 
article,  has  given  a comprehensive  review 
of  the  various  organs  which  may  become 
involved  and  also  modes  of  infection. 

The  commonest  mode  of  infection,  how- 


tDr.  Maguire  is  a graduate  of  the  Medical  School  of  the 
University  of  Toronto,  1926.  During  1926-27  he  was  with 
the  Rockefeller  Foundation  at  the  Peking  Union  Medicai 
College,  Peking,  China;  in  1927-28  he  did  surgical  work  at 
the  Henry  Ford  Hospital,  Detroit,  Mich.;  in  1928-29  he 
was  resident  in  Surgery  and  Orthopedics  at  the  Children’s 
Hospital  of  Michigan,  and  in  1932-33  he  did  postgraduate 
work  in  Surgery  in  Berlin,  Vienna,  and  Budapest. 


ever,  is  that  following  wounds  sustained  out 
of  doors.  These  include  such  wounds  as 
compound  fractures,  crushing  injuries,  and 
puncture  wounds.  As  occurs  in  all  these 
forms  of  injuries,  dirt  and  organisms  are 
apt  to  be  forced  deeply  into  the  involved 
tissue.  As  a result  a favorable  field  for  the 
growth  of  the  causative  organism  is  estab- 
lished. The  most  commonly  found  organ- 
ism is  that  known  as  B.  Welchii  (B.  per- 
fringens  and  B.  aerogenes  capsulatus).  This 
organism  was  first  isolated  by  Welch  and 
Nuttall4  in  1891  as  a gas-producing  organ- 
ism in  the  blood  stream,  and  since  that  time 
its  definite  relationship  to  gas  infections  has 
been  established.  The  other  most  common- 
ly found  organism  is  that  known  as  Vibrion 
septique,  first  isolated  by  Pasteur. 

The  infection  is  primarily  one  involving 
the  muscle  tissue.  Where  muscle  tissue  is 
abundant  and  subject  to  injury,  an  excel- 
lent field  for  the  development  of  the  gas- 
producing  organism  is  supplied.  The  de- 
vitalized tissue  allows  growth  of  the  an- 
aerobes and  the  infection  rapidly  spreads 
from  the  crushed  tissue  to  the  adjacent 
healthy  muscle.  The  rate  of  spread  will 
depend  to  a great  degree  on  the  virulence  of 
the  organism,  also  on  the  general  resistance 
of  the  patient. 

Keeping  in  mind  the  type  of  wound  in 
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which  the  infection  is  prone  to  occur  has  led 
to  much  earlier  diagnosis  and  better  final 
results.  With  a history  of  this  type  of 
wound  we  should  keep  very  careful  watch 
of  the  patient  for  the  first  twenty-four  to 
seventy-two  hours.  One  of  the  earliest  and 
most  important  symptoms  is  that  of  pain. 
As  will  be  seen  in  one  of  the  case  reports, 
this  was  the  first  symptom  to  direct  atten- 
tion towards  the  possibility  of  gas  infection. 
Other  early  signs  are  rapid  pulse  and  eleva- 
tion of  the  temperature.  Early  blood  count 
will  show  a leukocytosis  and  increase  in  the 
polymorphonuclears.  A few  hours  after 
the  onset  we  will  get  the  first  evidence  of 
gas  formation  in  the  tissues.  This  may  be 
quite  localized  at  the  beginning,  later 
spreading  and  giving  rise  to  the  typical 
crepitation  so  often  found.  Providing  there 
is  an  open  wound,  the  formation  of  gas  with 
the  attending  muscle  destruction  will  give 
rise  to  the  peculiar  odor  which  has  often 
been  described  as  “mousy.”  On  examina- 
tion of  the  affected  area  we  will  find  a 
peculiar  brown  pigmentation  of  the  skin. 

In  addition  to  the  above  local  manifesta- 
tions, the  patient  will  probably  be  markedly 
toxic,  but  still,  as  is  peculiar  in  this  type  of 
infection,  quite  bright  mentally.  If  the 
condition  continues  without  adequate  treat- 
ment, it  is  striking  the  extreme  degree  of 
toxicity  which  may  develop  in  a few  hours. 

If  we  suspect  and  are  reasonably  sure  of 
the  diagnosis,  we  should  not  wait  for  the 
positive  identification  by  culture  of  the 
causative  organism.  It  has  been  reported 
that  at  times  the  culture  will  be  negative 
(due,  some  believe,  to  the  early  administra- 
tive of  antitoxin)  but  in  most  cases  the 
causative  organism  will  be  found.  Culture 
is  made  on  a dextrose-containing  medium 
and  in  about  ninety  per  cent  of  the  cases 
will  show  the  presence  of  B.  Welchii.  How- 
ever, our  aim  should  be  to  diagnose  the 
condition  very  early  in  its  course,  and  it  is 
only  by  so  doing  that  the  more  conserva- 
tive treatment  will  improve  the  final  results. 

As  in  any  other  condition,  the  first  form 
of  treatment  we  should  consider  is  that  of 
prophylaxis.  This  will  be  made  possible  if 
we  bear  in  mind  the  type  of  wound  in  which 
gas-producing  anaerobic  organisms  may 
flourish.  When  such  a wound  presents  it- 
self, it  should  be  our  duty,  besides  doing  a 
thorough  debridement  and  giving  a prophy- 
lactic dose  of  tetanus  antitoxin,  to  also  give 
a prophylactic  dose  of  gas  gangrene  anti- 


toxin. This  is  now  facilitated  by  pharma- 
ceutical houses  putting  on  the  market  a 
combined  package,  containing  in  one  vial 
tetanus  antitoxin  and  gas  gangrene  anti- 
toxin (Perfringens  antitoxin  and  Vibrion 
septique  antitoxin). 

The  next  step  in  the  treatment  should  be 
the  careful  watching  of  wounds  that  may 
be  infected,  and  interference  at  the  earliest 
sign  of  gas  gangrene  involvement. 

The  definite  diagnosis  having  been  made, 
immediate  surgical  drainage  should  be  es- 
tablished by  multiple  long  incisions  over  the 
limb  and  the  separation  of  the  muscle  bellies 
by  blunt  dissection.  At  the  time  of  opera- 
tion, Dakin  tubes  should  be  inserted  to  allow 
for  later  irrigation  with  potassium  perman- 
ganate solution,  Dakin’s  solution,  or  other 
solutions  according  to  the  individual  pref- 
erence of  the  attending  surgeon. 

Immediately  following  the  operation  gas 
gangrene  antitoxin  (combined)  should  be 
given.  The  usual  first  dose  is  10,000  units, 
and  for  the  best  results  this  should  be  given 
intravenously  in  saline.  A rather  severe  re- 
action may  occur  but  as  a rule  this  lasts  for 
only  a short  time.  Following  the  intrave- 
nous dose,  the  antitoxin  should  be  repeated 
at  intervals  of  eight  to  twenty-four  hours, 
depending  on  the  individual  case.  These 
subsequent  doses  are  usually  given  intra- 
muscularly. 

In  addition  to  the  above  specific  treat- 
ment, general  care  consists  of  supportive 
measures,  the  attention  to  elimination,  and 
the  forcing  of  fluids.  If  there  has  been  ex- 
tensive destruction  of  soft  tissue,  it  may  be 
necessary  at  a later  date  to  resort  to  skin 
grafting  to  close  over  the  defects. 

The  following  two  case  reports  are  given 
to  illustrate  a method  of  handling  such  an 
infection. 

Case  1. — H.  C.,  a teamster,  aged  forty-two,  was 
admitted  to  Harper  Hospital  at  8:30  p.  m.,  April  25, 
1931,  with  the  following  history. 

At  4:15  p.  m.,  on  that  day,  the  patient’s  team  ran 
away  and  he  was  thrown  to  the  ground,  striking 
against  a lamp  post.  He  was  taken  immediately  to 
Receiving  Hospital,  where  first  aid  was  rendered 
for  a compound  fracture  of  the  right  forearm  and 
abrasions  of  the  face.  Following  debridement  of 
the  wound  of  the  forearm,  the  lacerations  were 
closed  with  silkworm  gut  sutures.  He  was  given 
10,000  units  gas  gangrene  antitoxin  and  1,500  units 
tetanus  antitoxin  intramuscularly. 

On  transfer  to  Harper  Hospital  general  condition 
of  the  patient  was  fair  and  he  was  quite  comfort- 
able, having  a supportive  plaster  mold  on  the  right 
arm.  Temperature  on  admission  was  98.8  and  pulse 
was  90. 

On  April  26,  x-ray  examination  of  the  skull  re- 
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vealed  a linear  fracture  in  the  right  temporoparietal 
region,  and  multiple  comminuted  fracture  of  the 
right  ulna.  At  12  noon  temperature  was  100,  pulse 
96,  and  patient  comfortable.  Moderate  pain  devel- 
oped in  the  right  forearm  during  the  evening  and 
when  seen  at  11 :30  p.  m.  of  the  same  day,  thirty-one 
hours  after  the  accident,  the  pain  was  severe.  Tem- 
perature was  101.5,  pulse  112,  and  patient  was  be- 
ginning to  show  signs  of  toxicity.  On  examination, 
it  was  found  that  the  fingers  of  the  hand  were 
somewhat  swollen  and  cyanotic.  The  splint  was 
immediately  removed  and  we  could  make  out  a small 
area  of  subcutaneous  emphysema.  In  addition  to 
the  presence  of  gas  the  typical  “mousy”  odor  was 
noticed.  There  was  no  evidence  of  involvement  of 
the  upper  arm. 

The  patient  was  taken  immediately  to  the  operat- 
ing room,  and  operation  was  performed  under 
nitrous  oxide  anesthesia.  All  sutures  in  the  fore- 
arm were  removed.  Multiple  longitudinal  incisions 
were  made  in  the  forearm  and  also  in  the  upper 
arm.  The  muscle  bellies  in  the  forearm  were  sep- 
arated by  blunt  dissection  and  several  Dakin  tubes 
were  inserted.  At  time  of  operation  a culture  was 
taken,  and  report  from  the  laboratory  at  a later  date 
showed  the  presence  of  clostridium  novyi. 

On  the  patient’s  return  to  the  ward,  at  1 a.  m., 
April  27,  10,000  units  gas  gangrene  antitoxin  (com- 
bined) were  given  intravenously  in  saline.  Several 
hours  later,  irrigation  with  potassium  permanganate 
solution  (1:5000)  was  begun  through  the  Dakin 
tubes.  At  8 p.  m.  of  the  same  day  temperature  was 
1Q1.0,  pulse  102,  and  general  appearance  of  the  pa- 
tient was  improved. 

On  April  28,  antitoxin  was  repeated  in  the  same 
dosage  but  was  given  intramuscularly.  This  was 
the  last  dose  of  antitoxin  deemed  necessary,  and 
from  this  time  on  patient  made  gradual  improve- 
ment. 

His  stay  in  the  hospital  was  uneventful  up  to 
May  6,  when  excision  of  the  necrotic  muscle  of 
the  forearm  was  performed  and  a small  loose  frag- 
ment of  the  ulna  removed.  The  patient  was  dis- 
charged from  the  hospital  June  3,  1931,  wearing  a 
posterior  plaster  mold.  Treatment  from  this  time 
on  consisted  of  dressings,  and  later  the  application 
of  a splint  to  secure  better  extension  of  the  fingers. 
When  last  seen,  patient  was  able  to  do  light  work, 
although  due  to  the  extensive  muscle  destruction 
he  had  lost  the  power  of  abduction  of  the  thumb, 
and  also  the  power  to  fully  flex  the  fingers. 

An  interesting  point  to  be  noted  in  the 
above  case  is  that,  in  spite  of  the  patient’s 
having  received  gas  gangrene  antitoxin  soon 
after  the  accident  (within  four  hours),  gas 
gangrene  infection  became  established. 
However,  it  is  important  to  note  that  this 
was  given  intramuscularly,  and  the  effect 
was  not  sufficient  to  prevent  the  develop- 
ment of  the  infection.  This  patient  received 
altogether  30,000  units  of  the  antitoxin ; 

10.000  units  by  the  intravenous  route,  and 

20.000  units  intramuscularly. 

Case  2. — W.  K.,  male,  aged  thirty-two,  was  ad- 
mitted to  Evangelical  Deaconess  Hospital  December 
25,  1930,  with  a history  of  having  been  run  over  by 
a car  and  sustaining  injuries  to  both  legs.  Exam- 
ination on  admission  revealed  a fracture  of  the  left 
femur  at  the  junction  of  the  middle  and  lower 
thirds,  with  considerable  displacement  of  the  frag- 
ments. There  was  also  a transverse  fracture  of 


the  left  fibula.  In  addition,  there  was  extensive 
soft  tissue  injury  to  the  muscles  of  the  posterior 
aspect  of  the  right  lower  leg. 

On  admission  temperature  was  99.0,  pulse  was  100. 
Under  ether  anesthesia,  skeletal  traction  with  cali- 
pers was  applied  to  the  left  femur  and  a thorough 
debridement  and  closure  of  the  wound  of  the  right 
leg  was  done.  One  thousand  and  five  hundred  units 
tetanus  antitoxin  were  given. 

On  December  26,  temperature  was  102.2,  pulse  was 
130.  The  patient  was  markedly  toxic.  Examination 
of  the  left  leg  disclosed  a moderate  amount  of 
swelling.  Patient  complained  of  severe  pain  in  the 
whole  right  lower  extremity.  On  removal  of  some 
of  the  sutures  there  was  found  to  be  a small  amount 
of  gas  present  and  the  odor  from  the  wound  was 
suggestive  of  that  found  in  gas  gangrene  infections. 
A diagnosis  of  gas  gangrene  was  made,  and  imme- 
diately, under  nitrous  oxide  anesthesia,  multiple 
longitudinal  incisions  were  made  over  the  leg  and 
also  over  the  lower  part  of  the  thigh.  The  muscles 
of  the  calf  were  separated  by  blunt  dissection  and 
Dakin  tubes  inserted  for  later  irrigation.  Following 
the  operation  10,000  units  gas  gangrene  antitoxin 
(combined)  were  given  intramuscularly.  The  same 
dose  was  repeated  in  eight  hours,  but  this  time  the 
antitoxin  was  given  intravenously  in  saline. 

No  further  antitoxin  was  given  and  course  was 
uneventful,  the  patient  making  a gradual  recovery 
with,  however,  considerable  loss  of  soft  tissue  of  the 
calf  of  the  right  leg.  On  February  20,  1931,  the 
calipers  were  removed  from  the  left  leg  and  a 
plaster  cast  was  applied.  On  February  21,  under 
local  novocaine  anesthesia,  multiple  Reverdin  skin 
grafts  were  applied  to  the  denuded  area  on  the  right 
leg. 

Culture  of  the  wound  taken  at  time  of  opera- 
tion showed  the  presence  of  clostridium  Welchii. 

The  patient  was  discharged  from  the  hospital 
March  14,  1931.  Subsequent  treatment  consisted  of 
dressings  and  attention  to  the  fractured  left  leg. 
When  the  patient  was  last  seen,  in  November,  1933, 
he  was  walking  without  a limp  and  had  recovered 
full  function  of  both  lower  extremities. 

This  patient  received  20,000  units  of  the  anti- 
toxin, 10,000  of  which  were  given  intravenously, 
and  the  remainder  given  intramuscularly. 


SUMMARY 

1.  It  would  seem  advisable,  in  all 
wounds  where  there  is  a probability  of  in- 
fection with  gas-producing  organisms,  that 
a prophylactic  dose  of  gas  gangrene  anti- 
toxin should  be  given  in  addition  to  the 
usually  administered  dose  of  tetanus  anti- 
toxin. 

2.  The  early  diagnosis  and  early  treat- 
ment of  these  infections  will  result  in  the 
saving  of  many  limbs  which  might  other- 
wise require  amputation. 

3.  It  would  seem  that,  for  the  quickest 
and  most  satisfactory  results,  the  initial  dose 
of  gas  gangrene  antitoxin  should  be  given 
intravenously. 

4.  While  the  use  of  antitoxin  has  a very 
definite  place  in  the  therapy,  its  use  must  be 
combined  with  early  and  thorough  surgical 
measures. 

5.  Two  cases  of  gas  gangrene  are  re- 
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ported,  who  through  the  means  of  conserva- 
tive treatment  now  have  useful  extremities. 

I wish  to  take  this  opportunity  of  thanking  Dr. 
A.  H.  Whittaker  for  the  use  of  the  above  case 
reports. 
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The  manifestations  of  syphilis  in  the  skin,  the  mucous  membranes,  the  nervous  system, 
the  viscera,  and  the  skeleton  system,  all  are  characterized  by  an  extraordinary  mimicry 
which  makes  not  only  for  clinical  interest,  but  frequently  establishes  fascinating  problems 
in  differential  diagnosis. 

For  the  most  part,  clinicians  have  concerned  themselves  with  the  examples  of  syph- 
ilitic mimicry  as  these  apply  to  general  systemic  disease,  neurological  conditions,  cu- 
taneous manifestations  and  diseases  of  the  eye.  Relatively  little  has  been  written  of  the 
surgical  aspects  of  syphilis  and  more  partic- 
ularly of  the  syphilitic  as  a surgical  problem. 

Broadly  speaking,  this  subject  may  be 
discussed  under  three  general  headings  or 
from  three  standpoints.  First,  the  syphi- 
litic active  or  latent  with  regard  to  his  in- 
fection, and  presenting  acute  or  chronic 
surgical  conditions.  Second,  the  syphilitic 
with  a surgical  condition  caused  directly  by 
his  specific  infection.  And  third,  the  syphi- 
litic presenting  conditions  definitely  due  to 
his  infection  but  which  exemplify  surgical 
mimicry. 

Under  the  first  heading,  the  syphilitic  who 
presents  acute  or  chronic  surgical  conditions, 
or,  as  it  might  be  expressed  otherwise,  the 
surgical  patient  who,  at  the  same  time,  has 
syphilis,  we  are  confronted  with  the  prob- 
lem of  the  evaluation  of  a serious  systemic 
disease  which,  under  certain  conditions,  pre- 
sents a definite  contraindication  to  opera- 
tive interference  on  the  one  hand;  on  the 
other,  in  the  light  of  a great  emergency, 
such  contraindication  may  have  to  be  dis- 
regarded for  the  time  being.  In  either  case, 
and  irrespective  of  the  duration  and  type 
of  the  syphilis  which  is  present,  the  surgical 
prognosis  and  risk  are  definite  factors  to  be 
carefully  considered.  It-  may,  perhaps,  be 
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pertinent  to  discuss  briefly  the  most  frequent 
conditions  which  are  occasionally  met  and 
in  which  the  evaluation  of  a concurrent  in- 
fection complicates  an  otherwise  clear  pic- 
ture. Obviously,  any  surgical  condition  can 
occur  and  is  occasionally  met  with  in  as- 
sociation with  either  acute  or  chronic  syphi- 
litic disease.  Looking  back  over  my  own 
experience,  the  following  have  occurred 
most  frequently:  acute  appendicitis;  fracture 
and  dislocation ; otitis  media  and  mastoid 
disease ; trauma  and  wounds ; acute  gall- 
bladder disease ; and  acute  hyperthyroidism. 
Any  one  of  these  might  be  taken  for  a text 
as  to  the  indications  or  contraindications  in 
a particular  case. 

Let  us  consider,  first,  such  conditions  as 
above  mentioned  in  the  presence  of  an  acute 
or  relatively  fresh  syphilis.  First,  and  of 
major  importance,  is  the  danger  of  such  a 
case  to  the  operator  himself.  Practically 
all  of  the  accidental  cases  of  syphilis  which 
have  occurred  in  surgeons  and  obstetricians 
have  occurred  from  trivial  injuries  sustained 
during  the  operation  on  a patient  who  is 
in  what  might  be  termed  the  septic  stage 
of  his  syphilitic  infection.  I can  recall  nu- 
merous instances  of  dentists,  physicians  and 
surgeons  who  have  been  infected  in  this 
way.  Such  contamination  was  certainly 
more  common  before  the  general  use  of 
rubber  gloves,  but  it  still  occurs  occasionally 
when  the  operator  is  injured  by  a tear  or  rip 
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in  the  glove  caused  either  by  a needle  or 
other  sharp  instrument.  Such  accidents  are 
absolutely  preventable  in  all  but  cases  of 
extreme  surgical  emergency.  The  routine, 
careful  physical  examination  of  the  surgi- 
cal patient,  and  the  preliminary  biologic  test 
of  his  blood  would  indicate,  obviously,  the 
presence  of  syphilis  in  the  patient,  and  where 
an  active  infection  is  present,  unless  a great 
emergency  exists,  the  patient  can,  in  a short 
time,  be  properly  fortified  by  treatment  so 
that  the  risk  to  the  operator  is  a negligible 
one.  When  the  surgical  indication  is  so 
acute  that  no  delay  is  possible,  the  presence 
of  an  acute  syphilitic  infection  calls  for  ex- 
treme care  on  the  part  of  the  surgeon  lest 
he  injure  himself  and  subject  himself  to  the 
danger  of  accidental  infection.  Where  such 
injury  occurs  and  the  knowledge  of  the  in- 
fection exists,  it  has  been  shown  that  the 
immediate  application  of  a 30  to  40  per  cent 
calomel  ointment  to  the  puncture  wound  is 
a reasonably  safe  preventive  of  infection. 

Turning  now  to  tbe  patient,  the  existence 
of  an  active  syphilis  has  a very  definite  bear- 
ing on  his  surgical  prognosis ; however,  not 
so  great  a bearing  as  occurs  in  older  latent 
or  occult  infection.  However,  in  the  septic 
period  of  the  disease  the  surgical  wound 
establishes  a locus  minoris  resistentia,  and 
in  such  an  area,  occasionally,  sloughing  or 
failure  to  heal  can  occur  and  from  such  an 
area  a greater  and  wider  dissemination  and 
a greater  virulence  in  the  general  infection 
occasionally  takes  place.  Patients  with  ac- 
tive syphilitic  infection,  therefore,  are  ur- 
gently in  need  of  specific  treatment  during 
convalescence,  not  only  to  insure  a good 
surgical  result  but  to  avoid  wider  dissemina- 
tion and  more  active  manifestations  of  their 
syphilitic  infection  which  occurs  as  a result 
of  the  surgical  trauma.  To  sum  up,  there- 
fore, active  syphilis  constitutes  a temporary 
contraindication  to  surgical  intervention. 
Where  the  latter  is  imperative  through  great 
emergency,  vigorous  treatment  should  be 
instituted  immediately  following  operation 
and  during  convalescence,  and  especial  care 
should  be  taken  by  the  operator  to  avoid 
injury  to  himself,  particularly  such  as  oc- 
curs through  a needle  prick. 

The  patient  whose  syphilis  is  old,  latent, 
or  occult,  presents  a somewhat  different  sur- 
gical risk.  Under  these  conditions  there  is 
very  much  less  risk  to  the  operator,  although 
occasionally,  accidental  infection  can  occur 
under  these  conditions.  A greater  risk, 


however,  obtains  for  the  patient.  There  are 
many  cases  in  which  perfectly  clean  opera- 
tive results  could  be  anticipated  in  which 
the  presence  of  latent  and  particularly  un- 
treated syphilis  brings  about  embarrassing 
results  through  sloughing,  non-healing,  and 
the  actual  development  of  gummous  syphil- 
ides  in  the  operative  field.  These  are  oc- 
casionally extremely  difficult  to  recognize  by 
reason  of  the  presence  of  secondary  infec- 
tion, and  because  their  syphilitic  morphology 
has  been  altered  by  the  operative  procedure. 
I have,  many  times,  seen  such  conditions 
complicating  abdominal  operations  of  many 
types,  operations  on  the  long  bone,  on  the 
bones  of  the  jaw,  particularly  after  extrac- 
tions or  following  fracture.  When  recog- 
nized and  properly  evaluated,  judicious 
treatment  leads  almost  immediately  to 
prompt  healing,  but  frequently  with  cicatri- 
cial complications  or  residua  which  could 
have  been  avoided  had  the  existence  of  the 
syphilis  been  suspected. 

Cases  of  this  kind  are  readily  detected  by 
the  routine  serologic  examination  of  all  pa- 
tients prior  to  operation.  This  precaution 
is  taken  in  many  hospitals  and  should  be 
universally  insisted  upon  by  the  surgeon.  It 
is,  however,  particularly  in  private  practice 
that  failure  to  employ  the  serologic  test 
leads  to  later  embarrassment.  The  finding 
of  a positive  test  does  not  of  necessity  mean 
a contraindication  to  immediate  surgical  op- 
eration. The  all-important  question  where 
such  a finding  occurs  is  a proper  evaluation 
of  the  syphilitic  infection  which  the  positive 
test  indicates.  The  first  question  to  be  as- 
certained is  the  duration  of  the  infection, 
since,  generally  speaking,  the  older  the  in- 
fection the  less  important  is  it  from  the 
standpoint  of  the  patient’s  surgical  risk. 
The  second  question  and  of  greater  impor- 
tance is  whether  the  infection  has  previously 
been  recognized  and  what  the  patient’s 
background  of  treatment  has  been.  If  the 
infection  has  been  present  for  many  years, 
and  the  infection  had  been  treated,  particu- 
larly during  the  early  years,  in  other  words, 
if  there  has  been  even  a fair  background 
of  anti-syphilitic  treatment,  the  risk  of  un- 
toward surgical  result  is  very  slight  and, 
generally  speaking,  the  operative  procedure 
need  not  be  delayed.  If,  however,  there  has 
been  little  or  no  background  of  treatment, 
and  I may  say  that  this  is  the  most  frequent 
occurrence,  then  unless  the  emergency  is 
great,  operative  procedure  should  be  post- 
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poned  until  the  patient  has  been  properly 
fortified  so  that  together  with  a continuance 
of  the  treatment  during  convalescence,  a 
happy  surgical  outcome  can  be  anticipated. 
Our  experience  is  that  under  these  condi- 
tions two  or  three  injections  of  arsphena- 
mine  and  the  simultaneous  administration  of 
either  bismuth  or  mercury  over  a period  of 
two  or  three  weeks,  suffices  adequately  to 
protect  the  patient  against  unhappy  surgical 
result  if  the  treatment  is  continued  during 
the  period  of  surgical  convalescence.  Under 
this  regime  I have  never  seen  an  old  syphi- 
lis lighted  up  through  surgical  trauma,  or  a 
surgical  wound  complicated  by  a syphiloma. 
To  sum  up,  complete  success  of  operative 
procedures  in  cases  in  which  syphilis  exists 
without  adequate  treatment  should  have  the 
operation  deferred  until  a proper  back- 
ground of  treatment  has  been  established. 
Sero-positive  cases  in  which  a background 
of  treatment  exists  may  safely  be  operated 
upon,  but  they  also  should  receive  additional 
treatment  during  their  surgical  convales- 
cence. The  continuance  of  treatment  sup- 
plementing the  preliminary  background  will 
definitely  prevent  cicatricial  and  adhesive 
changes  which  frequently  are  caused  by  the 
residua  of  reestablished  syphilitic  foci. 

There  is  very  little  in  surgical  texts  con- 
cerning surgical  conditions  caused  directly 
by  syphilitic  disease.  Generally  speaking, 
these  are  usually  late  manifestations  of 
syphilitic  infection.  Most  common  of  all 
are  those  occurring  in  bones,  in  the  form 
of  syphilitic  osteomyelitis  and  osteitis  lead- 
ing to  very  definite  sequestration,  and  con- 
stituting surgical  conditions  which  must  be 
adequately  met  by  the  surgeon  before  anti- 
syphilitic treatment  can  be  at  all  effective. 
Next  to  osteomyelitis  are  the  not  infrequent 
mechanical  obstructive  changes  which  are 
the  result  of  old  syphilitic  disease,  and 
which  by  reason  of  their  position  occasion- 
ally lead  to  serious  dysfunction  or  obstruc- 
tion which  must  be  surgically  relieved.  Such 
are  the  occasional  strictures  of  the  esopha- 
gus, syphilitic  strictures  of  the  rectum,  and 
adhesive  peritonitis  particularly  affecting  the 
large  bowel.  A third  condition  somewhat 
more  rarely  met  with  is  gummous  arthritis 
or  osteoarthritis  occasionally  uncomplicated, 
but  at  times  associated  with  infection  of  the 
joint.  And  lastly,  cases  of  acute  hyper- 
thyroidism which  appear  definitely  to  be  due 
to  syphilitic  disease. 

The  last  named  constitute  the  exception  to 


the  rule  that  the  syphilitic  surgical  condi- 
tions are  usually  late  syphilitic  sequelae.  The 
occurrence  of  syphilis  and  hyperthyroidism 
is  usually  the  casual  coincidence  of  two  com- 
mon diseases.  There  are,  however,  a few 
cases  in  which  coincident  with  the  septic 
period  of  syphilitic  diseases  there  occurs  the 
acute  onset  of  symptoms  of  hyperthyroid- 
ism indistinguishable  from  those  of  the  ordi- 
nary type  of  case.  There  are  two  possible 
interpretations  of  such  cases.  First  and 
probably  more  frequent,  that  the  syphilitic 
infection  has  been  the  insult  which  in  a 
potential  hvperthyroid  case  activates  the  on- 
set of  symptoms.  Under  these  conditions 
the  syphilis  would  differ  in  no  way  from 
ordinary  acute  infections  or  from  emotional 
or  psychic  traumata  as  etiological  factors. 

There  are,  however,  a few  cases  which 
I have  seen  in  which  the  institution  of  anti- 
syphilitic treatment  has  brought  about  so 
prompt  a disappearance  of  all  the  symptoms 
that  one  can  only  ascribe  the  hyperthyroid- 
ism in  these  cases  to  an  early  syphilitic  thy- 
roiditis. In  a few  of  these  cases  the  emer- 
gency was  so  great  that  operative  interfer- 
ence was  contemplated.  The  happy  results 
achieved  by  constitutional  treatment  directed 
to  the  syphilis  in  this  group  lead  to  the  sug- 
gestion that  where  acute  syphilis  and  acute 
hyperthyroidism  coexist,  the  possibility  of  a 
syphilitic  thyroiditis  must  be  kept  in  mind 
and  operative  interference  can  at  least  be 
delayed  in  such  cases  until  the  few  days  nec- 
essary can  determine  whether  the  syphilis 
is  a casual  or  a causal  factor  in  the  hyper- 
thyroid state. 

With  regard  to  osteomyelitis,  while  this 
occasionally  occurs  in  the  long  bones,  it  is 
preeminently  a morbid  picture  seen  in  the 
bones  of  the  skull  and  particularly  in  those 
of  the  nasal  cavity  and  the  floor  of  the 
mouth.  For  some  reason,  syphilitic  osteo- 
myelitis of  the  bones  of  the  skull  involving 
the  parietes  and  frontal  bones  was  far  more 
common  years  ago  than  it  is  today.  How- 
ever, one  still  sees  not  infrequently  definite 
sequestra  in  these  locations  with  extensive 
bony  destruction  which,  if  treated  surgi- 
cally alone,  are  constantly  progressive.  On 
the  other  hand,  if  treated  merely  as  syphili- 
tic manifestations  they  also  defeat  the  most 
energetic  therapeutic  efforts  because  of  the 
need  of  simultaneous  surgical  intervention. 
Such  cases  as  these  require  the  concerted 
and  intelligent  efforts  of  both  the  syphilolo- 
gist  and  the  surgeon  and  under  these  con- 
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ditions  they  invariably  lead  to  a happy  re- 
sult. In  more  remote  instances  the  condi- 
tion also  exists  in  the  bone  of  the  jaw  or 
ribs,  the  clavicle  and  sternum  and,  more 
rarely,  in  the  vertebral  column.  Under  the 
latter  condition  the  gummous  spondylitis 
closely  resembles  the  picture  of  tuberculosis 
and  constitutes  an  occasional  difficult  differ- 
ential diagnosis. 

The  mechanical  obstructive  changes  such 
as  strictures  are  seen  most  commonly  in  the 
large  bowel  and  more  rarely  in  the  esopha- 
gus. The  hour-glass  stomach  is  also  an  ex- 
ample of  such  mechanical  change  due  to 
gastric  syphilis.  Such  lesions  are  the  end 
effects  of  syphilitic  disease  which  are  in  no 
way  influenced  by  anti-syphilitic  treatment 
but  which  require  surgical  intervention  when 
they  produce  obstructive  symptoms.  While 
they,  themselves,  are  unaffected  by  anti- 
syphilitic treatment,  such  should  be  given 
when  surgical  intervention  is  done  to  pre- 
vent the  appearance  of  new  lesions  or  surgi- 
cally induced  syphilomata  which  could  occur 
as  a result  of  surgical  trauma  in  untreated 
individuals. 

It  was  formerly  believed  that  most  stric- 
tures of  the  rectum  could  be  ascribed  to 
syphilitic  disease.  Late  investigations  have 
shown,  however,  that  many  such  previously 
regarded  syphilitic  strictures  are  due  to 
tropical  lympho-granulomatosis,  a venereal 
disease  of  non-syphilitic  nature.  There  are, 
however,  still  remaining  a number  of  rectal 
strictures  which  are  the  sequelae  of  slow- 
healing  ulcerative  gummous  proctitis. 

Very  little  recognized  is  the  association  of 
plastic  peritonitis  in  latent  syphilitic  indivi- 
duals following  abdominal  operations.  I 
have  not  seen  this  reported  elsewhere,  but  I 
am  cpiite  certain,  from  my  own  observations, 
that  the  occasional  occurrence  of  peritoneal 
adhesions,  which  later  give  rise  to  pain,  oc- 
casionally to  definite  intestinal  obstruction, 
can  be  ascribed  to  the  presence  of  unsus- 
pected latent  syphilitic  disease. 

I have  particularly  seen  this  occur  in  cases 
of  cirrhosis,  and  following  operation  for 
gastric  disease,  either  ulcer  or  cancer,  where 
the  condition  was  later  determined  to  be 
either  gastric  or  perigastric  syphilis. 

Such  forms,  however,  of  plastic  peritoni- 
tis due  to  visceral  syphilis  need  not  follow 
operation,  but  frequently  occur  during  the 
course  of  chronic  syphilitic  disease,  particu- 
larly of  the  liver,  stomach  and  spleen,  and 
are  not  infrequently  found  when  the  pa- 


tients are  operated  upon  for  one  cause  or 
another. 

I should  like  to  turn  now  to  the  syphilitic 
conditions  with  surgical  mimicry.  These 
perhaps  constitute  the  most  important 
phases  of  the  surgical  aspects  of  syphilis,  in- 
asmuch as  they  are  frequently  the  source  of 
error  in  diagnosis  and  lead  to  surgical  at- 
tack where  this  is  entirely  unnecessary. 
First  and  foremost  is  the  mimicry  which 
exists  between  the  chancre  and  the  cancer. 
How  many  surgeons  of  long  experience  can 
say  that  they  have  not  fallen  into  error  in 
mistaking  the  primary  lesion  of  syphilis  for 
a cancer  when  this  occurs  on  the  lip  or 
tongue  or  the  breast? 

In  the  days  before  the  discovery  of  the 
spirochete  and  before  the  introduction  of 
the  diagnostic  blood  test,  there  was  perhaps 
some  excuse  for  an  occasional  error  of  this 
nature.  In  these  days  where  the  clinical  di- 
agnosis can  be  substantiated  by  such  accu- 
rate methods  of  determination,  the  removal 
of  a breast,  of  the  tongue,  of  the  lip,  or  the 
penis  when  syphilis  is  mistaken  for  cancer 
constitutes  an  inexcusable  error.  The  time 
is  too  short  to  enable  me  to  elaborate  upon 
the  clinical  differential  diagnosis  between  the 
genital  and  extragenital  sore,  and  the  cancer 
in  the  corresponding  area.  In  the  main, 
there  are  sufficient  clinical  criteria  to  enable 
the  careful  diagnostician  to  make  a diagno- 
sis without  laboratory  aid.  There  are,  how- 
ever, occasional  cases  in  which  the  trauma- 
tized chancre  can  so  closely  simulate  the 
cancer,  that  the  most  careful  clinical  analy- 
sis fails  to  establish  clear  differential  diag- 
nostic criteria.  Under  these  conditions  the 
laboratory  aid,  with  the  demonstration  of 
the  infecting  organisms  or  the  biologic  test, 
or  both,  as  well  as  the  biopsy,  will  serve  to 
prevent  a serious  error  in  diagnosis.  In  the 
case  of  the  finger  chancre,  the  majority  of 
cases  which  I have  seen  have  all  been  mis- 
taken for  some  form  of  paronychia  and 
have  been  incised  or  otherwise  surgically 
treated.  In  this  connection  it  may  be  re- 
called that  a surgeon  of  national  repute  lost 
his  life  from  the  failure  of  his  colleagues  to 
recognize  an  insignificant  chancre  of  the 
finger.  He  was  operated  on  for  suspected 
breast  cancer  with  axillary  adenitis,  which 
of  course  later  was  determined  to  be  a 
syphilitic  satellite  bubo. 

Of  great  interest  are  the  occasional  cases 
of  gummous  lymphadenitis  affecting  partic- 
ularly the  glands  of  the  neck  and  simulating 
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closely  tuberculous  disease.  The  points  of 
differentiation  clinically  are  not  very  clear 
cut.  Nevertheless,  they  are  sufficiently  defi- 
nite, together  with  the  laboratory  diagnostic 
criteria,  to  enable  one  to  establish  a diag- 
nosis if  sufficient  time  and  thought  be  given 
to  it.  I have  seen  gummous  lymphadenitis 
also  confused  with  Hodgkin’s  disease  and 
lymphosarcoma. 

Syphilis  of  the  long  bones  simulating  either 
tuberculosis  or  sarcoma  are  also  excellent 
examples  of  syphilitic  mimicry  in  a definite 
surgical  field.  Together  with  these  are  those 
cases  of  syphilitic  periostitis,  particularly 
those  on  the  tibia,  on  the  radius  and  ulna, 
clavicle,  ribs  and  sternum,  which  frequently 
are  incised  in  the  belief  that  they  are  some 
form  of  septic  or  pyogenic  disease.  In  con- 
nection with  the  bursse,  it  should  be  remem- 
bered that  the  prepatellar  bursa  and  that 
over  the  olecranon  are  peculiarly  disposed 
to  gummous  involvement,  and  as  they  are 
also  frequently  the  site  of  traumatic  bursitis 
an  obvious  confusion  as  to  their  nature  can 
exist. 

Of  paramount  importance  are  the  various 
forms  of  gastric  syphilis.  These  occur  in  the 
form  of  round  and  serpiginous  ulcer  and  of 
gummous  tumor  simulating  cancer. 

Clinically  and  even  from  the  standpont  of 
the  x-ray,  there  are  no  adequate  criteria  to 
establish  the  differential  diagnosis  between 
the  various  forms  of  gastric  syphilis  and 
other  forms  of  gastric  pathology  which  they 
so  closely  simulate. 

Syphilis  may  produce  a round  ulcer  either 
by  thrombosis  and  infarction,  or  by  gum- 
mous ulceration  which  is  indistinguishable 
from  peptic  ulcer.  The  more  diffuse  form 
of  ulcerative  gastritis  due  to  syphilis  is  clin- 
ically indistinguishable  from  other  forms  of 
ulcerative  gastritis.  Solitary  massive  gum- 
mas of  the  gastric  wall  present  the  typical 
picture  of  gastric  neoplasm. 

For  the  most  part,  the  diagnosis  of  these 
forms  of  syphilitic  disease  is  an  operative, 
pathological  or  postmortem  finding.  They 
constitute  the  most  striking  examples  of 
syphilitic  mimicry. 

In  a syphilitic  individual,  the  occurrence 
of  gastric  disease  which  proves  unamenable 
to  the  accepted  forms  of  treatment  should 
always  be  investigated  with  the  possibility 
that  one  may  be  dealing  with  one  of  the 
many  forms  of  gastric  syphilis. 

Lastly,  reference  might  very  profitably  be 
made  to  the  various  manifestations  of  neu- 


rologic syphilitic  disease  which  present  con- 
ditions not  infrequently  mistaken  for  surgi- 
cal indications.  Of  greatest  frequency  are 
the  gastric  crises,  the  abdominal  crises,  he- 
patic and  gall-bladder  pain,  crises  involving 
the  uterus  and  bladder,  all  due  to  tabes  dor- 
salis and  all  of  them  occasionally  surgically 
treated  by  reason  of  their  simulating  vari- 
ous forms  of  the  acute  abdomen. 

What  surgeon  of  long  experience  has  not 
at  some  time  operated  for  what  he  believed 
to  be  gall-bladder  disease  or  gastric  disease 
to  find  a completely  negative  abdomen  and 
no  findings  to  substantiate  a sharply  local- 
ized pain  and  abdominal  distention  which  so 
eloquently  bespeak  the  acute  abdomen  ? It 
is  no  uncommon  finding  in  old  tabetics  to 
ascertain  the  history  of  surgical  interven- 
tion and  to  find  the  telltale  scars  indicating 
operative  interference.  I have  many  times 
seen  tabetics  who  have  had  not  only  such 
exploratory  operations,  but  who  have  had 
gall-bladders  removed  or  drained,  or  who 
have  had  gastro-enterostomies  performed, 
needless  to  say  with  no  relief  of  the  symp- 
toms for  which  they  were  operated  upon. 
Cases  of  this  kind  are  frequently  more  or 
less  obscure  cases  of  tabes,  in  that  they  are 
not  ataxic  individuals.  The  finding  of  great- 
est importance  in  establishing  the  true  na- 
ture of  such  conditions  of  surgical  mimicry 
are  the  eye  findings.  I think  it  is  a safe 
statement  that  no  case  of  gastric,  abdominal 
or  other  form  of  tabetic  crisis  occurs  with- 
out pupillary  disturbance  which  would  en- 
able a diagnosis  of  cerebrospinal  disease  to 
be  established.  Of  secondary  importance, 
but  also  frequently  present,  are  the  condi- 
tion of  the  tendon  reflexes  and  other  neu- 
rological findings  of  the  motor  and  sensory 
systems  which  for  the  most  part  can  be  de- 
termined, together  with  the  blood  and  lum- 
bar puncture  findings  which  substantiate, 
from  the  laboratory,  the  clinical  picture  of 
tabes. 

In  conclusion,  a word  might  be  said  on 
the  other  side  of  the  picture.  Too  much  im- 
portance need  not  be  placed  upon  a positive 
blood  finding  as  necessarily  indicating  the 
syphilitic  nature  of  an  apparent  surgical  con- 
dition. In  the  main  the  association  of  such 
a finding  with  a surgical  condition  is  a cas- 
ual rather  than  a causal  one.  However,  a 
proper  evaluaton  of  the  patient’s  existing 
syphilis  as  affecting  not  only  the  diagnosis 
but  the  patient’s  prognosis  from  the  stand- 
point of  his  surgical  condition,  syphilitic  or 
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otherwise,  is  well  worth  careful  study.  A 
proper  appreciation  of  the  role  of  syphilis 
as  both  a causal  and  casual  factor  would 
lead  to  happier  end-results,  less  accidental 


infection,  less  unnecessary  intervention,  and 
a clearer  concept  of  the  devastating  effect 
which,  through  its  ubiquity,  syphilis  may 
have  on  other  morbid  processes. 


CORONARY  THROMBOSIS  (THE  ACUTE  INDIGESTION  OF 

YESTERDAY) 


HUGH  STALKER,  M.D.f 

DETROIT,  MICHIGAN 

Every  year  much  has  been  written  about  acute  obstruction  of  the  coronary  arteries  since 
the  first  important  and  satisfactory  account  of  its  clinical  features  was  published  by  the 
Russian  authors,  Obratzow  and  Straschesko,14  in  1910.  Herrick2  of  Chicago,  in  1912,  first 
focused  the  attention  of  the  American  medical  profession  on  this  condition  by  emphasiz- 
ing the  fact  that  coronary  thrombosis  is  a disease  entity  and  as  such  can  be  recognized 
during  life  and  need  not  necessarily  prove  to  be  fatal.  Libman12’  13  in  his  writings  ap- 
pears to  have  been  familiar  with  this  symptom-complex  at  about  the  same  time  and  Le- 
diagnosed  a case  ante-mortem 

watchful  of  cases  where  the  pain  has  not 
been  very  severe  as  in  hypo-sensitive  people 
or  in  people  with  congestive  failure  with 
arrhythmia. 

A discussion  of  the  etiology  and  pathol- 
ogy, sex  and  age  incidence  will  not  be  at- 
tempted here.  Suffice  it  to  say  that  the  most 
common  site  for  thrombosis  is  about  one 
centimeter  below  the  mouth  of  the  descend- 
ing branch  of  the  left  coronary  artery,  “the 
artery  of  death,”  producing  an  infarction  in 
the  left  ventricular  wall  near  the  apex.  Car- 
diac infarction  has  been  reported  in  in- 
fancy17 because  of  an  infectious  embolism 
and  has  been  found  in  a youth6  under  twenty 
years  of  age,  so  that  substemal  pain  at  any 
age  should  make  one  think  of  coronary  dis- 
ease. 

There  is  no  fixed  clinical  picture  of  sud- 
den obstruction  of  a coronary  artery  any 
more  than  there  is  of  an  obstruction  of  a 
cerebral  artery.  The  triad  of  symptoms:7 
severe  lasting  retro-sternal  pain,  dyspnea 
and  orthopnea,  and  gastralgia — have  been 
added  to  from  time  to  time  until  now  we 
have  a greater  knowledge  with  which  to  ap- 
proach and  aid  the  present  day  patient. 

We  are  called  to  see  a patient  (much 
more  frequently  a man  and,  by  statis- 
tics,1’ 7’  22  usually  after  mid-life)  who  upon 
questioning  is  found  to  be  suffering  with 
extreme  substernal  and  epigastric  oppres- 
sion, the  typical  “acute  indigestion”  or  “pto- 
maine poisoning.”  The  call  is  usually  at 
night  because  coronary  accidents  occur  fre- 


vine“  diagnosed  a case  ante-mortem  in 
1918.  The  clinical  and  pathological  find- 
ings18 have  been  well  described  by  White, 
Levine,  Christian,  Wearn,  Krumbhaar  and 
Crowell,  Benson  and  Hunter,  Willius,  Gor- 
dinier,  Parkinson  and  Bedford  and  others. 
Since  the  war,  the  literature  on  coronary 
disease  has  been  very  extensive  and  grad- 
ually, from  this  mass  of  observation,  experi- 
mentations, and  post-mortem  examinations, 
much  knowledge  has  been  derived  by  which 
the  disease  can  and  should  be  recognized  in 
the  majority  of  instances. 

In  the  infancy  of  our  knowledge  of  the 
disease,  the  condition  was  of  more  interest 
to  the  pathologist  than  to  the  clinician.  At 
the  present  time,  although  the  clinician  very 
often  overlooks  the  condition,  there  is  a 
tendency  on  his  part  to  consider  this  too  fre- 
quently, losing  sight  of  the  fact  that  there 
are  many  differential  diagnoses,  such  as: 
gall  stone  pain,  perforating  peptic  ulcer, 
acute  pancreatitis,  angina  pectoris,  pneumo- 
nia, pericarditis,  pleurisy,  tabetic  crises,  etc. 
All  these  may  have  common  findings  but 
usually  each  symptom-complex  presents  dis- 
tinctive features.  A careful  history  is  essen- 
tial and  often  some  symptom  referable  to 
the  heart  may  be  elicited.  It  is  important  to 
remember  that  not  infrequently  no  previous 
symptoms  have  ever  been  noted  by  the  pa- 
tient. Again,  it  is  necessary  to  be  ever 
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quently  when  people  are  at  rest,  in  contra- 
distinction to  angina  pectoris,  which  is  gen- 
erally brought  on  by  effort. 

The  patient  has  dyspnea  which  may  vary 
from  slight  breathlessness  to  cardiac  asth- 
ma. Cheyne-Stokes  respiration  may  also 
occur.  Frequently  at  first  glance  he  looks 
very  sick;  has  an  ashen  color  or  a rather 
characteristic  sallow  unhealthy  tint  of  the 
skin  suggesting  sometimes  slight  jaundice  or 
anemia;  his  face  and  hands  are  clammy; 
often  he  is  covered  with  perspiration;  he 
may  be  vomiting.  He  is  moving  about  try- 
ing to  find  a restful  position,  which  is  quite 
different  from  the  individual  suffering  with 
an  attack  of  angina  pectoris,  who  sits  or 
stands  motionless,  an  agonizing  look  on  his 
face,  waiting  for  the  paroxysm  to  pass.  It 
is  best  to  leave  the  patient  where  found  until 
carefully  examined,  and  then,  if  the  diagno- 
sis of  coronary  thrombosis  is  made  or  there 
is  a question  of  it,  make  him  as  comfort- 
able as  possible  without  moving  him  more 
than  is  necessary.  If  on  the  first  floor  in  a 
house,  the  patient  should  not  be  moved  up 
another  flight  to  his  bedroom  until  the 
shock  from  the  attack  has  passed. 

Examination. — On  listening  to  the  heart, 
it  is  noticed  that  the  sounds  are  usually 
weakened,  especially  the  first  sound  at  the 
apex.  Sometimes  there  is  a tic-tac  rhythm 
due  to  weakened  first  sound;  re-duplication 
and  gallop  rhythm  are  not  uncommon.  Pro- 
todiastolic gallop  rhythm  is  caused  by  an  in- 
creased third  sound  which  follows  shortly 
after  the  normal  second  sound  and  is  best 
heard  at  the  apex  or  between  the  apex  and 
the  sternum ; never  at  the  base.  This  third 
sound  is  a very  important  sign22  of  weak- 
ness of  the  left  ventricle  and  one  that  is 
often  overlooked.  The  pulmonic  second 
sound  is  accentuated  and  the  aortic  second 
sound  is  very  weak  or  entirely  lacking — a 
sign  of  a failing  left  ventricle  and  increased 
pulmonary  tension.  The  heart  often  rapidly 
dilates,  especially  the  left  ventricle.  This 
may  be  demonstrated  by  percussion  or  by 
roentgen  ray.  A functional  systolic  mur- 
mur due  to  the  dilatation  may  be  heard  in 
the  mitral  area.  A pericardial  friction  rub 
should  be  listened  for  carefully  because  it  is 
often  transient  and  may  disappear  after  a 
day  or  two.  The  most  common  site  to  hear 
this  rub  is  near  the  sternum,  especially  along 
the  left  border,  but  it  may  be  found  any- 
where or  everywhere  over  the  precordium, 
and,  if  the  rub  is  loud  enough,  may  be  widely 


transmitted  to  the  back  and  elsewhere. 
There  may  be  premature  beats,  partial  or 
complete  auriculoventricular  block,  paroxys- 
mal or  permanent  auricular  fibrillation,  or 
paroxysmal  ventricular  tachycardia.  The 
latter  is  of  particularly  ill  omen,  but,  for- 
tunately, quite  rare.  The  pulse  may  vary 
from  a marked  tachycardia  to  a bradycardia, 
due  to  heart  block,  which  is  very  rare  as  the 
infarct  does  not  usually  involve  the  region 
of  the  Bundle  of  His. 

The  blood  pressure  in  coronary  thrombo- 
sis, followed  by  cardiac  infarction,  usually 
falls.  Afterwards,  there  is  generally  weak- 
ness, mental  disturbance,  faintness,  dizziness 
and  even  syncope,  coma,  and  convulsions. 
Congestive  failure  may  ensue  which  pro- 
duces rales,  cough,  hemoptysis,  gastro-intes- 
tinal  symptoms,  ascites  and  edema.  A fever 
of  100-101  degrees  Fahrenheit  is  usually 
noted  for  a few  days.  Temperatures  of  103- 
104  degrees  Fahrenheit  make  for  poorer 
prognoses. 

It  is  well  to  remember  that  there  is  no 
antecedent  history  of  disease  of  the  circula- 
tion in  62  per  cent3  of  the  cases  and  that  the 
immediate  mortality  is  less  than  20  per 
cent.1  If  the  patient  does  not  suddenly  die 
because  of  a ventricular  fibrillation,  or  be- 
cause the  area  of  infarction  is  not  too  large, 
or,  if,  in  a few  days,  because  of  a rupture 
of  the  ventricular  muscle  through  the  in- 
farcted  area,  or  because  of  an  embolus  from 
a mural  thrombus,  the  chances  of  recovery 
are  probable  if  good  care  and  common  sense 
are  employed.  Morphine,  and  plenty  of  it, 
is  the  immediate  treatment.  Sometimes  it 
may  take  a grain  or  more,  in  divided  doses, 
before  the  patient  is  relieved;  occasionally 
he  is  put  to  sleep  by  the  drug  before  the  pain 
ceases.  One  of  the  theophylline-ethyldia- 
mine  preparations  (aminophylline,  metaph- 
yllin,  euphyllin,  etc.)  may  be  given  intra- 
venously for  its  probable  dilating  effect  on 
the  coronary  arteries,  thus  relieving  some 
of  the  local  anoxemia.  Again,  let  it  be  em- 
phasized; disturb  the  patient  very  little  at 
this  stage  of  the  illness,  relieve  his  pain  and 
make  him  as  comfortable  as  possible.  The 
head  may  be  very  slightly  raised  and  often 
a pillow  under  the  knees  is  enjoyed  by  the 
patient.  It  is  not  necessary  to  give  digitalis 
at  once  unless  there  is  congestive  failure, 
auricular  fibrillation,  or  cardiac  asthma, 
which  is  a sign  of  failure  of  the  left  ventri- 
cle. A fluid  diet  in  small  amounts  is  to  be 
recommended  for  the  first  few  days.  Intra- 
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venous  injections18  of  50  per  cent  buffered 
glucose  solution  (50-100  c.c.  daily  for  sev- 
eral days)  is  nourishing  to  the  injured 
heart  muscle  and  may  be  helpful.  Let  the 
bowels  go  for  a few  days;  don’t  give  ene- 
mas until  the  shock  has  passed.  Too  much 
bathing  is  often  very  tiring.  “Masterful  in- 
activity” is  the  watchword.  If  dyspnea  or 
cyanosis  be  present,  an  oxygen  tent  may  aid 
in  making  the  patient  more  comfortable,  if 
it  causes  no  unfavorable  mental  reaction. 

Electrocardiographic  study  generally  helps 
to  diagnose,  localize,  and  indicate  duration 
of  myocardial  infarct.  Its  use  in  middle 
aged  patients  with  mild  substernal  symp- 
toms, difficult  to  evaluate,  is  often  diagnos- 
tic. Usually  it  shows  some  abnormality  of 
the  T-waves,  but  the  actual  picture  of  a cor- 
onary occlusion  often  does  not  appear  for 
several  days.4  The  electrocardiogram  may 
show  within  twenty-four  hours  a low  or 
flattened  T-wave,  or  again  a high  take-off 
and  a peculiar  rounding  of  the  T-wave15 
(described  by  Pardee)  ; later,  a peculiar  V 
or  cone-shaped  inversion ; intraventricular 
block  (the  commonest  cause22  of  which  is 
coronary  disease)  which  is  noted  by  a 
spreading  of  the  QRS  complex  with,  or 
without,  notching;  low  amplitude  of  ven- 
tricular complexes;  alternation  in  auriculo- 
ventricular  conduction ; and  left  axis  devia- 
tion. The  prominent  Q3-wave,5  which  for- 
merly has  been  interpreted  as  helpful  in  the 
diagnosis  of  coronary  occlusion,  is  now  stat- 
ed by  Hurxthal  generally  to  be  an  inverted 
R phase  of  the  QRS  complex.  Any  of  these 
points,  singly  or  collectively,  may  arouse 
one’s  suspicions  and  aid  in  the  diagnosis  of 
coronary  thrombosis.  It  is  often  of  interest, 
and  frequently  of  distinct  value  in  diagnosis, 
to  note  the  changes  in  the  complexes  in  a 
series  of  electrocardiograms  made  daily  or 
every  second  day. 

While  roentgenological  study  may  show 
no  abnormality,  it  generally  presents  cardiac 
enlargement  and  often  a tortuous  aorta.  It 
is  said  by  some  authorities  that  the  heart  ac- 
tion may  be  weak  if  the  patient  is  examined 
fluoroscopically,  but  it  is  very  difficult  to 
see  any  variation. 

Usually  a polymorphonuclear  leukocytosis 
in  a mild  degree  is  found  for  two  or  three 
days  and  the  grade  and  duration  of  leukocy- 
tosis on  account  of  sudden  cardiac  infarc- 
tion is  a useful  clew  to  the  size  of  the  infarct 
and,  hence,  to  prognosis. 

The  sedimentation  rate 16  is  a good  indica- 


tion of  the  progress  of  the  healing  of  a myo- 
cardial infarct  for  it  remains  rapid  even 
after  the  white  blood  count  and  the  tem- 
perature have  become  normal. 

A rising  non-protein  nitrogen,19  or  a non- 
protein nitrogen  that  remains  elevated  in 
blood  plasma,  was  noted  in  fatal  cases  and 
may  be  a dangerous  sign  as  a lowering  of 
the  blood  pressure,  and  a diminution  in  urine 
output  will  not  alone  explain  the  rise  of 
non-protein  nitrogen  in  acute  coronary  oc- 
clusion. 

Each  case  is  individual  and  must  be 
treated  as  such.  The  prognosis  depends  not 
only  on  the  degree  and  spread  of  the  in- 
volvement of  the  myocardium,  but  also  on 
the  treatment  and  on  the  reserve  strength 
of  the  heart.  Careful  nursing  is  a very 
helpful  adjunct.  After  a few  days,  enemas 
and  mild  cathartics  may  be  given  if  neces- 
sary. A liquid  diet  for  several  days  is  ad- 
visable as  it  is  more  easily  assimilated.  Le- 
vine8’ 9 suggests  quinidine  sulphate  grains 
three,  two  to  three  times  a day,  as  a pre- 
cautionary measure,  for  ten  to  fourteen  days 
in  attempting  to  prevent  auricular  fibrilla- 
tion and  ventricular  tachycardia.  In  the 
weakened  state  in  which  we  find  the  heart 
muscle  in  a case  of  coronary  thrombosis, 
such  further  insults  are  almost  always  too 
great  to  withstand.  Perhaps  even  grains 
three  every  four  hours  night  and  day,  as 
quinidine  is  excreted20,  21  in  that  length  of 
time,  might  cover  the  patient  more  effective- 
ly. The  judicious  use  of  alcoholic  bever- 
ages10 is  to  be  considered.  Blood  pressure 
reading  twice  daily  is  a constant  guide  to 
the  condition  of  the  heart  muscle. 

A month  to  six  weeks  is  the  least  time  one 
should  consider  keeping  a patient  in  bed, 
following  such  an  accident,  for  the  balance 
between  too  much  and  too  little  restriction 
of  life  must  be  established.  Then  gradually 
the  resumption  of  activities  may  be  under- 
taken. Patients  have  been  known  to  carry 
on  following  coronary  occlusion,  and  do  it 
very  well,  for  a period  of  ten  years  or  more. 
It  has  been  shown1  that  two  years  follow- 
ing a coronary  occlusion,  56  per  cent  were 
in  good  health ; in  ten  years,  3.4  per  cent 
were  still  alive. 

The  prognosis  is  lessened  in  coronary 
thrombosis  by  the  following  findings:22 

1.  Advanced  age. 

2.  State  of  shock. 

3.  Abrupt  and  pronounced  fall  in  blood 
pressure. 
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4.  Prolongation  of  severe  substernal  pain 
for  more  than  two  to  three  hours. 

5.  The  duration  of  fever  for  more  than  a 
few  days. 

6.  The  presence  of  a high  fever  (103- 
104°  F. ) or  a high  leukocytosis  (espe- 
cially if  maintained  for  a week  or 
more). 

7.  Rapid  and  marked  cardiac  dilatation. 

8.  Gallop  rhythm. 

9.  Ventricular  paroxysmal  tachycardia. 

10.  Heart  block. 

11.  Pulsus  alternans. 

12.  Cardiac  asthma. 

13.  Congestive  failure. 

14.  Embolic  phenomena. 

SUMMARY 

With  the  present  day  available  informa- 
tion, coronary  thrombosis,  which  frequently 
presents  symptoms  suggesting  acute  indiges- 
tion, should  be  recognized  in  the  large  per- 
centage of  cases. 

1.  A careful  history  frequently  gives  the 
keynote  of  the  diagnosis. 

2.  Thoughtful  evaluation  of  the  labora- 
tory tests  and  electrocardiographic 
tracings  are  distinct  aids. 

3.  It  is  suggested  that  digitalis  be  avoid- 
ed unless  there  is  congestive  failure, 
auricular  fibrillation,  or  cardiac  asth- 
ma. Quinidine  sulphate  may  be  given 
in  the  attempt  to  prevent  a cardiac 
arrhythmia  and,  hence,  add  further 
insult  to  an  already  damaged  heart 
muscle. 

4.  Absolute  bed  rest  is  recommended  for 
a period  long  enough  for  the  damaged 
muscle  to  heal. 


5.  Prognosis  should  always  be  guarded 
for  it  is  known  that  patients  have 
lived  more  than  ten  years  following 
a coronary  occlusion. 

553  Neff  Road,  Grosse  Point  Village. 
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NEW  LOW  RATES  FOR  1933 
Birth,  death,  and  infant  mortality  rates  in 
Michigan  again  dropped  in  1933,  bettering 
even  the  record-breaking  rates  of  1932. 

The  death  rate  for  1933  was  9.6  per  1,000 
of  population,  as  compared  with  9.7  for 
1932.  The  number  of  deaths  registered  dur- 
ing the  past  year  was  48,507,  a decrease  of 
1,062  under  the  49,569  reported  in  1932. 
With  the  exception  of  1918,  the  influenza 
year,  the  highest  death  rate  for  the  past 
twenty-five  years  was  14.2.  Since  1929  it 


has  fallen  steadily,  reaching  its  lowest  point 
in  1933.  That  a rate  as  low  as  the  present 
one  can  continue  indefinitely  seems  scarcely 
possible  since  it  would  presuppose  that  a ma- 
terial proportion  of  the  population  would 
live  to  be  one  hundred  years  and  over. 

The  birth  rate  for  1933  was  16.0  per 
1,000  of  population  in  contrast  to  the  16.6 
of  1932.  The  number  of  births  registered 
last  year  was  80,481,  a decrease  of  4,773 
under  the  85,254  of  1932.  Twenty  years 
ago  the  Michigan  birth  rate  was  above  26 
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per  1,000  population,  and  as  recently  as 
1927  almost  100,000  births  were  regis- 
tered. The  rate  has  declined  more  than  one- 
third  in  the  ten  year  period  from  1924  to 
1934.  This  downward  trend  of  the  birth 
rate  has  been  general  throughout  the  United 
States  and  in  many  foreign  countries. 

The  infant  mortality  rate  was  50.8  per 
1,000  living  births,  in  marked  contrast  to 
the  54.3  of  1932  and  the  157.1  of  1900. 
The  number  of  deaths  of  infants  under  one 
year  of  age  in  1933  was  4,092,  a drop  of 
538  from  the  4,630  deaths  in  1932. 

Of  particular  interest  in  infant  mortality 
was  the  fact  that  the  rural  rate  decreased 
more  than  the  urban  one.  The  rural  rate 
was  47.3  in  1933  compared  with  54.4  in 
1932  and  the  urban  rate  (cities  of  2,500  and 
over)  in  1933  was  52.5  in  contrast  to  the 
54.3  in  1932. 

All  but  four  of  the  larger  cities  of  the 
state  showed  decreases  in  their  infant  mor- 
tality rates  for  the  year.  A number  of  the 
cities  and  their  comparative  rates  follow: 


1933 

1932 

Ann  Arbor  

51.7 

53.0 

Battle  Creek  — 

56.0 

69.6 

Detroit  

50.9 

52.0 

Flint  

59.4 

61.5 

Grand  Rapids  

53.3 

39.8 

Hamtramck  

67.7 

43.4 

Highland  Park  

26.6 

48.3 

Jackson  

61.2 

62.6 

Kalamazoo  

49.1 

55.3 

Lansing  

63.1 

50.6 

Marquette  

65.0 

93.3 

Monroe  

40.2 

41.0 

Muskegon  

46.7 

55.2 

Pontiac  

50.7 

57.7 

Port  Huron  

47.9 

Saginaw  

45.8 

65.4 

Wyandotte  

41.9 

69.1 

COMMUNICABLE  DISEASE  NOTES 

For  the  first  two  months  of  1934  the  only 
disease  showing  any  significant  increase 
over  the  same  period  for  1933  was  pneumo- 
nia. There  is  some  question  as  to  whether 
this  increase  has  any  great  significance. 
There  were  1,146  cases  of  pneumonia  re- 
ported in  1934  as  compared  to  963  in  1933. 

The  total  number  of  cases  of  scarlet  fe- 
ver for  January  and  February  is  practically 
the  same  as  for  the  same  period  in  1933. 
Both  years  have  shown  quite  a high  inci- 
dence. The  communities  affected  are  some- 
what different  this  year  as  compared  to  last 
year.  The  larger  population  centers  in  this 
group  are  Flint  and  Genesee  County,  Mus- 


kegon, Kalamazoo  County  and  Lansing.  A 
number  of  other  smaller  communities  have 
also  been  quite  severely  affected. 

The  incidence  of  smallpox  continues  ex- 
tremely low.  For  the  first  two  months  of 
last  year  only  four  cases  were  reported. 
This  year  there  has  been  a total  of  seven 
cases. 

Although  this  is  not  the  poliomyelitis  sea- 
son, there  has  been  a slight  increase  in  the 
incidence.  This  does  not  appear  significant 
because  of  the  small  number.  For  the 
months  of  January  and  February,  1933, 
four  cases  of  poliomyelitis  were  reported  as 
compared  to  seven  for  the  same  period  of 
this  year. 

Typhoid  fever  is  slightly  under  the  inci- 
dence of  last  year  at  this  season. 

Diphtheria  is  materially  less  for  the  first 
two  months  of  this  year,  there  being  ninety- 
eight  cases  reported  as  compared  to  185  for 
the  same  period  of  last  year. 

Whooping  cough  is  somewhat  under  last 
year’s  record  and  measles  shows  about  one 
case  for  every  ten  reported  a year  ago. 

AMEBIC  DYSENTERY 

Cases  of  amebic  dysentery  which  origi- 
nated in  Chicago  during  the  summer  season 
of  the  Century  of  Progress  Exposition  con- 
tinue to  come  to  light.  Twenty-four  cases 
have  been  reported  in  the  state  since  Janu- 
ary 1,  1934,  making  a total  of  sixty-five 
cases,  of  which  forty-seven  are  thought  to 
have  acquired  their  infection  in  Chicago. 

Physicians  should  remain  on  the  alert  and 
consider  the  diagnosis  of  amebic  dysentery 
in  all  cases  of  more  or  less  chronic  enteritis, 
especially  those  showing  a mucopurulent 
diarrhea  and  sometimes  the  presence  of 
blood. 

It  appears  that  the  cause  of  the  Chicago 
outbreak  has  not  been  definitely  settled. 
The  explanation  advanced  and  considered 
most  probable  by  Chicago  authorities  is  that 
of  water  pollution  caused  by  a cross  connec- 
tion between  water  supply  and  sewage  dis- 
posal in  the  basement  of  one  of  the  Chicago 
hotels.  This  condition  was  remedied  some 
time  ago.  We  would  call  attention  to  the 
article  on  amebic  dysentery  in  Chicago 
which  appeared  in  the  February  3 issue  of 
the  Journal  of  the  American  Medical  Asso- 
ciation. 


C.  D.  B. 
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EDITORIAL 

A MATTER  FOR  SERIOUS  STUDY 

We  have  emphasized  from  time  to  time 
the  importance  of  unity  of  the  medical  pro- 
fession as  evidenced  by  full  and  active  coun- 
ty society  membership.  The  times  demand 
preparedness  and  this  means  an  intelligent 
comprehension  of  the  situation  which  con- 
fronts medicine  today,  along  with  other  pro- 
fessional as  well  as  industrial  and  economic 
activities.  The  problem  is  one  of  adjusting 
ourselves  to  conditions  which  few  or  none 
of  us  could  have  anticipated  a decade  ago. 
One  may  adopt  a Fabian  attitude  and  play 
a waiting  game.  That  is  what  most  of  us 
have  been  doing — probably  the  easiest  way, 
because  standpatism  requires  very  little  men- 
tal effort.  The  alternative  is  to  study  the 
trend  of  the  times.  Individualist  though  the 
majority  of  us  may  be,  a good  mental  exer- 
cise would  be  to  inform  ourselves  on  what 
socialism  really  means.  The  editor  of  the 
Journal  of  the  American  Medical  Associa- 
tion in  a recent  address  told  us  that  of  the 
twenty-two  planks  in  the  socialist  platform 
of  1912,  all  but  two  had  been  already  adopt- 
ed. We  are  too  prone  to  label  what  we  don’t 
like  with  a name  and  to  leave  it  at  that.  The 
subject  should  be  approached  with  as  little 
emotion  as  possible,  which  is  a difficult  mat- 
ter, however,  considering  that  one’s  liveli- 
hood is  involved ; it  is  hard  to  be  impartial 
where  one’s  existence  is  at  stake.  Neverthe- 
less the  necessity  is  urgent. 


We  have  no  definite  plan  to  offer,  yet 
some  definite  proposition  is  necessary.  The 
Michigan  State  Medical  Society  has  been  a 
pioneer  among  states  to  give  the  matter  of 
survey  of  health  agencies  serious  thought, 
as  already  made  public  in  the  carefully  pre- 
pared report  presented  at  the  annual  meet- 
ing at  Grand  Rapids,  and  the  continuance  of 
study  of  the  problems  by  the  committee  on 
Medical  Economics.  A serious  effort  has 
been  made  to  obtain  first-hand  knowledge  of 
the  social  and  economic  phases  of  medicine 
as  experienced  in  Great  Britain.  The  find- 
ings of  the  Committee  on  Economics  sooner 
or  later  will  be  presented  to  the  House  of 
Delegates,  who,  after  mature  deliberation, 
will  doubtless  have  some  concrete  plan,  or 
will  determine  upon  some  course  of  action. 

We  referred  to  the  subject  of  socialism. 
Anyone  interested  in  knowing  what  social- 
ism really  is  cannot  do  better  than  study  two 
books:  one  by  Markham  dealing  with  the 
History  of  Socialism.  This  is  an  impartial 
narrative  by  an  Oxford  scholar.  It  can  be 
recommended  as  one  of  the  best  accounts  in 
a single  volume  of  a little  over  three  hundred 
pages.  The  other,  Individualism  and  Social- 
ism, by  Kirby  Page,  is  a biased  work,  but  is 
valuable  for  the  doctor  as  it  contains  a vast 
amount  of  documented  data,  largely  a criti- 
cism of  the  evils  of  capitalism.  In  our  opin- 
ion a volume  of  equal  size  might  be  written 
setting  forth  the  merits  of  individualism  and 
capitalism. 

However,  one  should  bear  in  mind  that 
whichever  lie  favors,  socialism  or  individ- 
ualism, his  position  or  mental  attitude  is 
never  unassailable  until  he  knows  the  argu- 
ments and  can  appreciate  the  attitude  of  his 
opponents.  As  already  intimated,  we  are  on 
the  threshold  of  a new  era  in  medicine  as 
well  as  in  human  society  in  its  broader 
aspects.  The  approach  of  the  average 
thoughtful  physician  to  the  problems  of  his 
profession  is  beset  with  difficulties.  He  can- 
not long  continue  under  present  conditions. 
And  yet  any  plan  of  medical  sendee  already 
in  operation  falls  short  of  meeting  the  situa- 
tion in  anything  like  an  ideal  way.  The  ob- 
jective is  to  render  medical  service  of  high 
quality  at  a price  all  can  afford  to  pay,  and 
at  the  same  time  avoid  eliminating  physicians 
from  the  practice  of  medicine  at  a time  of 
life  at  which  it  is  too  late  to  turn  to  some 
other  means  of  earning  a livelihood.  This 
causes  many  of  the  older  men  in  the  profes- 
sion to  approach  the  subject  with  a con- 
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servatism  that  shows  little  or  no  effort  to- 
wards constructive  action  on  any  large  scale. 

The  problems  are  too  large,  however,  and 
the  need  for  action  too  pressing  to  be  post- 
poned indefinitely. 

MEDICAL  SOCIETIES  DELUXE 

Our  nearest  neighbor,  the  Journal  of  the 
Indiana  State  Medical  Society , contains  a 
very  interesting  editorial  on  this  subject. 
The  county  society  is  the  long  established 
unit  in  medical  organization.  It  is  the  or- 
ganization closest  to  the  doctor,  be  he  gen- 
eral practitioner  or  specialist.  For  this  rea- 
son the  Journal  of  the  Michigan  State 
Medical  Society  has  always  stressed  the 
importance  of  a county  society  membership 
that  embraces  every  eligible  and  qualified 
physician  in  the  county.  In  the  large  centers 
of  population,  however,  where  doctors  are 
more  or  less  accustomed  to  limit  their  field 
of  practice,  there  have  sprung  up  special  so- 
cieties which  are  designated  de  luxe.  There 
is  a place  for  them,  inasmuch  as  they  are  con- 
cerned with  phases  of  medical  and  surgical 
practice  of  a technical  nature  which  are  not 
of  general  interest.  The  technic  of  a gall 
bladder  operation  would  have  very  little  ap- 
peal to  the  eye  specialist  and  the  dosage  of 
treatment  by  x-rays  or  radium  or  the  modus 
operandi  of  producing  radiographs  of  diag- 
nostic detail  would  be  of  no  interest  what- 
soever to  those  physicians  not  actually  en- 
gaged in  radiology,  hence  the  importance  of 
the  special  group  within  the  county  society. 
The  fact  should  not  be  forgotten,  however, 
that  all  these  institutions  should  be  subordi- 
nated to  active  interest  in  the  county  organi- 
zation. 

Then  again  these  auxiliary  societies  are 
wont  to  impose  fees  varying  from  five  to 
twenty  dollars  on  their  members  in  addition 
to  the  regular  membership  in  the  county  so- 
ciety, which  is  an  unwarranted  burden  at  a 
time  when  every  physician  and  surgeon  finds 
his  income  reduced  by  the  amount  of  service 
he  renders  gratuitously.  In  the  majority  of 
these  societies  the  only  expense  entailed  is 
that  of  sending  a letter  or  postcard  each 
month  to  notify  the  members  of  the  time, 
place,  and  program.  Where  such  organiza- 
tions are  found  a necessity  an  effort  should 
be  made  to  reduce  the  expense  connected 
with  them  and  their  number  should  be  suffi- 
ciently infrequent  as  to  allow  the  physician 
an  occasional  evening  at  home  with  his 
family. 


HOME  CARE  OF  TUBERCULOSIS 

It  is  unquestionable  that  a properly  man- 
aged sanitarium  affords  the  best  advantages 
for  the  successful  recovery  of  the  tuberculo- 
sis patient.  The  reasons  are  obvious:  equip- 
ment, a highly  specialized  medical  and  surgi- 
cal staff,  proper  diet  and  rest.  The  means  of 
accommodation,  however,  are  still  not  ade- 
quate to  meet  demands,  so  that  waiting  lists 
are  in  many  places  the  rule.  Sometimes  pa- 
tients are  required  to  wait  from  six  to  eight 
months  for  admittance,  during  which  time 
the  disease  may  gain  so  much  headway  that 
successful  treatment  is  an  impossibility. 
Such  patients  will  require  careful  supervi- 
sion and  treatment  in  their  own  homes. 
Then  there  is  the  patient  who  has  had  sani- 
tarium treatment,  and  the  schooling  that  the 
institution  affords,  who  may  be  safely  dis- 
missed but  who  requires  to  be  kept  under 
observation.  Certain  pneumothorax  cases 
when  they  have  had  their  “refills”  may  be 
treated  satisfactorily  at  home.  Where  pos- 
sible one  to  two  months’  sojourn  in  a good 
sanitarium  is  highly  desirable  to  acquire  the 
fundamentals,  so  that  the  patient  may  co- 
operate intelligently  with  the  doctor. 

An  interesting  brochure  is  being  prepared 
on  the  subject  of  home  treatment  of  tuber- 
culosis patients,  dealing  with  such  subjects 
as  patient’s  quarters,  the  patient,  bed  period, 
fresh  air,  cleanliness,  diet,  temperature  and 
pulse.  The  brochure  is  being  prepared  by  a 
committee  of  the  National  Tuberculosis  As- 
sociation consisting  of  Dr.  A.  M.  Wehenkle 
of  Detroit,  chairman;  Dr.  Woods  Price  of 
Saranac  Lake  and  Dr.  D.  R.  Lyman,  super- 
intendent of  the  Tuberculosis  Sanitarium  of 
Wallingford,  Connecticut. 

This  is  in  line  with  the  movement  towards 
the  practice  of  preventive  medicine  by  the 
general  practitioner,  and  physicians  are 
therefore  urged  to  turn  their  attention  to 
the  care  of  this  class  of  patient,  which  has 
been  of  recent  years  considered  amenable  to 
sanitarium  management  only. 


MEDICAL  HISTORY 

The  Woman’s  Auxiliary  has  grown  to  be 
an  important  institution  in  connection  with 
medicine  in  Michigan.  In  addition  to  the  so- 
cal  feature,  which  is  very  important,  the  rec- 
ord has  been  one  of  accomplishment.  Mrs. 
J.  M.  Robb,  of  Detroit,  conceived  the  idea 
of  a plan  of  study  of  medical  history  by 
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doctors’  wives,  and  under  her  direction  a 
successful  course  has  been  presented  to  the 
auxiliary  members  of  Wayne  County.  The 
large  enrollment  as  well  as  attendance  of 
members  has  proved  beyond  a doubt  the 
popularity  of  tbe  venture. 

The  auxiliary  meetings  were  held  on  the 
same  evenings  as  the  scientific  sessions  of 
the  medical  society  so  that  husbands  and 
wives  came  together ; each,  however,  attend- 
ed his  and  her  own  program.  The  first  se- 
ries (we  say  first,  for  surely  this  is  only  a 
beginning  of  a number  of  such  courses) 
constituted  a survey  of  the  subject  from 
the  earliest  times  to  the  renaissance.  The 
course  comprised  six  lectures  given  by  well 
informed  members  of  the  medical  society, 
namely,  The  Outline  from  Imhotep  to  Har- 
vey by  Dr.  Lawrence  Reynolds,  Egyptian 
Medicine  by  Dr.  Frank  Sladen,  Greek  Medi- 
cine by  Dr.  E.  D.  Spalding,  Roman  Medi- 
cine by  Dr.  W.  J.  Stapleton,  The  Legacy  of 
Arabian  Medicine  by  Dr.  L.  M.  Sa’di  and 
the  Italian  Renaissance  by  Dr.  H.  W. 
Plaggemeyer.  A number  of  the  doctors,  to- 
gether with  the  editor,  could  not  resist  the 
temptation  (surreptitiously  of  course)  to 
occupy  the  back  seats.  Each  speaker  did 
himself  justice  and  all  the  presentations 
were  brilliantly  prepared.  At  each  succes- 
sive meeting  a member  of  the  Woman’s 
Auxiliary  presented  a synopsis  of  the  pre- 
ceding lecture  which  showed  very  commend- 
able ability  in  grasping  the  salient  features 
and  in  summarizing  the  address.  The 
Wayne  County  Auxiliary  is,  we  presume, 
the  largest  in  the  state.  There  is  every  rea- 
son, however,  that  smaller  groups  of  women 
would  find  such  courses  fascinating  and 
there  are  doctors  everywhere  who  would  be 
only  too  pleased  to  give  the  talks. 


MAX  BALLIN 

When  the  medical  history  of  the  early 
periods  of  the  twentieth  century  is  written, 
no  name  will  stand  out  in  more  heroic  pro- 
portions than  that  of  Max  Ballin.  Surgeon, 
Consultant,  Pathologist,  Citizen,  he  epitom- 
ized those  qualities  of  mind  and  heart  that 
only  the  truly  great  possess.  The  State  of 
Michigan  and  the  City  of  Detroit  particular- 
ly, may  ever  point  with  pride  to  him  as  one 
who  possessed  those  exquisite  traits  of  lead- 
ership that  made  him  a much  honored  mem- 
ber of  the  medical  profession. 

It  would  be  idle  to  repeat  in  detail  his 


achievements  in  the  surgical  field.  Out- 
standing are  these  facts:  that  Doctor  Ballin 
was  one  of  the  very  first  in  the  world  to 
demonstrate  the  surgical  indications  of,  and 
to  operate  upon,  hyperplastic  and  adeno- 
matous goiter;  in  the  field  of  brain  and  cord 
surgery  his  pioneer  work  attracted  wide  at- 
tention ; his  last  and  great  achievement  was 
the  demonstration  of  the  relationship  of  the 
pathology  of  the  parathyroid  gland  to  cal- 
cium metabolism  and  diseases  of  the  osseous 
system.  All  of  these  stand  out  as  landmarks 
in  his  wide  and  colorful  surgical  career. 

There  was  nothing  of  the  trite  in  his  in- 
vestigations or  writings.  His  contributions 
to  surgical  technique  and  medical  literature 
were  not  great  in  number,  but  each  and 
every  one  of  them  were  original  in  their 
conception,  or  new  in  their  method  of  ap- 
proach. They  displayed  a profundity  of 
knowledge,  a carefulness  of  preparation  and 
a sincerity  of  statement  that  only  come  from 
a man  of  great  experience,  of  wisdom  and 
of  conviction. 

The  recognition  of  his  worth  was  na- 
tional, not  alone  through  medals  and  cita- 
tions, but  references  to  his  works  that  appear 
in  surgical  and  medical  literature  bear  testi- 
mony to  this  fact.  In  his  own  sphere  Dr. 
Ballin  imspired  and  stimulated  his  asso- 
ciates, who  always  found  in  him  one  eager 
to  assist,  advise  and  encourage.  Withal  he 
was  gifted  with  a rareness  of  judgment  pos- 
sessed by  few  men.  Whether  at  the  bedside 
or  in  the  operating  room  this  ever  stood  out 
as  one  of  the  attributes  of  his  ability. 

There  was  a magnetic  quality  to  his  per- 
sonality; his  smile,  his  quick  retorts,  his 
genial  quips,  his  lovable  assurances  were  the 
outward  expressions  of  a sturdy  heart  that 
beat  with  sincerity,  sympathy  and  devotion. 
To  these  traits  were  added  a dignity  and 
modesty  which  not  only  attracted  all  who 
met  him,  but  also  endowed  him  with  a 
power  of  true  leadership. 

The  background  of  this  noble  character 
was  a cultural  life  and  sense  of  appreciation 
of  its  realities.  Dr.  Ballin  was  a great 
reader,  not  alone  of  medical  and  surgical 
writings,  but  of  good  fiction.  Besides  Eng- 
lish and  German  literature,  he  was  familiar 
with  French  and  Italian,  which  he  spoke 
fluently.  He  enjoyed  art,  but  particularly 
was  he  fond  of  the  best  in  music.  In  all  of 
these  he  found  much  diversion  and  comfort 
during  the  few  leisure  hours  that  he  had  for 
himself  in  his  busy  career. 
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The  loss  that  the  medical  profession  and 
this  community  have  suffered  cannot  be 
measured  in  words  or  spoken  in  any  eulogy. 
Dr.  Ballin  will  be  missed  more  as  time 
speeds  on,  and  as  we  begin  to  realize  that 
he  will  not  return.  And  only  then,  when 
trying  situations  arise  and  difficult  prob- 
lems confront  us,  will  we  reflect,  and  re- 
count those  acts  of  judgment,  those  expres- 
sions of  faith,  that  courage,  sympathy,  tact 
and  sincerity  which  made  him  a tower  of 
strength  in  our  midst  and  endeared  him 
to  us. 


SPECTACLES 

The  invention  of  spectacles  may  be  traced 
to  northern  Italy  in  the  last  quarter  of  the 
thirteenth  century.  Although  the  details  are 
unknown,  it  seems  fairly  certain  that  the 
discovery  occurred  between  1280  and  1290, 
and  the  best  authenticated  evidence  accredits 
the  invention  to  either  Salvino  degli’Armati 
of  Florence  or  to  Alessandro  della  Spina,  a 
Dominican  monk  of  Pisa.  Outside  of  Italy, 
glasses  were  used  in  China  at  about  the  same 
time,  and  there  is  some  evidence  to  indicate 
that  the  Chinese  invention  was  as  early  as 
the  eleventh  century.  The  establishment  of 
any  definite  date,  however,  is  impossible  at 
present.  Although  the  difference  in  the  de- 
sign of  Chinese  glasses  attests  to  their  in- 
dependent development,  they  are  of  only 
casual  historical  interest,  since  they  seem  to 
have  had  no  influence  on  the  evolution  of 
European  glasses.  With  the  establishment 
of  regular  commercial  relations  between  the 
East  and  the  West,  the  superior  spectacles 
of  European  manufacture  soon  superseded 
the  native  Chinese  product. 

Glasses  as  aids  to  vision  were  a natural 
outgrowth  of  the  studies  of  Grosseteste  (c. 
1175-1253)  and  the  other  thirteenth  century 
scholars,  Witelo,  Peckham,  and  Roger  Ba- 
con. These  men  analyzed  the  Greek  and 
Arabian  theories  on  visual  and  luminous 
rays  together  with  the  early  work  of  Galen 
and  Ibn  al-Haitham  on  the  eye,  and  of  Ptol- 
emy and  Euclid  on  the  principles  of  refrac- 
tion and  reflection.  Experiments  with  burn- 
ing glasses  showed  that  print  was  magnified 
through  their  use,  so  that,  in  a sense,  the 
adoption  of  lenses  of  low  convexity  for  the 
correction  of  old  age  visual  defects  was  an 
adaptation,  rather  than  the  discovery  of  a 
principle. 

Since  convex  lenses  were  the  first  type  to 


be  used,  glasses  for  the  correction  of  pres- 
byopia preceded  other  kinds.  Commonly  in 
fitting  glasses,  lenses  of  several  distinct  de- 
grees of  convexity  were  employed,  the  more 
convex  grades  being  prescribed  in  relation  to 
the  increasing  age  of  the  wearer.  In  the  first 
systematic  treatise  on  spectacles  by  Benito 
Daca  de  Valdez  (1623),  it  appears  that 
lenses  of  still  greater  convexity  were  in  use 
as  cataract  glasses.  Concave  lenses  which 
had  been  known  since  the  time  of  Bacon 
subsequently  came  into  use.  A remark  by 
Cardinal  de  Cusa  (cl.  1464)  and  another  by 
Barbaro  (1568)  indicate  that  they  were  in 
use  during  the  lifetimes  of  these  men,  al- 
though the  first  clear  description  of  concave 
lenses  was  that  of  John  Archbishop  of  Can- 
terbury in  1593. 

The  clergy  seem  to  have  been  the  first 
spectacle  makers,  though  guilds  of  laymen 
were  probably  the  first  extensive  producers. 
The  spectacle  makers’  guild  of  France  was 
in  existence  in  1465  and  that  of  England  by 
1563.  After  the  decay  of  the  guilds,  mendi- 
cant peddlers  provided  glasses,  but  from  the 
seventeenth  century  on,  the  optician  became 
the  most  important  agency  for  distributing 
glasses. 

Glasses  during  the  first  decades  of  their 
use  were  made  of  ground  and  polished 
transparent  gem  stones,  such  as  topaz,  rock 
crystal,  or  most  frequently  beryl.  These 
reading  stones  were  thought  to  be  the  only 
lenses  which  would  not  injure  the  eyes.  The 
prohibitive  cost  of  reading  stones  led  to  the 
introduction  of  glass  lenses,  but  makers  of 
lenses  were  compelled  to  indicate  the  pres- 
ence of  the  presumably  inferior  material  in 
their  product.  The  early  glass  was  a mix- 
ture of  substances,  the  characteristics  of 
which  varied  from  sample  to  sample.  The 
mineral  impurities  led  to  opalescence  or  col- 
ored tints,  and  pure  silicate  glasses,  such  as 
crown  and  flint,  were  not  available  before 
the  eighteenth  century.  The  conscious  intro- 
duction of  specific  impurities  into  the  glass 
produced  glasses  of  definite  color.  Reading 
glasses  with  green  lenses  were  manufac- 
tured in  1561  by  the  Englishman,  Aucott ; 
Pierson  of  London  sold  blue  reading 
glasses;  and  Adams  in  1767  advertised 
smoked  glasses.  During  the  nineteenth  cen- 
tury, amber  lenses,  chlorophyll  green  and 
amethyst  glasses  were  produced  till,  at  pres- 
ent, many  colors  and  varieties  of  glass  are 
used  in  lenses. 

The  early  convex  and  concave  lenses  un- 
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derwent  little  modification  until  the  eight- 
eenth century.  In  1784,  Benjamin  Franklin 
produced  bifocal  glasses  in  which  the  upper 
half  of  the  lens  was  adapted  for  far  vision 
and  the  lower  half  for  close  accommodation. 
Various  technical  refinements  of  the  bifocal 
principle  appeared  somewhat  later.  In 
1826,  Hawkins  of  London  devised  the  less 
commonly  used  trifocal  lenses.  In  1866, 
Samuel  Gregg  produced  a bifocal  by  ce- 
menting a small  segment  into  the  lower  part 
of  the  distance  glass.  Later,  a thin  scale 
with  a knife  edge  was  cemented  with  bal- 
sam to  the  surface  of  the  distance  glass  as  a 
modification  for  close  focus.  This  glass, 
known  as  the  opifex,  was  modified  about 
1890  by  Borsch  of  Philadelphia  to  form  the 
kryptok  lens.  In  this,  the  thin  scale  was  ce- 
mented between  two  large  pieces  of  glass. 
Shortly  afterward,  Borsch  fused  the  glass 
by  heat,  the  difference  in  refraction  of  the 
two  parts  of  the  lens  being  produced  by  the 
use  of  both  crown  and  flint  glass.  Still  more 
recently,  the  two  parts  of  the  bifocal  lens 
have  been  ground  from  one  piece  of  crown 
glass. 

Since  the  adoption  of  glasses  for  the  cor- 
rection of  myopia  and  presbyopia,  the  most 
important  innovation  for  the  improvement 
of  vision  has  been  associated  with  the  cor- 
rection of  astigmatism.  In  1801,  the  char- 
acteristics of  astigmatism  were  first  outlined 
by  Thomas  Young.  He  found  that  astig- 
matism could  be  corrected  by  tilting  the 
lenses  of  the  glasses  in  one  direction  or 
another.  Independently  and  about  twenty- 
five  years  later,  George  Airey  worked  out 
the  method  of  compensating  for  astigma- 
tism, and  in  1827  the  English  optician, 
Fuller,  provided  him  with  cylindrical  lenses. 
Lenses  of  this  type  were  soon  common,  as 
were  spherocylinders,  which  were  first  pro- 
duced by  the  American  optician,  Zentmayer. 

Wollaston  in  1804  devised  the  first  peri- 
scopic  eye-lenses,  which  were  constructed  for 
him  by  Dollond.  This  glass  was  designed 
to  obviate  the  necessity  of  looking  obliquely 
through  the  peripheral  part  of  the  ordinary 
lens  and  consisted  of  a lens  with  an  anterior 
convex  surface  and  a posterior  concave  sur- 
face. Somewhat  later,  the  grinding  of  peri- 
scopic  lenses  for  the  correction  of  com- 
pound astigmatic  and  accommodatory  de- 
fects led  to  the  type  of  lens  called  toric. 
Some  attention  has  been  given  to  glasses  for 
the  correction  of  grosser  eye  defects.  The 
use  of  prisms  for  the  correction  of  squint 


was  suggested  during  the  middle  of  the 
nineteenth  century.  Hyperbolic  lenses  for 
conical  cornea  and  irregular  astigmatism 
were  proposed  in  1879  by  Raehlmann.  For 
the  correction  of  extreme  myopia  or  hyper- 
opia, lenticular  lenses  in  which  the  correc- 
tion lens  occupies  only  the  central  part  of 
the  glass  have  been  devised.  Bifocal  cata- 
ract glasses  were  another  development  for 
unusually  defective  eyesight. 

Various  shapes  of  lenses  have  been  pop- 
ular. The  earliest  lenses  were  circular  and 
later  elliptical,  and,  although  the  oval  or 
elliptical  lens  has  remained  the  most  pop- 
ular type,  many  irregular  shapes,  such  as 
crescents,  octagons,  or  circular  lenses  with 
flattened  tops,  have  also  been  common.  The 
size  of  lenses  and  the  materials  for  the  con- 
struction of  frames  have  been  considerably 
modified  in  accordance  with  style  trends. 

If  attention  is  turned  to  the  method  by 
which  lenses  are  held  before  the  eyes,  it  is 
to  be  noted  that  there  is  a gradual  adapta- 
tion of  frames  to  the  anatomy  of  the  nose 
and  face,  and  likewise  that  popular  fancy 
has  led  to  the  predominance  of  one  type  or 
another  at  various  times.  The  first  glasses 
consisted  of  two  large  lenses  conjoined  by 
an  immovable  frame  of  leather,  bone,  ivory 
or  metal.  These  were  held  in  the  hand  by 
the  upper  or  lower  portion  of  the  rim. 
Sometimes  glasses  were  suspended  on  cords 
over  the  ears.  A modification  of  the  solid 
construction  of  the  frame  appeared  during 
the  fourteenth  century  when  the  two  lens 
glasses  were  hinged  over  the  region  of  the 
nose,  or  were  connected  by  a piece  of  spring 
metal.  About  the  middle  of  the  eighteenth 
century,  crude  glasses  maintained  with  bows 
or  temples,  technically  spectacles,  were  con- 
structed. At  first,  the  temples  ended  in  a 
plate  or  ring  in  front  of  the  ears,  while 
later,  they  extended  behind  the  ears  to  press 
against  the  occiput.  Next,  a short  piece  of 
metal  was  jointed  to  the  temple  in  such  a 
way  as  to  hook  behind  the  ear.  With  the 
hingeing  of  the  bows  to  the  spectacle  frame 
to  permit  folding,  spectacles  not  unlike  the 
modern  types  came  into  use.  Rimless  spec- 
tacles, in  which  the  bridge  and  bows  were 
clamped  and  screwed  to  the  lenses,  were 
constructed  about  1840  by  Waldstein  of 
Vienna.  Rimless  spectacles  with  hook  tem- 
ples called  “riding  bows”  appeared  in  Eng- 
land about  1850.  The  later  adaptation  of 
a saddle  bridge  to  distribute  the  weight  of 
the  spectacles  on  the  nose  and  the  offset 


214 


EDITORIAL 


Jour.  M.S.M.S. 


guard  led  to  essentially  modern  spectacles ; 
the  most  recent  developments  have  been  the 
perfection  of  movable  guards  on  a semi- 
flexible  bridge  and  the  higher  placement  of 
the  bows  on  the  lens. 

During  the  past  century,  glasses  without 
bows,  technically  called  eyeglasses,  have  vied 
in  popularity  with  spectacles.  The  problems 
of  eyeglasses  have  centered  on  the  lightness 
of  weight  and  ease  of  attachment  to  the 
nose.  The  American  opticians  have  in  large 
part  been  responsible  for  the  technical  ad- 
vances in  eyeglass  construction.  In  1868 
McDonald  of  Newark  and  Bausch  of 
Rochester  devised  eyeglasses  which  were 
clamped  to  the  nose  by  a spring  arrange- 
ment. Self-adjusting  guards  with  a nose- 
piece  oscillating  upon  a pivot  attached  to 
the  eye  wire  were  invented  by  Clements  in 
1871.  Other  rocking  guards  were  con- 
structed during  the  next  decades,  along  with 
devices  for  holding  the  glasses  with  precise 
adjustment  before  the  eyes.  The  more  re- 
cent developments  of  eyeglasses  have  fol- 
lowd  two  lines:  in  the  first,  the  glasses  are 
maintained  by  the  springiness  of  the  bridge  ; 
in  the  other,  the  bridge  is  stationary  while 
the  guards  are  movable.  In  the  latter,  or 
finger-piece  eyeglass,  the  guards  are  manip- 
ulated by  means  of  levers. 

In  the  earlier  period  of  the  development 
of  reading  glasses,  two  factors  were  re- 
sponsible for  the  limited  use  of  glasses:  the 
illiteracy  of  the  lower  classes  rendered 
glasses  superfluous  to  many,  and  their  high 
cost  (perhaps  $200)  made  them  inaccessible 
to  others.  As  a consequence,  glasses  came 
to  be  a sign  of  social  or  intellectual  position. 
Portrait  painters  of  the  renaissance  period 
adorned  their  subjects  with  spectacles,  some- 
times even  painting  the  early  saints  with 
anachronistic  glasses.  The  increasing  use 
of  the  spectacle  during  the  seventeenth  and 
eighteenth  centuries,  often  an  affectation, 
led  to  the  satirizing  of  wearers  of  glasses. 
Hogarth  and  other  artists  used  this  affecta- 
tion as  a fit  subject  for  caricature,  nor  did 
writers  overlook  this  opportunity  as  these 
stanzas  from  William  Cowper  indicate: 

“Between  the  Nose  and  Eyes  a strange  contest  arose, 
The  spectacles  set  them  unhappily  wrong; 

The  point  in  dispute  was,  as  all  the  world  knows, 
To  which  the  said  spectacles  ought  to  belong.” 

After  due  argument  on  the  point,  a deci- 
sion was  reached, 


“So  his  lordship  decreed,  with  a grave  solemn  tone, 

Decisive  and  clear,  without  one  if  or  but — 

That  whenever  the  Nose  put  his  spectacles  on, 

By  day-light  or  candle-light — Eyes  should  be  shut.” 

Even  today,  the  theater,  the  cinema  and 
the  cartoonist  use  glasses  consistently  for 
characterizing  certain  types. 

Physicians  in  the  earlier  days  of  spec- 
tacles discouraged  the  use  of  glasses,  and  the. 
medical  recognition  of  glasses  was  rather 
late.  Bernard  Gordon  of  Montpellier,  the 
first  physician  to  mention  glasses  (1305), 
considered  them  unnecessary,  if  his  own  eye 
remedies  were  used.  The  famous  renais- 
sance surgeon,  Guy  de  Chauliac,  recom- 
mended glasses  only  in  the  event  that  his  eye 
lotion  did  not  cure  the  visual  defect.  George 
Bartisch,  a famous  German  ophthamologist, 
condemned  their  use  in  his  textbook  (1583), 
and  von  Arlt,  during  the  past  century,  was 
the  first  important  ophthalmologist  to  recog- 
nize the  therapeutic  importance  of  glasses. 
The  recognition  of  astigmatism  as  a factor 
in  eye  strain  had  much  to  do  with  the  in- 
crease of  medical  interest.  The  invention 
and  perfection  of  the  ophthalmoscope,  the 
discovery  of  cycloplegic  drugs  and  the  pub- 
lication of  the  fundamental  studies  of 
Donders  in  1864  on  the  refraction  and  ac- 
commodation of  the  eyes  preceded  the  uni- 
versal acceptance  of  the  importance  of 
glasses.  With  the  increasing  medical  ap- 
plication of  glasses,  systems  of  numbering 
lenses  have  appeared.  According  to  the 
most  important  systems  in  use  prior  to  the 
last  decades  of  the  nineteenth  century,  the 
effect  of  the  lens  was  the  reciprocal  value 
of  its  radius  of  curvature.  More  recently, 
the  focal  distance  of  the  lens  in  relation  to 
a standard  lens  having  a focus  of  one  meter 
has  been  the  most  popular  system.  Thus,  a 
two  diopter  lens,  one  twice  as  strong  as  the 
standard,  has  a focus  of  one-half  meter. 

Although  glasses  have  been  known  for 
more  than  six  centuries,  the  scientific  status 
of  ophthalmic  lenses  and  the  technical  adap- 
tation of  glass  and  frame  to  the  comfort 
and  convenience  of  the  wearer  have  been 
developments  of  the  last  hundred  years. 
Medical  interest  in  glasses  has  coincided 
only  with  the  latter  period. 


Three  faces  wears  the  doctor:  when  first 
sought 

An  Angel’s;  and  a god’s,  the  cure  half 
wrought. 
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But  when,  the  cure  complete,  he  seeks  his  fee 
The  devil  looks  less  terrible  than  he. 

— Anon. 


“Throw  twenty  small  objects  such  as 
beans  on  the  floor,  pick  up  one  at  a time 
and  place  on  a shelf  above  the  head  using 
the  hands  alternately.  Do  it  as  quickly  as 
possible.”  This  is  a recommendation  for  the 
treatment  of  Essential  Dysmenorrhea  in  the 
newly  revised  work  “Treatment  in  General 
Practice”  by  Beckman.  Oh  if  women  only 
wore  collars  the  exercise  might  be  varied  by 
the  morning  hunt  for  collar  buttons  under 
the  bed. 


We  are  privileged  to  print  the  Beaumont 
Foundation  lectures  for  the  third  time. 
These  addresses  on  scientific  subjects  basic 
to  medicine  without  exception  have  been 
given  by  men  of  erudition — leaders  in  their 
fields  of  thought  and  research.  Dr.  Fulton’s 
second  lecture  will  appear  in  the  May  num- 
ber of  the  Journal.  Given  each  year  before 
a large  audience  of  the  Wayne  County  Med- 
ical Society,  they  are  here  available  to  every 
member  of  the  Michigan  State  Medical  So- 
ciety. 


The  radio,  one  of  the  greatest  triumphs 
of  physical  science,  is  sometimes  prostituted 
to  the  most  unscientific  purposes,  intruding 
as  it  does  with  its  ballyhoo  into  the  sanctity 
of  the  home.  We  hesitate  to  say  what  would 
happen  to  the  person  who  would  blow  into 
the  family  circle  and  begin  bellowing  the 
claims  of  someone’s  panacea  for  all  the  ills 
that  flesh  is  heir  to.  The  messenger  is  one 
of  the  wonders  of  the  age:  the  message  is 
too  frequently  pure  bunk,  as  much  as  we 
hate  the  word. 


The  popularity  of  medical  service,  so 
called,  is  attested  by  the  fact  that  every  one 
tries  to  get  in  on  it.  Even  departmental 
stores  find  it  a lucrative  business  inasmuch 
as  one,  at  least,  in  this  state  has  circularized 
the  medical  profession  regarding  the  instal- 
lation of  a complete  prescription  service, 
though  this  store  has  not  announced  whether 
this  service  will  be  rendered  nights,  Sundays, 
or  holidays.  The  department  store  is  prob- 
ably trying  to  get  back  at  the  druggist  who 
specializes  in  soap,  sandwiches,  ice-cream, 
alarm  clocks  and  what  not. 


One  member  of  the  Michigan  State  Medi- 
cal Society  has  a proposition  for  increasing 
the  advertising  patronage  of  this  Journal. 
Upon  a visit  from  the  detail  representative 
of  drug  houses  he  turns  to  the  advertising 
pages  of  the  Journal  and  if  the  firm  is 
represented  the  detail  man  is  accorded  a 
favorable  reception;  if  not,  he  is  politely 
requested  to  report  the  non-affective  inter- 
view to  his  employer.  If  this  attitude  were 
generally  adopted  a larger  and  better  Jour- 
nal would  be  the  result.  A State  Medical 
Journal  is  the  property  of  the  organized 
medical  profession  of  the  state,  and  its  size 
in  particular  is  determined  by  the  amount  of 
revenue  from  its  main  source,  advertising. 


TO  BE  SUCCESSFUL 
Family  Physician 

Don’t  treat  something  you  do  not  understand  with- 
out expert  advice. 

Don’t  fail  to  be  frank  with  your  patients. 

Don’t  fail  to  talk  their  language. 

Don’t  fail  to  write  out  instructions. 

Don’t  fail  to  consult  the  nurse  on  the  case. 

Don’t  talk  shop  to  patients. 

Don’t  tell  patients  how  good  you  are. 

Don’t  fail  to  have  outside  interests. 

Don’t  have  financial  dealings  with  patients. 

Don’t  keep  moving  from  town  to  town.  Select  your 
location  carefully  and  then  stick. 

Don’t  fail  to  show  the  spirit  of  service. 

Practice: 

Firmness,  fairness,  and  frankness  with  the  patient, 
but  do  not  show  temper. 

Accompany  the  patient  to  the  specialist’s  when 
possible.  A personal  introduction  goes  a long 
way  and  the  specialist  would  benefit  greatly  by 
the  added  conference  with  you  while  on  the 
case. 

Be  neat  and  clean  in  your  personal  appearance. 

Give  more  time  to  the  convalescent  stage  of  the 
disease. 

Show  cheerfulness  and  encouragement  in  your  work. 

Be  fair  to  your  professional  rivals. 

Specialist 

Don’t  work  alone.  Find  out  who  the  family  physi- 
cian is  when  possible. 

Don’t  fail  to  have  close  contact  with  the  family 
physician. 

Don’t  omit  the  written  reports  to  the  physician. 

Don’t  disregard  the  patient’s  story. 

Don’t  protect  the  family  physician  when  gross  negli- 
gence is  evident. 

Don’t  necessarily  form  conclusive  opinion  on  single 
visit  evidence. 

Don’t  object  to  a second  opinion  in  obscure  cases. 

Don’t  overcharge. 

Don’t  fail  to  show  the  spirit  of  service. 

Be  considerate  of  patient’s  and  family’s  reactions 
to  your  opinions.  Select  your  words  with  care. 

During  an  extended  examination  observe  carefully 
the  patient’s  condition  lest  a too  fatiguing  con- 
ference be  held. 

Don’t  send  patients  home  from  office  operation  on 
the  elevated  when  they  request  a taxi. 

— New  England  Journal  of  Medicine. 
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DR.  J.  W.  HANDY  HONORED 

It  is  somewhat  infrequent  that  members  of  the 
medical  profession  are  given  the  opportunity  to  hon- 
or one  of  their  number  who  has  spent  half  a century 
in  the  practice  of  medicine.  Such  honor,  however, 
was  accorded  Dr.  John  W.  Handy,  of  Flint,  on  Val- 
entine day  by  the  Genesee  County  Medical  Society, 


Dr.  J.  W.  Handy 


which  tendered  him  a complimentary  dinner.  Dr. 
Handy’s  practice  began  and  for  many  years  he  car- 
ried on  when  his  means  of  locomotion,  besides  a 
pair  of  good  sound  legs,  was  the  horse  and  buggy 
in  spring,  summer  and  fall,  and  horse  and  cutter  in 
winter.  Dr.  Handy  is  proud  to  be  known  as  one 
who  loves  horses  and  dogs.  He  places  a high  value 
on  the  companionship  of  both  and,  it  goes  without 
saying,  he  always  showed  the  greatness  kindness  to- 
wards them,  even  providing  euthanasia  when  old  age 
had  rendered  these  animal  friends  no  longer  useful. 
The  doctor  has  long  emphasized  to  his  patients  the 
importance  of  proper  living.  There  is  an  old  saying 
(we  will  find  it  somewhere  in  Shakespeare),  “It 
were  easier  to  tell  twenty  men  what  were  best  to 
be  done  than  to  be  one  of  the  twenty  to  follow  mine 
own  instruction.”  Dr.  Handy  has  been  one  of  those 
peculiar  members  of  the  medical  profession  who  has 
followed  his  own  instruction.  Hence, 

* » * * * jje  ;s  strong  and  lusty; 

For  in  his  youth  he  never  did  apply 
Hot  and  rebellious  liquors  in  his  blood. 

Nor  did  he  with  unbashful  forehead  woo 
The  means  of  weakness  and  debility; 

Therefore  his  age  is  as  a lusty  winter, 

Frosty  but  kindly. 

He  graduated  from  the  University  of  Michigan 
School  of  Medicine  in  1884  and,  after  a year’s  prac- 
tice at  Hartland,  moved  to  Genesee  County  where 
he  has  practiced  ever  since.  Dr.  Ray  Morrish,  presi- 
dent of  the  Genesee  County  Medical  Society,  pre- 
sided at  the  dinner.  Besides  Dr.  Handy’s  address, 
toasts  were  responded  to  as  follows:  Fifty  Years 
of  Medical  Progress  by  Dr.  W.  H.  Winchester, 
Aches,  Pains  and  Groans  by  Dr.  Charles  H.  O’Neil. 
The  Journal  of  the  Michigan  State  Medical  So- 
ciety joins  in  extending  congratulations  to  Dr. 
Handy. 
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SPECIAL  MEETING  HOUSE  OF 
DELEGATES 

March  9,  1934. 

To  Secretaries  of  County  Societies  and 
Delegates  of  the  1933  Annual  Meeting. 

Official  Call  for  Special  Meeting  of  the 
House  of  Delegates 

Gentlemen: 

Please  be  advised  that  there  will  be  a 
Special  Meeting  of  the  House  of  Delegates 
of  the  Michigan  State  Medical  Society  in 
the  Auditorium  of  the  Hurley  Hospital  in 
Flint  on  Thursday,  April  12,  1934,  at  10:00 
A.  M.  (Fast  time). 

The  purpose  of  the  Special  Meeting  is: 
“To  receive  and  consider  the  Report  and 
Studies  of  the  Committee  on  Medical  Eco- 
nomics and  to  give  instructions  to  the  Com- 
mittee as  to  its  further  duties  and  activity.” 

Delegates  elected  and  appointed  to  repre- 
sent County  Sooieties  at  the  1933  Annual 
Meeting  in  Grand  Rapids  shall  constitute 
the  delegates  to  this  special  session.  In  the 
event  that  the  delegate  representing  a 
County  Society  at  the  1933  Annual  Meet- 
ing is  no  longer  eligible  to  serve  or  is  un- 
able to  attend,  County  Societies  shall  elect  a 
delegate  to  serve  in  that  capacity. 

County  Secretaries  will  provide  delegates 
with  a credential  certifying  that  the  delegate 
is  duly  authorized  to  represent  a County 
Society.  Delegates  will  present  their  cre- 
dential to  the  Credential  Committee  in  order 
to  be  seated. 

By  Direction  of  the  Council 
B.  R.  Corbus,  Chairman 

G.  L.  Le  Fevre,  President 

H.  A.  Luce,  Speaker 

Attest : 

F.  C.  Warnshuis,  Secretary 
Grand  Rapids,  Michigan 


Delegates  are  reminded  to  bring  their  credentials 
to  be  given  to  the  Credential  Committee  in  order  to 
be  seated  at  the  special  meeting.  Your  county  secre- 
tary will  give  you  a certificate  stating  you  are  an 
accredited  delegate. 


No  other  business,  unrelated  to  the  business  stated 
in  the  call,  can  be  introduced  at  the  special  meeting. 
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THE  DOCTOR  LOOKS  AT  PUBLIC 
HEALTH 

People  by  and  large  are  demanding  more 
and  more  preventive  medical  service. 
Parents  are  learning  that  their  children 
should  be  protected  against  smallpox  and 
diphtheria  and  each  year  there  are  more 
people  who  appreciate  the  value  of  a 
periodic  health  examination.  Without  de- 
veloping a health  phobia  the  average  citizen 
has  discovered  that  it  is  profitable  to  keep 
the  human  mechanism  in  good  working 
order;  he  has  learned  that  it  is  easier  to  pre- 
vent than  to  cure  tuberculosis;  he  has 
learned  that  with  good  prenatal  and  infant 
care  twenty  children  out  of  every  100  born 
should  not  die  during  the  first  year  of  life. 

This  demand  for  preventive  medicine 
must  be  filled.  The  research  laboratories 
and  the  clinicians  are  providing  the  newer 
knowledge  in  sanitary  science  and  now  the 
public  insists  upon  adequate  service.  This 
need  can  be  provided  by  either  building  up 
a large  full-time  medical  personnel  operat- 
ing under  the  direction  of  some  public  or- 
ganization such  as  a health  department  or 
provision  may  be  made  by  coopting  the  serv- 
ices of  the  rank  and  file  of  physicians  in 
private  practice.  The  manner  of  preparing 
and  regulating  the  qualification  of  such 
practicing  -physicians  was  discussed  in  the 
January  issue  of  this  Journal. 

Now,  what  of  the  advantages  of  preven- 
tive medical  service  in  the  physicians’  office 
rather  than  in  public  clinics!  If  there  be 
such  advantages,  they  would  accrue  to  the 
public,  the  health  agency  of  the  community 
and  to  the  physician. 

The  medical  practitioner  of  tomorrow 
must  be  well  versed  in  the  art  and  practice 
of  health  education  if  he  is  to  serve  his 
clients  to  the  maximum.  It  is  well  recog- 
nized that  there  is  no  rigid  line  of  demarca- 
tion between  preventive  and  curative  medi- 
cine. To  best  serve  his  patient  when  ill  the 
physician  should  have  complete  knowledge 
regarding  the  physical  and  mental  stamina 
of  his  client  when  in  normal  health.  We  all 
recognize  the  value  of  moderation  in  our 
habits  of  life.  Over-indulgence  in  palatable 
foods  may  well  be  an  underlying  factor  in 
our  increasing  mortality  from  the  degenera- 
tive diseases  of  late  life.  Hygienic  super- 
vision of  the  life  habits  of  the  layman  by 
the  family  medical  counselor  is  a goal 
worthy  of  attainment.  There  are  some  who 


exercise  too  little,  there  are  others  who  over- 
exercise.  Some  businessmen  obtain  too  lit- 
tle sleep,  others  continue  victims  of  a le- 
thargic abnormality.  It  is  the  family  physi- 
cian in  private  practice  working  in  his  own 
office  who,  with  reasonably  complete  infor- 
mation concerning  the  well-being  of  his 
client,  should  become  the  moderator  in  mat- 
ters of  personal  hygiene.  If  the  physician 
of  the  future  serves  as  a health  educator  he 
will  materially  expand  the  influence  of  the 
local  health  agency  with  advantage  to  fam- 
ily and  public  alike. 

The  surest  way  to  reduce  the  cost  of  ill- 
ness is  to  prevent  its  onset.  A satisfactory 
way  to  enhance  the  monetary  return  to  the 
physician  is  to  increase  his  services  in  the 
preventive  field.  When  in  good  health  the 
patient  is  more  inclined  and  better  able  to 
pay  for  medical  services.  The  truth  of  this 
statement  is  borne  out  by  experience  in  De- 
troit, where  during  the  past  three  years,  due 
to  the  reduction  in  the  diphtheria  death  rate, 
it  is  estimated  that  the  physicians  of  the 
community  have  lost  $60,000.  This  figure 
is  based  upon  an  assumed  cost  of  $35  for 
each  case  of  diphtheria  treated.  This  loss 
would  have  accrued  to  the  medical  profes- 
sion irrespective  of  whether  free  clinics 
were  employed  as  a means  of  immunizing 
children  of  susceptible  age  or  whether  a pro- 
gram of  medical  participation  had  been 
adopted.  Under  the  latter  plan,  however, 
the  physicians  have  received,  either  through 
payment  direct  by  the  parent  or  through  an 
honorarium  provided  by  the  Health  Depart- 
ment, more  than  $300,000.  In  other  words, 
medical  service  has  paid  this  group  of  1,100 
cooperating  physicians  five  times  as  much 
as  they  have  lost  in  curative  medicine.  This 
demonstrates  very  distinctly  that  to  the  phy- 
sician preventive  medicine  is  more  profitable 
than  curative  medicine. 

At  the  same  time  the  public  has  gained. 
The  average  cost  of  a case  of  diphtheria 
is  $35 ; the  average  cost  of  prevention  but 
$3.  Again  the  advantage  in  favor  of  pre- 
ventive medicine  is  more  than  ten  to  one. 

Not  infrequently  do  we  hear  that  there 
are  too  many  physicians  practicing  in  this 
country ; that  the  field  is  already  over- 
saturated. W e feel  sure  that  this  is  not  the 
case,  but  rather  do  we  believe  that  the  phy- 
sician in  private  practice  has  either  ignored 
or  overlooked  the  possibility  of  tilling  and 
cultivating  that  virgin  and  unplowed  field 
of  preventive  medicine.  With  proper  em- 
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phasis  upon  the  elimination  of  preventible 
illness  there  will  not  be  too  many  but  rather 
too  few  physicians. 

What  taxpayer  is  not  alarmed  by  the  cost 
in  operating  government?  Huge  sums  are 
appropriated  by  the  federal,  state  and  local 
governments  for  the  care,  confinement  and 
rehabilitation  of  individuals  sick  in  body 
and  mind.  Every  new  case  of  diphtheria 
or  tuberculosis  will  prove  to  be  an  expense 
to  both  the  family  and  the  public  exchequer. 
Health  officers  and  physicians  have  quite 
properly  urged  the  expansion  of  hospital 
facilities  for  the  care  of  those  suffering 
from  tuberculosis.  Sanatoria  are  needed 
not  only  for  the  benefit  of  the  patient  but 
as  a means  of  protecting  the  public  health, 
by  removing  foci  of  infection  and  especially 
by  providing  an  isolation  of  the  open  case 
of  tuberculosis  which  might  otherwise  in- 
fect the  children  of  the  household  and  be- 
come a menace  to  the  entire  community. 
But  as  these  new  and  modern  facilities  for 
treatment  have  been  made  available  the  cost 
to  government  has  increased.  We  do  not 
argue  against  the  creation  of  such  hospitals ; 
they  are  needed  as  a means  to  an  end.  We 
do  feel,  however,  that  there  should  be  a 
more  energetic  effort  to  find  disease  in  its 
incipiency,  when  the  average  period  of  hos- 
pital care  will  be  greatly  curtailed  and  where 
the  chances  of  returning  the  individual  to 
useful  occupation  will  be  much  improved. 
How  better  can  such  a goal  be  reached  than 
by  integrating  into  the  health  program  the 
physician  in  private  practice,  for  it  is  to  him 
that  the  great  masses  will  turn  in  case  of  ill- 
ness. The  doctor  must  be  aroused  to  his 
personal  responsibility  in  public  health  work 
and  he  must  be  taught  to  recognize  the  early 
signs  of  tuberculosis.  On  the  other  hand, 
the  public  must  be  weaned  away  from  the 
cults,  the  charlatans  and  the  quacks  of  all 
descriptions.  The  professional  relationship 
between  family  physician  and  the  layman 
must  be  reactivated  in  the  interest  of  pre- 
ventive medicine.  The  practice  of  preven- 
tive medicine  by  the  family  physician  will 
not  only  improve  the  income  to  the  doctor 
but  will  reduce  the  cost  to  the  individual 
and  to  government. 

The  Committee  on  Preventive  Medicine 
of  this  Society  has  mapped  out  a program 
for  the  spring  months  with  the  hope  that 
this  work  of  professional  participation  will 
be  carried  to  every  part  of  the  state.  The 
Committee  has  already  been  represented  at 


nearly  a dozen  county  medical  society  meet- 
ings in  Michigan.  These  conferences  are 
made  possible  through  the  courtesy  of  the 
W.  K.  Kellogg  Foundation  of  Battle  Creek 
and  its  President,  Dr.  Stuart  Pritchard. 
The  Foundation  has  adopted  this  plan  as 
one  of  its  major  activities,  realizing  full  well 
that  one  of  the  important  ways  of  promot- 
ing the  health  of  childhood  is  by  integrating 
into  the  program  of  health  education  the 
potential  resources  of  the  medical  and  dental 
professions.  The  value  of  such  an  educa- 
tional program  has  been  well  demonstrated 
in  Barry,  Eaton  and  Allegan  Counties, 
where  all  local  physicians  and  dentists  are 
participating  in  the  public  health  program. 
Recently,  in  the  absence  of  the  three  health 
officers  of  these  counties,  who  had  gone  else- 
where for  a period  of  two  weeks,  the  local 
health  machinery  of  these  counties  was 
directed  temporarily  by  physicians  in  private 
practice.  There  has  been  a cementing  of 
friendship  between  the  health  workers  and 
the  professional  groups.  There  has  been  an 
active  awakening  of  public  and  professional 
interest  in  health  education  which  is  pro- 
ducing noteworthy  results  in  the  reduction 
of  morbidity  and  mortality  rates;  the  pro- 
longation of  human  life  with  marked  eco- 
nomic saving  to  the  local  people. 

Committee  on  Preventive  Medicine 

Michigan  State  Medical  Society 


REDUCING  THE  COST  OF  DRUGS 
EDGAR  E.  POOS,  M.D.,  F.A.C.S. 

During  these  days  of  depression  we  hear 
a great  deal  about  the  high  cost  of  medical 
care.  Millions  are  being  spent  to  find  out 
what  it  is  all  about ; no  remedy  has  been 
suggested.  If  the  medical  profession  would 
make  an  honest  analysis  of  some  of  their 
troubles  I think  they  would  find  they  are  to 
blame  for  quite  a few  of  them,  one  of  these 
being  the  prescribing  of  high  priced  drugs 
by  their  trade  name  instead  of  U.  S.  P.  or 
N.  F.  remedies. 

The  people  of  the  United  States  spend 
approximately  $715,000,000  annually  for 
drugs  and  medicines;  of  this  amount  $190,- 
000,000  was  spent  for  prescriptions  or  prod- 
ucts purchased  under  the  direct  advice  of  a 
physician.  Five  hundred  and  twenty-five 
million  dollars  represents  the  amount  spent 
by  the  public  for  self  medication,  of  which 
$360,000,000  was  spent  for  what  we  col- 
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loquially  call  “patent  medicine”  of  secret 
composition. 

The  average  American  family  pays  its 
doctor  each  year  $24 ; for  drugs  and  patent 
medicines,  chiefly  the  latter,  $25.00;  for 
candy,  $37.00;  tobacco,  $67.00;  for  passen- 
ger automobiles,  $150;  for  soft  drinks,  ice 
cream  and  chewing  gum,  $34.00,  and  the 
average  woman  of  the  family  spends  $25.00 
per  year  for  cosmetics.  So  the  doctor  is 
still  in  the  “piker”  class. 

The  close  relation  of  pharmacy  to  medi- 
cine is  perhaps  nowhere  better  illustrated 
than  the  title  “Doctor  of  Medicine,”  because 
medicine,  after  all,  is  the  mainstay  of  the 
care  of  the  sick. 

The  properly  trained  pharmacist  is  a spe- 
cialist in  the  compounding  of  medicine ; the 
physician,  a specialist  in  the  treatment  of 
disease. 

The  public  is  best  served  when  each  con- 
fines himself  to  the  art  in  which  he  is 
trained. 

The  two  professions  should  cooperate 
willingly  and  effectively  for  the  best  results 
and  service  to  the  public. 

Due  to  high  pressure  salesmanship  and 
mass  production  many  of  the  pharmacies 
have  deteriorated  into  bazaar  counters,  and 
the  physician  into  a dispenser  of  samples 
and  a salesman  without  remuneration  for 
proprietary  houses,  which  helps  pay  big  divi- 
dends for  the  latter  while  the  physician  won- 
ders how  he  will  pay  his  rent,  at  the  same 
time  raising  the  price  of  drugs  to  his  patient. 

In  December,  1820,  the  first  pharma- 
copeia was  printed,  standardizing  remedies, 
doses  and  therapeutic  actions,  since  that  time 
there  have  been  21  revisions. 

There  are  about  1,400  different  drugs 
listed,  which  should  meet  the  requirements 
of  every  case. 

The  National  Formulary  was  added  in  the 
year  1888  and  later  1905,  the  New  and  Non- 
official Preparations  by  the  American  Med- 
ical Association,  after  they  had  passed  their 
Council  on  Pharmacy  and  Chemistry. 

In  the  late  eighties  German  Chemical  ex- 
ploitation was  under  way.  American  phar- 
macy and  American  sick  were  exploited  by, 
and  paid  heavy  tribute  to  the  German 
chemical  manufacturers,  enriching  them  at 
the  expense  of  the  unfortunate  sick.  As  the 
patents  ran  out,  American  chemists  manu- 
factured these  remedies  and  saved  Amer- 
ican sick  untold  thousands.  A comparison 
of  prices  tells  its  own  tale  as  follows: 


PROTECTED  NAMES 


Atophan  $2.75  oz. 

Aspirin  85  oz. 

Diuretin  1.80  oz. 

Duotal  1.07  oz. 

Luminal  6.20  oz. 

Phenacetin  63  oz. 

Pyramidon  82  oz. 

Urotropin  63  oz. 

Veronal  3.00  oz. 

Argyrol  1.50  oz. 

NON-PROTECTED  NAMES 

Cinchophen  $0.40  oz. 

Acetosalicylic  acid 15  oz. 

Theobrom.  Sod  Salicyl 30  oz. 

Guaiacol  Carbonate 28  oz. 

Phenobarbital  3.25  oz. 

Acetphenetidine  20  oz. 

Amidopyrine  44  oz. 

Methenamine  13  oz. 

Barbital  60  oz. 

Argento-protein  Mitis. „ .60  oz. 


Adding  to  the  cost  of  each  of  the  above 
list  you  will  find  the  non-protected  names 
will  cost  one-third  of  those  protected. 

At  the  present  time  we  are  enduring  an 
invasion  by  the  Swiss  under  the  Ciba  label 
and  also  a French  invasion  of  which  you  re- 
ceive daily  literature.  When  the  physician 
and  druggist  cease  to  pay  tribute  to  the  pro- 
prietary manufacturers  on  the  prescriptions, 
your  patient  will  receive  his  prescription 
half  price. 

There  are  hundreds  of  trade  marked  arti- 
cles which  have  been  substituted  for  and  are 
nothing  more  than  official  preparations  with 
an  advertised  name. 


PROTECTED 
Mistol  

NAMES 
2 oz. 

$ .45 

Peacock’s  Bromides  

8 oz. 

.75 

Gardners  Syrup  H 1 

pt. 

1.40 

Tyree’s  Antiseptic  P V 

....  2 oz. 

.30 

Fellows  Syr  Hypophos 

7 oz. 

.72 

Pepsincia  (Fairchild) 

...  1 pt. 

1.50 

Aristol  

OZ. 

1.80 

Adrenalin  Chloride  Sol 

oz. 

.85 

Creosotol  

oz. 

.69 

Chloretone  

oz. 

.85 

Calglucon  (Sandoz) 

100  GN 

1.10 

Thiocol  

oz. 

1.50 

Medinal  

oz. 

3.00 

Resinol  Oint 

Go 

kN 

o 

N 

.80 

Iodex  

1 oz. 

.38 

Ovoferrin  

..  11  oz. 

.75 

Listerine  

..  14  oz. 

.61 

Glyco  Thymoline  

..  14  oz. 

.84 

Tongaline  

4 oz. 

1.50 

NON-PROTECTED  NAMES 
Aromatic  Spray  N.  F 4 oz. 

$ .50 

Syr.  Bromidorum  N.  F 

..  16  oz. 

.86 

Syr.  H.  I.  N.  F 

pt. 

,50 

Pulv.  Antisep 

pt. 

.50 

Syr.  Hypophos  N.  F 

pt. 

.75 

Ess.  Pepsin  N.  F 

pt. 

.77 

Thymol  Iodide  

OZ. 

.51 

Sol.  Epinephrine  

OZ. 

.60 

Beechwood  Creosote  

oz. 

.21 
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Chlorbutonal  

OZ. 

.59 

Cal.  Gluconate  

oz. 

.15 

Potass.  Guaicol  Sulph 

oz. 

.26 

Sod.  Barbital  

oz. 

.65 

Co.  Oint  Resinol  N.  F 

lb. 

1.75 

Stainless  Iodine  Oint 

lb. 

1.35 

Liq.  Ferr.  et  Mang.  Pept 

pt. 

.60 

Liq.  Antisepticus  N.  F 

pt. 

.25 

Liq.  Antisept.  Arom.  N.  F 

pt. 

.40 

Elix  Tonga  and  Salicyl  N.  F... 

pt. 

1.35 

The  interest  of  the  firms  introducing  these 
protected  named  drugs  is  largely  mercenary ; 
they  are  seeking  to  supplant  some  tried  rem- 
edy by  advertising  for  profit. 

The  physician  prescribing  these  proprieta- 
ries makes  himself  a selling  agent  without 
remuneration,  at  the  same  time  introducing 
his  patient  to  the  folly  of  consulting  a phy- 
sician when  he  can  get  it  over  some  cut  rate 
counter  without  a prescription.  Cut  the 
huge  cost  of  medical  bills  by  prescribing  the 
non-protected  names,  Chemical  nomencla- 
ture U.  S.  P.  or  National  Formulary  prepa- 
rations. Foster  American  art,  science  and 
industry. 

SELF  MEDICATION 

These  new  remedies  are  usually  brought 
out  for  their  cash  register  value.  Self  med- 
ication crops  up,  because  of  the  easily  re- 
membered name  of  the  remedy.  The  patient 
remembers  a catchy  name  as  well  as  the  doc- 
tor, reads  the  prescription  and  asks  for  4 oz. 
Syr.  Cocillana,  1 bot  Ovoferrin,  1 oz.  ephe- 
drine  Sol.,  etc.,  etc.  Any  proprietary  which 
was  introduced  as  an  ethical  preparation 
may  find  favor  with  the  medical  profession, 
the  druggist  is  offered  free  goods  in  four 
ounce  bottles,  to  be  displayed  on  his  show 
case,  and  soon  the  patient  is  sold  the  prepa- 
ration directly  by  the  pharmacist.  You  may 
have  observed  that  street  cars  carry  the  ad- 
vertisement of  this  proprietary  “endorsed 
and  prescribed  by  your  physician,”  which 
tells  the  patient  that  your  service  is  not 
needed — to  save  the  physician’s  fee  when 
troubled  with  constipation,  acidity,  cough, 
colds,  corns  or  flat  feet. 

Do  you  remember  the  time  when  nearly 
25,000  gullible  physicians  endorsed  a certain 
cigarette  being  less  harmful  to  the  throat? 

Next  the  department  store  bargain  coun- 
ter or  “thrift  store”  cuts  the  price  to  attract 
trade,  and  your  patient’s  reaction  is  that  the 
druggist  is  a robber  and  you,  too,  for  pre- 
scribing a proprietary  and  charging  an  office 
fee,  where  the  clerk  back  of  the  department 
drug  counter  can  prescribe  the  same  remedy 
at  a saving  of  from  $3  to  $5.  If  the  remedy 


proves  of  benefit,  the  name  is  passed  around 
all  the  family,  relatives  and  neighborhood 
and  you  undoubtedly  will  wonder  why  pa- 
tient does  not  return  or  blame  the  poor  ethi- 
cal druggist  for  counter  prescribing.  Let 
me  recall  the  following  names  to  you. 

Listerine,  glycothymoline,  lavoris,  Phil- 
lips milk  of  magnesia,  bisodol,  citro-carbo- 
nate,  nujol,  mistol,  petrolagar,  agarol,  argy- 
rol,  mercurochrome,  allonal,  veronal,  pheno- 
lax,  unguentine,  aspirin,  luminal,  pertussin 
with  its  free  wooden  tongue  blades,  syr.  coc- 
illana, irradol  A.,  various  mineral  oils,  vios- 
terol,  Hinkel’s  pills  and  cod  liver  oils,  anusol 
suppositories,  unguentine,  Lilly  insulin, 
Squibbs  adex  tablets,  mineral  oil,  etc.,  Fel- 
lows hypophos,  Glides  pepto-mangan,  Vicks 
products.,  etc.,  were  all  introduced  and  spon- 
sored by  the  medical  profession  and  are  now 
to  be  found  on  the  bargain  counter  of  the 
cut  rate  department  or  thrift  store  besides 
often  being  advertised  direct  to  the  public. 

Do  you  remember  a nasal  spray  window 
display  last  winter,  where  the  ailing  patient 
is  calling  up  the  doctor,  and  he  replies,  “I 
always  prescribe  “mistol  for  colds”  ? 

It  was  cut-rate  priced  and  showed  how 
perfectly  superfluous  you  and  the  druggist 
have  become  after  you  have  introduced  the 
mistol  product  for  the  Standard  Oil  Co. 

You  may  now  understand  why  some  of 
your  patients  do  not  return;  the  druggist  is 
discredited  first,  and,  on  second  thought,  the 
physician  is  superfluous.  The  average  phy- 
sician forgets  all  the  materia  medica  and 
pharmacology  he  is  taught  in  Medical 
School,  but  soon  starts  his  post  graduate 
training  by  circular  information,  or  the 
manufacturer’s  agents  discourse,  rather 
than  upon  the  U.  S.  P.  and  National  For- 
mulary. 

The  measure  in  which  physicians  will  in- 
crease their  knowledge  of  pharmacology  and 
materia  medica  and  dosage  is  the  measure  in 
which  they  formulate  their  own  prescrip- 
tions. The  more  you  do  this  the  more  help- 
ful the  pharmacist  can  be  to  you,  especially 
the  professionally  minded  pharmacist.  There 
are  still  pharmacies  today  in  which  the  phy- 
sician can  have  full  reliance  and  confidence. 
Pick  your  pharmacist. 

Invite  the  ethical  professional  pharmacist 
to  your  medical  meetings  and  talk  over  your 
problems  together,  as  together  you  render  a 
constantly  growing  health  service  in  the  in- 
terest of  the  sick. 

I hope  I have  shown  the  medical  profes- 
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sion  how  to  cure  one  of  their  own  ills,  “Doc- 
tor cure  thyself.”  If  you  don’t,  I do  not 
know  who  will  do  it  for  you.  Remember  the 
“Ethical  pharmaceutical  of  today  often  be- 
comes the  advertised  “patent  medicine”  of 
tomorrow,  and  when  you  dispense  that  sam- 
ple on  your  drug  shelf  with  the  name  of  the 
product  all  over  the  package  you  are  intro- 
ducing your  patient  to  self  medication  and 
the  folly  of  seeing  you  again. 

554  Fisher  Building. 

REFERENCE 

Emmerich,  Herman  L. : Wisconsin  Med.  Jour.,  April,  1933. 

U.  S.  P. : 21st  Edition,  National  Formulary. 


WHY? 

At  regular  intervals  from  varied  sources 
comes  the  inquiry  why  “something  isn’t 
done”  about  this  or  that.  We  are  confront- 
ed with  problems  and  conditions  that  are 
not  to  a doctor’s  liking.  Their  solution  is 
not  born  of  the  moment.  Many  of  them 
will  never  be  solved  or  adjusted  until  every 
doctor  relinquishes  the  argumentative  atti- 
tude for  one  of  cooperative  action  and 
support. 

If  you  render  services  at  a discount  or  a 
split  of  the  regular  fee;  if  you  serve  in  a 
clinic  or  dispensary  where  persons  able  to 
pay  receive  free  service;  if  you  are  filling 
out  insurance  certificates  for  no  fee;  if  you 
are  failing  to-  practice  preventive  medicine 
and  stand  by  while  parents  take  their  chil- 
dren to  health  clinics ; if  you  neglect  to  cul- 
tivate and  enlighten  your  senator  and  rep- 
resentative— if — well  if  you  fail  to  play  an 
active  part  in  your  county  society  and  your 
community  you  will  find  the  answer  why 
something  isn’t  being  done  by  looking  in 
your  mirror,  for  the  answer  is  because  of 
YOU.  If  all  the  “you’s”  would  rally  in 
support  of  your  County  Society  satisfactory 
solutions  would  be  attained.  Will  “you”  get 
busy?  Will  “you”  go  to  work?  File  your 
answer  at  your  next  county  meeting. 

The  appeal  is  again  made  to  patronize  our 
advertisers.  Give  them  preference  for  they 
make  your  journal  possible. 


Write  for  your  hotel  reservations  for  the 
A.  M.  A.  meeting  in  Cleveland  in  June. 


Send  $1.25  to  the  State  Secretary  for  a 
copy  of  the  Survey  Committee’s  report.  It 
contains  much  of  interest  and  information. 
Only  a few  copies  remain  available. 


COURSES  FOR  GRADUATES 
The  Department  of  Post-Graduate  Medi- 
cine of  the  University  Medical  School  and 
the  Michigan  State  Medical  Society  an- 
nounce a series  of  Post-Graduate  Courses: 
Ophthalmology  and  Otolaryngology — Uni- 
versity Hospital,  Ann  Arbor,  April  23-28. 
Medico-Military  Refresher  Course — Uni- 
versity Hospital,  Ann  Arbor,  April  15-28. 
Diseases  of  Metabolism — University  Hos- 
pital, Ann  Arbor,  May  21-26. 

Clinic  on  Speech  Defects — Northern  Mich- 
igan Children’s  Clinic,  Marquette,  April 
26. 

Proctology — Receiving  Hospital,  Detroit, 
May  28  to  June. 

Obstetrics,  Gynecology  and  Gynecological 
Pathology — Receiving  Hospital,  Detroit, 
June  4-9. 

Practitioners’  Course — Receiving  Hospital, 
Detroit,  June  18-23. 

Surgical  Diagnosis — Receiving  Hospital, 
Detroit,  June  25-30. 

(All  dates  inclusive) 


UNIVERSITY  HOSPITAL 
OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY 
April  23-28,  1934 


8:00-  9:00 
9:00-10:00 

10:00-12:00 


12:00- 


2:00-  3:00 
3:00-  4:00 


4:00-  5:00 


Ophthalmology 

Monday,  April  23rd 
MORNING 

Registration.  Room  2040. 
Angiomatosis  Retinae. 

Dr.  F.  B.  Fralick 
Extra-ocular  Muscle  Balance. 

Dr.  J.  W.  White 
New  York  City 
1:30  P.M.  Luncheon.  Round  Ta- 
ble Discussion.  Leader 

Dr.  J.  W.  White 

AFTERNOON 

Extra-ocular  Muscle  Balance. 

Dr.  J.  W.  White 
X-ray  and  Radium  Therapy 
in  Ophthalmology. 

Dr.  Harold  Jacox 
Clinical  and  Pathological  As- 
pects of  Malignancy  of  the 
Lacrymal  Gland. 

Dr.  W.  S.  Davies 


evening 


i:7 :00-  8:00 


Ophthalmic  Pathology. 

Dr.  Ruth  Wanstrom 
Dr.  F.  B.  Fralick 

^Ophthalmic  Pathology  limited  to  the  first  ten  applicants 
for  the  course. 
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Tuesday,  April  24th 


MORNING 

9:00-  10:30  Clinical  Pathological  Con- 
ference. 

Dr.  C.  V.  Weller 
Dr.  F.  B.  Fralick  and  Staff 
10:30-12:00  Ocular  Therapeutics. 

Dr.  W.  R.  Parker 
Detroit 

12:00-  1:30  P.M.  Luncheon.  Round  Ta- 
ble Discussion.  Leader 

Dr.  W.  R.  Parker 


AFTERNOON 


2:00-  3:00 
3:00-  4:00 
4:00-  5:00 


*7:00-  8:00 


Ocular  Therapeutics. 

Dr.  W.  R.  Parker 
Malignant  Uveitis. 

Dr.  H.  A.  Dunlap 
Neurological  Problems  of 
Ophthalmological  Interest. 

Dr.  R.  W.  Waggoner 
Ophthalmic  Pathology. 

Dr.  Ruth  Wanstrom 
Dr.  F.  B.  Fralick 


Wednesday,  April  25th 

MORNING 

9:00-10:30  Tattooing  of  the  Leucoma- 
tous  Cornea. 

Dr.  H.  A.  Dunlap 
10:30-12:00  Problems  and  Procedures  in 
Refraction. 

Dr.  A.  D.  Prangen 
12:00-  1:30  P.M.  Luncheon.  Round  Ta- 
ble Discussion.  Leader 

Dr.  A.  D.  Prangen 

AFTERNOON 

2:00-  3:00  Problems  and  Procedures  in 
Refraction. 

Dr.  A.  D.  Prangen 
Rochester,  Minn. 

3:00-  4:00  Changes  in  Refraction  Fol- 
lowing Operations  for  Stra- 
bismus. 

Dr.  Don  Marshall 
evening 

*7:00-  8:00  Ophthalmic  Pathology. 

Dr.  Ruth  Wanstrom 
Dr.  F.  B.  Fralick 


•Ophthalmic  Pathology  limited  to  the  first  ten  applicants 
for  the  course. 


Otolaryngology 

Thursday,  April  26th 
morning 

9:00-10:30  The  Complications  of  Acute 
Suppurative  Otitis  Media. 

Dr.  A.  C.  Furstenberg 
10:30-12:00  Pediatric  Otolaryngology. 

Dr.  L.  W.  Dean 
St.  Louis,  Mo. 

12:00-  1:30  P.M.  Luncheon. 


AFTERNOON 

2:00-  3:00  Clinical  Presentation. 

Dr.  L.  W.  Dean 
3:00-  4:00  Immunity  Manifestations  of 
the  Fixed  Tissues. 

Dr.  R.  L.  Kahn 
7:00-  Anatomical  Studies.  Anat- 

omy Laboratory.  New  Medi- 
cal Bldg. 


Friday,  April  27th 

MORNING 

9:00-10:30  The  Fractured  Nose. 

Dr.  Ferris  N.  Smith 
Grand  Rapids,  Mich. 
10:30-12:00  The  Clinical  Application  of 
Newer  Research  in  Chronic 
Sinusitis. 

Dr.  W.  P.  Wherry 
Omaha,  Neb. 

12:00-  1:30  P.M.  Luncheon. 


AFTERNOON 

2:00-  3:00  Clinical  Presentation. 

Dr.  W.  P.  Wherry 
3:00-  4:00  Clinical  Presentation  of 

Cases.  Dr.  James  Maxwell 

Saturday,  April  28tli 


9:00-10:30 


10:30-12:00 


12:00-  1:30 
2:00-  3:00 

3:00-  4:00 


MORNING 

A Clinical  and  Pathological 
Study  of  Lateral  Sinus 
Thrombosis. 

Dr.  James  Milton  Robb 
Detroit,  Michigan 
Tumors  of  the  Pharynx  and 
Larynx. 

Dr.  Gordon  B.  New 
Rochester,  Minn. 
P.M.  Luncheon. 
afternoon 

Diagnostic  Problems  in  Oto- 
laryngology. 

Dr.  Gordon  B.  New 
Neuroses  in  Relation  to  Oto- 
laryngology. 

Dr.  Raymond  Waggoner 
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NORTHERN  MICHIGAN  CHIL- 
DREN’S CLINIC 
MARQUETTE 

April  26,  1934 

Morning 

9:00  Examination  and  Demonstration  of 
Cases. 

Pediatrics.  Dr.  M.  Cooperstock 

Marquette 

Neurology.  Dr.  R.  W.  Waggoner 

Ann  Arbor 

Orthopedics.  Dr.  E.  R.  Elzinga 

Marquette 

Speech  Defects. 

Prof.  John  H.  Muyskens 
Ann  Arbor 

12:00  Luncheon. 

afternoon 

1:00  Neurological  Conditions  in  Child- 
hood. Dr.  R.  W.  Waggoner 
1 :45  Pediatric  Problems. 

Dr.  M.  Cooperstock 
2:15  Speech  Defects  and  Their  Manage- 
ment. 

Prof.  John  H.  Muyskens 
3:00  (a)  Water  Balance. 

(b)  Blood  Vessel  Disease  and 
Treatment. 

Dr.  Walter  Maddock 
3:45  Orthopedic  Program  and  Policy  for 
the  Upper  Peninsula. 

Mr.  H.  H.  Howett  or 
Dr.  E.  R.  Elzinga 


MINUTES  OF  THE  SPECIAL  MEETING 
OF  THE  EXECUTIVE  COMMITTEE 
OF  THE  COUNCIL 

The  Executive  Committee  of  the  Council  of  the 
Michigan  State  Medical  Society  met  in  special  ses- 
sion in  Grand  Rapids  on  February  22,  1934,  at  6:00 
P.  M.,  for  the  purpose  of  considering  a request  re- 
ceived from  the  Committee  on  Economics  and  for 
the  discussion  of  such  other  business  as  might  be 
deemed  advisable. 

There  were  present : Chairman  Corbus,  Henry 
Cook,  Henry  Carstens,  C.  E.  Boys,  F.  A.  Baker 
and  H.  A.  Luce,  Councilor  J.  F.  Powers,  President 


Geo.  L.  LeFevre,  Ex-President  J.  B.  Jackson,  W.  H. 
Marshall,  Nathan  Sinai  and  the  Secretary. 

1.  The  secretary  presented  a communication  from 
the  Michigan  Tuberculosis  Association  that  was  ad- 
dressed to  the  Council  in  response  to  the  action  of 
the  House  of  Delegates  recommending  that  the  As- 
sociation employ  an  Executive  Secretary  who  holds 
a degree  of  doctor  of  medicine.  The  secretary  was 
directed  to  transmit  this  communication  to  the  next 
meeting  of  the  House  of  Delegates. 

2.  The  secretary  presented  a communication  from 
the  State  Commissioner  of  Health,  Dr.  C.  C. 
Slemons,  relative  to  the  Child  Nursing  Project  in 
Michigan.  Upon  motion,  the  communication  was  re- 
ferred to  the  chairman  of  the  Committee  on  Preven- 
tive Medicine. 

3.  The  secretary  presented  a communication  from 
the  Council  of  the  Wayne  County  Medical  Society 
relative  to  Michigan’s  proposed  institutional  building 
program.  After  discussion,  on  motion  of  Cook  and 
Carstens,  the  secretary  was  directed  to  present  the 
communication  to  our  Committee  on  Legislation 
with  the  recommendation  that  the  Society  approves 
a building  program  that  will  provide  additional  beds 
for  psychiatric  cases  and  that  the  Society  does  not 
approve  the  providing  of  additional  institutional 
facilities  except  as  the  peculiar  and  actual  needs  of 
any  community  may  deem  such  facilities  desirable. 

4.  The  secretary  presented  a communication  from 
the  secretary  of  the  Calhoun  County  Medical  So- 
ciety suggesting  that  the  University  arrange  to  pro- 
vide post  graduate  opportunities  for  members  of  the 
State  Medical  Society  without  fee.  On  motion  of 
Luce-Cook  this  communication  was  referred  to  the 
Special  Committee  on  Post  Graduate  Work  of  the 
Committee  on  Economics  for  their  consideration  and 
recommendation. 

5.  The  secretary  presented  a communication  from 
the  Director  of  Welfare  Relief  of  Oakland  County 
relative  to  certain  practices  that  were  being  carried 
out  in  that  county.  After  discussion,  on  motion  of 
Boys-Carstens,  the  communication  was  tabled. 

6.  Following  the  request  of  the  Committee  on 
Economics,  Doctors  Luce  and  Sinai  presented  a pre- 
liminary report  of  the  findings  and  factual  evidence 
that  was  obtained  by  them  in  their  recent  visit  to 
England.  This  report  was  a matter  of  prolonged 
discussion  by  all  those  present.  Following  the  dis- 
cussion, the  following  motions  were  made  by  Baker 
and  Cook. 

(a)  That  the  secretary  be  instructed  to  send  this 
report  in  its  entirety,  as  it  was  presented  to  the 
Executive  Committee  of  the  Council  at  its  meet- 
ing in  Grand  Rapids  on  February  22,  1934,  to  the 
chairman  of  the  Board  of  Trustees  of  the  American 
Medical  Association. 

(b)  Cook  and  Baker  moved  that  the  report  of 
Doctors  Luce  and  Sinai  be  received  and  that  the 
Committee  on  Medical  Economics  be  instructed  to 
continue  with  its  investigations  and  studies  in  com- 
pliance with  the  instructions  of  the  House  of  Dele- 
gates. 


REVISED  BUDGET— COMMITTEE  ON  MEDICAL  ECONOMICS 


September  15,  1933- 


Salary 

Director  of  Studies $3,000 

Secretarial  and  Clerical. 950 


Office — Telephone  and  Telegraph. 


Printing  and  postage  

Charts  and  Graphs 

Special  Studies 

Health  Insurance  500 

Postgraduate  Studies  

Miscellaneous  


-September  15,  1934 


Expense 

Travel 

Total 

Expended 
to  1-31-34 

2-1-34  to 
9-15-34 

$ 200 

$3,200 

$ 180.67 

$3,019.33 

950 

353.35 

596.65 

220 

220 

91.70 

128.30 

285 

285 

135.59 

149.41 

600 

600 

438.55 

161.45 

50 

50 

50.00 

50 

2,000 

2,550 

2,027.97 

522.03 

400 

400 

400.00 

250 

250 

5.84 

244.16 

$2,200  $8,505  $3,233.67 


Totals. 


$4,450 


$1,855 


$5,271.33 
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7.  The  Committee  on  Economics  presented  a bud- 
get to  cover  the  expenses  of  its  activities.  This  had 
been  referred  to  the  Chairman  of  the  Finance  Com- 
mittee, Dr.  Henry  Carstens.  After  discussion,  upon 
motion  of  Carstens-Baker,  the  Executive  Committee 
approved  the  budget  of  $7,850. 


SOURCES  OF  FUNDS 

Tracy  McGregor  : 

American  College  of  Dentists 


.$7,500.00 
. 350.00 


Total. 


.$7,850.00 


RECEIPTS  AND  EXPENDITURES  JANUARY  31,  1934 


Receipts: 

Tracy  McGregor  - 

American  College  of  Dentists. 


Expenditures  to  January  31,  1934 — Total. 
Balance 

RECAPITULATION 

Estimated  Budget  to  September  15,  1934... 
Total  Receipts  to  September  15,  1934 

Deficit 


.$3,500.00 

350.00 


.$3,850.00 
. 3,233.67 
.$  616.33 


.$8,505.00 
. 7,850.00 

.$  655.00 


8.  Upon  motion  of  Carstens-Boys  $500  of  the 
Society’s  funds  were  appropriated,  in  compliance 
with  the  action  of  the  House  of  Delegates,  for  the 
purpose  of  defraying  the  expenses  of  members  of 
the  Committee  on  Economics  when  attending  com- 
mittee meetings. 

9.  Upon  motion  of  Baker-Boys  the  question  of 
the  acceptance  of  the  contribution  of  $350  from  the 
American  College  of  Dentistry  was  deferred  until 
the  regular  meeting  of  the  Executive  Committee  on 
March  7. 

10.  Upon  motion  of  Carstens-Cook,  the  secretary 
was  directed  to  pay  the  expenses  and  accounts  of  the 
Committee  on  Economics  as  special  funds  for  the 
defrayment  of  these  expenses  were  available. 

11.  The  matter  of  appointment  of  members  of 
the  Medical  Legal  Committee  as  referred  by  the 
Council  at  its  January  meeting  was  postponed  for 
consideration  at  the  meeting  on  March  7. 

12  The  Executive  Committee  adjourned  at  12:45 
A.  M. 

F.  C.  Warnshuis,  Secretary. 


MINUTES  OF  THE  EXECUTIVE  COMMITTEE 
MEETING  OF  THE  COUNCIL  OF  THE 
MICHIGAN  STATE  MEDICAL 
SOCIETY 

The  Executive  Committee  of  the  Council  con- 
vened in  session  in  Ann  Arbor  on  Tuesday,  March 
6,  1934,  at  7 :30  P.  M.  Present : Corbus,  Boys,  Baker, 
Luce,  Cook,  Carstens.  There  were  also  present 
Councilor  Cummings,  Editor  Dempster,  Treasurer 
Hyland,  Doctor  Bruce  and  Doctor  Sinai. 

1.  The  Council  having  authorized  the  Executive 
Committee  to  appoint  the  Medical-Legal  Committee 
the  election  of  members  was  proceeded  with.  Upon 
motion  of  Luce-Baker,  Angus  McLean  of  Detroit 
was  elected  chairman.  Upon  motion  of  Cook-Luce, 
F.  B.  Miner  of  Flint  was  elected  a member.  Upon 
motion  of  Carstens-Boys,  J.  D.  Bruce  of  Ann  Arbor 
was  elected  a member.  Upon  motion  of  Cook-Boys, 
E.  I.  Carr  of  Lansing  was  elected  a member.  Upon 
motion  of  Luce-Baker,  W.  J.  Stapleton  of  Detroit 
was  elected  secretary.  Under  a new  arrangement 
the  secretary  of  the  committee  will  act  as  its  ad- 
ministrative officer,  assuming  the  duties  formerly 
assumed  by  the  chairman  of  the  committee. 

2.  Upon  motion  of  Cook-Baker,  the  secretary  was 
directed  to  send  a letter  of  acknowledgment  to  the 
officers  of  the  American  College  of  Dentistry  for 


the  $350.00  contributed  to  the  work  of  the  Com- 
mittee on  Economics. 

' 3.  The  secretary  presented  a communication  from 
the  Committee  on  Economics  requesting  an  early 
and  special  meeting  of  the  House  of  Delegates  to 
be  called  to  receive  and  consider  the  Progress  Re- 
port of  the  Committee  on  Economics.  It  was  moved 
by  Baker-Boys  that  a special  meeting  be  called  to 
be  held  in  the  auditorium  of  the  Hurley  Hospital  in 
Flint.  A motion  was  made  by  Carstens-Boys  that 
the  date  be  set  as  of  April  12,  1934,  at  10:00  A.  M. 

4.  Motion  was  made  by  Baker-Boys  that  the 
Economics  Committee  arrange  for  Regional  Confer- 
ences, with  delegates,  for  the  confidential  discussion 
of  the  committee’s  report  previously  to  the  holding 
of  the  special  meeting  and  that  the  secretary  be  in- 
structed to  arrange  the  time  and  place  for  the  hold- 
ing of  these  conferences. 

5.  Upon  motion  of  Carstens-Luce,  the  secretary 
was  directed  to  supply  the  director  of  the  Commit- 
tee on  Economics  with  a petty  salary  account  for 
which  itemized  statements  are  to  be  rendered  to  the 
secretary  each  month  and  that  the  other  bills  in- 
curred in  the  course  of  the  study  and  work  of  the 
committee  be  sent  to  the  secretary  for  audit  and 
voucher. 

6.  There  being  no  other  business  the  Executive 
Committee  adjourned  at  11:45  P.  M. 

F.  C.  Warnshuis,  Secretary. 


THE  CONFERENCE  OF  COUNTY 
SECRETARIES 

On  Wednesday,  March  7,  1934,  at  the  University 
Hospital,  Ann  Arbor,  fifty-two  secretaries  gathered 
for  their  annual  conference.  Many  familiar  faces 
appeared,  also  quite  a few  new  ones.  The  plan  of 
the  morning  clinical  session  for  scientific  refresh- 
ment made  each  one  feel  an  interest  in  being  present 
that  otherwise  might  have  been  lacking. 

The  following  clinical  program  was  found  to  be 
most  instructive. 

Dr.  C.  D.  Camp,  neurologist,  discussed  epilepsy 
and  .hysteria  most  interestingly,  giving  the  differen- 
tial points  in  diagnosis  and  presenting  a case  illus- 
trating a combination  of  symptoms  of  the  two  dis- 
eases in  the  same  patient. 

Dr.  Kahn,  bacteriologist,  discussed  some  of  the 
recent  developments  in  immunology.  He  pointed  out 
that  the  skin  and  other  fixed  tissues  of  the  body  play 
an  important  part  in  immunology.  The  response  of 
different  living  tissues  can  be  measured,  and  the 
skin  responds  most  actively  of  all  the  tissues.  The 
role  of  the  tissues  of  the  immunized  animal  is  based 
upon  the  combining  power  of  the  tissues  with  cer- 
tain antibodies.  The  skin  helps  to  hold  back  the 
spread  of  the  staphylococcus,  characterized  by  the 
inflammatory  response.  Most  immunity  is  located 
in  the  skin.  If  bacteria  enter  the  blood  stream  the 
blood  invasion  helps  develop  immunization.  Vac- 
cines injected  intravenously  in  small  increasing  doses 
seem  to  stimulate  phagocytosis,  while  the  skin  in- 
jection only  stimulates  the  skin  locally.  An  interval 
of  ten  days  between  injections  gives  better  response 
than  the  more  frequent  dosage. 

Dr.  C.  C.  Sturgis,  internist,  discussed  the  medical 
treatment  of  the  anemias,  and  presented  a case  of 
pernicious  anemia.  He  seemed  most  pleased  with 
the  results  when  concentrated  liver  extract  is  given 
intravenously,  at  thirty-day  intervals,  and  urged  that 
the  red  cell  count  be  raised  as  high  as  possible  if 
spinal  cord  changes  are  to  be  benefited. 

Dr.  Charles  Brown,  internist,  discussed  the  thera- 
peutic indications  and  limitations  in  the  treatment 
of  hypertension.  He  recommended  rest,  digitalis, 
theobromin-sodium-salicylate,  euphyllin,  and,  in 
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dropsy,  the  mercurials,  salyrgan  and  novasurol. 
Always  give  ammonium  chloride  three  or  four  days 
before  giving  mercurials.  For  headaches  in  hyper- 
tension intrait  de  gue,  extract  of  mistletoe,  is  an 
expensive  proprietary  remedy  sometimes  of  value. 
The  eye-ground  examination  is  very  important  in 
determining  evidence  of  cardio-vascular  disease. 

Dr.  Carl  Badgely  presented  a half  dozen  or  more 
cases  showing  different  methods  of  handling  frac- 
tures as  well  as  a case  of  leg  lengthening  where  the 
femur  had  been  elongated  by  means  of  open  opera- 
tion and  the  use  of  steel  plate  immobilization. 

The  afternoon  session  began  promptly  at  1 :30. 
Dr.  Henry  Vaughn,  Health  Officer  of  Detroit,  pre- 
sented the  so-called  Detroit  plan  for  disease  pre- 
vention, and  stressed  the  fact  that  only  two  deaths 
from  diphtheria  had  occurred  in  Detroit  during  the 
four  months  of  last  year,  whereas  the  average  in 
former  years  was  120  deaths.  He  outlined  also  the 
cooperation  plain  in  rural  counties,  notably  Allegan, 
Eaton,  and  Barry  counties,  now  being  carried  on 
under  the  direction  of  the  Kellogg  Foundation.  He 
said  that  the  essentials  of  any  public  health  pro- 
gram were  only  met  when  the  doctors  themselves 
were  properly  prepared  and  thoroughly  sold  on  pre- 
ventive medicine.  Doctors  must  be  taught  the  new- 
er methods  and  technic  of  disease  prevention  by 
postgraduate  courses.  The  public  must  be  educated 
to  go  to  the  doctor.  Diphtheria  can  be  eradicated, 
but  the  public  must  be  educated  to  the  value  of 
immunization.  This  work  can  best  be  carried  on 
by  the  County  Unit  System,  but  the  full  cooperation 
of  the  doctors  is  essential  for  its  success. 

Dr.  J.  B.  Bradley  of  Eaton  Rapids  spoke  briefly 
on  the  legislative  problem,  and  urged  each  doctor  to 
contact  and  make  friends  with  each  member  of  the 
legislature  in  his  own  community.  It  was  the  opin- 
ion that  it  would  be  beneath  the  dignity  of  the  pro- 
fession to  furnish  this  Committee  with  money  to 
use  in  any  such  manner  as  was  reported  that  it  had 
been  used  by  certain  of  the  cults  last  year. 

Dr.  Lewis  LeF.evre  of  Muskegon  presented  a 
comprehensive  paper  on  the  care  of  indigents  in 
Muskegon  County,  which,  to  some  present,  seemed 
to  indicate  that  there  was  a wide  range  of  latitude 
in  the  interpretation  of  the  rules  and  regulations 
governing  the  Federal  Emergency  Relief  Adminis- 
tration. This  paper  provoked  a lot  of  lively  discus- 
sion and  brought  out  many  points  which  were 
bound  to  be  helpful  to  every  County  Society  rep- 
resented. 

Dr.  J.  D.  Bruce,  Dean  of  Medical  Education,  dis- 
cussed the  subject  of  post-graduate  education.  For 
many  years  the  University  has  offered  courses  in 
P.  G.  education  in  medicine  and  its  branches.  Most 
of  these  courses  were  arranged  to  accommodate  the 
instructors  rather  than  to  meet  the  needs  of  the 
doctors.  The  courses  were  too  long  and  drawn  out 
and  contained  too  many  irrelevant  subjects.  The 
trend  of  late  has  been  to  shorten  the  courses  and 
to  intensify  the  training  to  include  only  the  imme- 
diate subject  which  the  doctor  wants.  The  expense 
has  likewise  been  reduced  to  a quarter  or  an  eighth 
of  what  it  was  formerly,  and  much  time  and  ex- 
pense saved.  About  700  doctors  a year  take  advan- 
tage of  post-graduate  courses  at  the  University,  but 
large  as  this  number  is,  it  should  be  materially  in- 
creased, especially  for  the  inclusion  of  those  doctors 
in  rural  regions  whose  opportunities  for  medical 
study  are  limited,  and  owing  to  the  stringency  of 
the  times  are  unable  to  afford  post-graduate  study. 

Following  these  talks  a round-table  discussion  af- 
forded opportunity  for  each  secretary  to  express 
opinions  and  to  give  experiences  in  connection  with 
the  various  phases  of  social,  political  or  public  health 
policies  with  which  he  was  familiar. 


At  a 6 o’clock  dinner  at  the  Michigan  Union,  a 


delightful  social  hour  was  spent.  Short  talks  on 
medical  problems  and  policies  were  given  by  Past- 
Presidents  H.  E.  Randall  and  Carl  F.  Moll  of  Flint, 
J.  Milton  Robb  of  Detroit,  and  by  President  George 
LeFevre  of  Muskegon,  as  well  as  impromptu  talks 
by  several  of  the  county  secretaries.  Dr.  W.  E. 
Ward,  secretary  for  twenty-six  years  in  Owosso 
and  the  longest  acting  secretary  present,  presented 
some  of  his  experiences,  and  received  congratula- 
tions for  his  long  time  efficient  service. 

The  trend  of  thought  expressed  at  this  meeting 
was  to  the  effect  that  there  was  little  fear  of  State 
or  social  medicine  providing  physicians  stick  to  their 
last,  and  fulfill  their  obligations  to  the  public  by  the 
rendering  of  careful,  efficient,  scientific  medical  serv- 
ice to  the  sick,  and  to  be  ready  to  meet  the  changing 
needs  of  the  world  in  this  day  of  revolutionary 
thought  and  action. 

SUMMARY 

On  the  whole  this  Conference  of  Secretaries,  rep- 
resenting the  prime  movers  of  organized  medicine 
in  Michigan,  was  well  worth  attending.  These  an- 
nual meetings  do  much  to  put  the  county  secretaries 
on  the  spot,  and  are  a school  of  instruction  in  the 
details  of  his  office.  The  earlier  in  the  year  they  are 
held  the  better  they  will  serve  to  get  the  county 
societies  going  for  the  coming  year. 

If  asked  how  these  meetings  could  be  improved 
upon  from  now  on  and  speaking  from  the  standpoint 
of  a humble  secretary  I would  recommend  the  fol- 
lowing : 

1.  Many  societies  publish  a monthly  Bulletin.  In- 
vite the  editors  of  these  Bulletins,  if  not  edit- 
ed by  the  secretary,  to  come  to  these  gather- 
ings. Give  these  editors  a separate  hour  for 
conference  to  discuss  their  problems,  such  as 
advertising  rates,  cost  of  printing,  editorial 
matter  and  other  details. 

2.  Give  the  secretaries  an  hour  or  two  to  discuss 
by  themselves  the  problem  of  secretarial  tech- 
nic, collection  of  dues,  methods  of  handling  of 
reports,  and  other  problems. 

3.  Have  a general  session  and  have  the  secretaries 
bring  in  any  recommendations  they  may  have 
to  the  council  for  improving  medical  societies 
and  the  carrying  out  of  medical  objectives  in 
organized  medicine. 

4.  Assign  essays  before  the  meeting  to  specially 
experienced  secretaries  on  the  subjects — How 
to  add  new  members ; how  to  get  good  pro- 
grams across;  medical  ethics;  public  health 
education  via  radio,  etc.,  etc.,  and  have  these 
papers  read  for  the  benefit  of  all  the  secre- 
taries. More  and  more  the  thought  of  these 
intensive  sessions  will  be  reflected  to  the  so- 
cieties in  a revival  of  interest  in  organized 
medicine  and  its  power  for  good  in  every  com- 
munity will  be  increasingly  felt.  There  must 
be  no  apathy  today. 

H.  B.  Knapp. 


OUR  ENGLISH  MISSION 

Many  letters  have  been  received  seeking  to  ascer- 
tain the  findings  of  Drs.  Luce  and  Sinai  during  their 
stay  in  England. 

This  English  inquiry  is  part  of  the  activities  of 
our  Committee  on  Economics.  This  is  a Committee 
of  the  House  of  Delegates.  None  of  the  commit- 
tee’s findings  or  recommendations  can  be  disclosed 
until  they  have  been  received  and  acted  upon  by 
the  House  of  Delegates.  For  this  reason  no  infor- 
mation can  be  inparted  until  it  is  released  by  the 
House  of  Delegates. 


Have  you  paid  your  1934  dues?  Those  in  arrears 
April  15  automatically  become  listed  as  suspended. 
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MICHIGAN  STATE  MEDICAL  SOCIETY  AND 
DEPARTMENT  OF  GRADUATE  MEDICINE 
UNIVERSITY  OF  MICHIGAN 


11th  District  Post  Graduate  Conference 


Century  Club 


Muskegon,  Michigan 

Wednesday,  March  21,  1934 

1:30  P.M.  Acute  Infections  of  Throat  and  Neck. 
Dewey  R.  Heetderks,  M.D. 

Grand  Rapids,  Michigan 

2:15  P.M.  Recent  Factors  in  Treatment  of  Cardiac 
Lesions. 

Charles  L.  Brown,  M.D. 

Ann  Arbor,  Michigan 


3 :00  P.  M.  Acute  Lesions  of  Abdomen. 

Eugene  Potter,  M.D. 

Ann  Arbor,  Michigan 

3 :45  P.  M.  Recent  Measures  in  Prevention  and 
Treatment  of  Acute  Infectious  Diseases. 
T.  D.  Gordon,  M.D. 

Grand  Rapids,  Michigan 


4:30  P.M.  Acute  Infections  of  Urinary  Tract. 
W.  J.  Butler,  M.D. 

Grand  Rapids,  Michigan 

6 :00  P.  M.  Century  Club — Dinner. 


POST  GRADUATE  CONFERENCE 
Perry  Hotel — Petoskey 
Thursday,  March  8,  1934 
Councilor  B.  H.  Van  Leuvan,  presiding 

2 :00  P.  M. 

1.  (a)  “Acute  Suppurations  of  the  Mouth,  Phar- 

ynx and  Cervical  Region” 

(b)  ‘Tumors  and  Cysts  of  the  Head  and  Neck” 
A.  C.  Furstenberg,  M.D., 
Ann  Arbor,  Michigan 

2.  (a)  “The  Diagnosis,  Symptoms  and  Treatment 

of  Anemia” 

Raphael  Isaacs,  M.D., 

Ann  Arbor,  Michigan 

3.  (a)  “Obstetrical  Emergencies” 

(b)  “Post-Natal  Care” 

Norman  F.  Miller,  M.D., 
Ann  Arbor,  Michigan 

6:00  P.  M. 

4.  Dinner — Perry  Hotel 

Evening  Session 

8:00  P.  M.- — Public  Meeting — High  School  Audito- 
rium 

“Preventive  Measures  for  Community  Health” 

Speakers  to  be  announced. 


See  Your  County  Secretary  and  Keep  in 
Good  Standing  by  paying  Your  ig34  Dues. 
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BAY  COUNTY 

The  following  meetings  have  been  held  by  the 
society : 

January  10 — Speaker,  Dr.  Bruce  Douglas,  Detroit; 
subject,  “Childhood  Tuberculosis.” 

January  24 — A business  meeting  was  held  at  the 
Wenonah  Hotel  at  6:30  o’clock.  The  meeting  was 
devoted  to  a discussion  of  professional  and  economic 
problems. 

February  14 — Dr.  W.  G.  Gamble,  Bay  City,  ad- 
dressed the  society  on  “Fads,  Fancy  and  Facts  of 
the  Thyroid  Gland.” 

February  28 — A meeting  was  again  devoted  to  a 
discussion  of  economic  and  professional  problems. 

March  14 — At  6 :30  o’clock  at  the  Wenonah  Hotel 
the  meeting  was  addressed  by  Dr.  Bruce  Fralick  of 
Ann  Arbor;  subject,  “A  Review  of  Treatment  of 
Common  Eye  Conditions.” 

The  society  recently  passed  two  important  resolu- 
tions : 

(1)  “No  member  or  members  of  the  society  shall 
enter  into  a contract  practice  with  the  City  of  Bay 
City.  Any  work  done  for  city  employes  must  be 
done  at  the  rates  prescribed  in  the  fee  bill  of  the 
society." 

(2)  “No  member  of  the  society  may  deliver  a talk 
or  thesis  before  any  lay  group  without  first  consult- 
ing the  board  of  censors.” 

Councilor  P.  R.  Urmston,  Chairman  C.  S.  Tarter 
of  the  Preventive  Medicine  Committee,  and  Secre- 
tary L.  F.  Foster  attended  the  County  Secretaries 
Conference  in  Ann  Arbor. 

The  medical  society  is  again  to  be  heard  over 
WBCM  every  Monday  and  Thursday  at  12:30  P.  M. 

The  following  new  members  were  recently  elected 
to  society  membership:  Dr.  F.  P.  Husted,  Dr.  E.  C. 
Hughes,  and  Dr.  J.  N.  Asline,  all  of  Bay  City. 

The  society  members  attended  in  a body  the 
funeral  of  Dr.  James  M.  McLean,  Saturday,  March 
3,  1934. 

Councilor  P.  R.  Urmston  was  nominated  for  the 
office  of  County  Supervisor  from  the  third  ward  at 
the  primaries,  Monday,  March  5.  He  is  now  the 
incumbent. 

L.  Fernald  Foster,  M.D.,  Secretary. 


BERRIEN  COUNTY 
Secretary’s  Annual  Report,  1933 

This  year  brings  to  a close  one  of  the  most  hectic 
times  that  it  has  been  the  privilege  of  any  of  us  to 
witness.  Great  world  changes  in  social,  economic 
and  legislative  affairs,  amounting  practically  to  com- 
plete revolution,  have  taken  place  and  have  been 
reflected  on  the  same  scale  in  our  Society. 

Starting  the  year  with  the  lowest  budget  and  the 
lowest  dues,  in  the  history  of  our  Society,  we  have 
come  through  with  flying  colors,  no  loss  of  members, 
but  an  increase,  viz.,  some  have  dropped  out  but 
have  been  replaced  by  others,  and  in  addition  we 
have  paid  all  our  bills,  some  back  ones,  and  some 
that  were  unexpected  when  the  budget  was  outlined, 
and  we  still  have  money  in  the  treasury  for  the  new 
year. 

There  have  been  criticisms  aimed  at  the  financial, 
social  and  legislative  actions  of  our  Society,  as  well 
as  the  usual  ones  always  to  be  expected  aimed  at 
the  officers.  But  criticism  of  actions,  lack  of  ac- 
tions and  too  much  action,  signify  an  interest  in  any 
organization,  and  that  it  is  worth  while,  as  without 
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such  comment  the  Society  is  either  too  good  to  be 
true  or  else  not  worth  existing. 

In  an  organization  such  as  ours,  there  is  a great 
tendency  to  allow  all  the  work  to  drop  on  the 
shoulders  of  one  or  two,  because  of  meeting  once 
a month,  covering  a wide  geographical  area  and  the 
variation  in  city,  country  and  village  practice,  so 
that  these  few  on  whom  the  responsibility  hinges  are 
also  the  ones  on  whom  the  criticism  is  heaped.  I 
know  of  no  way  by  which  this  can  be  avoided.  We 
have  tried  repeatedly  to  shift  program  responsibility 
without  success.  This  year  the  Public  Relations 
Committee  have  more  than  done  their  part.  They 
have  displayed  an  interest,  and  work,  and  time,  that 
shows  the  value  of  organized  medicine,  and  their 
work  has  been  well  done.  Our  well  attended  busi- 
ness meetings  have  shown  that  there  are  many  sides 
to  all  questions,  and  final  consideration  has  been  for 
the  group  as  a whole. 

Social  problems  such  as  the  Adult  Afflicted,  Child 
Afflicted,  Public  Health  and  Welfare,  have  under- 
gone such  complete  revolutions  not  only  in  our 
county,  but  all  over  the  United  States,  that  it  has 
been  impossible  for  any  one  or  two  individuals  or 
groups  to  say  which  policy  is  the  right  one.  The 
same  has  been  true  of  legislative  events,  coming  so 
fast  and  with  such  revolutionary  suddenness  that, 
almost  before  one  could  think,  legislation  has  been 
enacted,  the  like  of  which  the  world  has  never 
known  before,  and  such  legislation  has  not  been  con- 
fined but  all-inclusive,  even  of  medical  acts,  and,  as 
a natural  sequence  of  this,  individuals  want  to  know 
why  and  how  such  drastic  and  experimental  changes, 
and  the  reply  is,  “Damned  if  I know,  but  it  did 
happen,”  and  personally  I have  seen  enough  to  know 
that  the  efforts  of  individuals,  or  groups,  have  been 
puny  in  their  attempt  to  stem  the  tide.  I suppose 
that  it  is  all  part  of  the  New  Deal,  and  a continua- 
tion of  placing  the  blame  on  the  “Ins.” 

However,  we  have  this  thing  about  medicine  to 
offer,  and  it  is  part  of  our  Code  which  has  stood 
the  test  of  time,  and  it  is,  “When  new  therapeusis  is 
offered,  if  it  stands  the  test  of  repeated  and  mass 
use,  then  turn  to  it,”  but  in  the  meantime  hold  fast 
to  the  methods  that  have  stood  the  test  of  time.  If 
a new  disease  appears,  treat  it  systematically  until 
it  can  be  diagnosed,  in  other  words,  let  us  not  be 
hasty  in  applying  a cure  until  we  know  what  the 
disease  we  are  fighting.  We  can  see  no  difference 
in  the  approach  to  social  problems  of  medicine,  as 
they  concern  us,  than  we  do  in  the  approach  to 
scientific  problems. 

The  practice  of  medicine  is  not  like  retailing  a 
commercial  or  fixed  commodity  of  set  standard,  but 
it  is  the  marketing  of  an  immaterial  wealth  of  serv- 
ice, which  in  one  instance  is  valueless,  and  in  another 
invaluable. 

In  legislative  actions  we  have  had  the  invasion  of 
cults,  the  lack  of  protection  of  the  public  from 
quackery,  the  jeopardy  of  physicians’  rights  from 
legislative  bills  aimed  at  the  profession,  such  as 
health  insurance  laws,  compensation  laws,  drug  laws, 
income  tax  laws  and  a thousand  and  one  other 
items.  But  the  history  of  our  profession  has  always 
shown  these  and  we  have  before  survived  the  in- 
vasion of  cults  and  adverse  legislation.  Should  our 
present  policy  be,  “I  am  not  my  brother’s  keeper,” 
“Let  the  public  look  out  for  itself,”  “Raise  huge 
sums  for  medical  lobbies,”  “Fighting  fire  with  fire,” 
or  should  we  follow  a conservative  course  of  study, 
applying  what  therapeutic  means  we  have  and  know, 
interspersed  with  a prayer  and  a hope  that  all  of  us 
united  will  find  a diagnosis  and  cure.  Let  us  not  be 
stampeded  into  action  and  let  us  guard  against  a 
“Furor  operandi.” 

It  is  easy  to  say  afterwards,  “He  should  have 
done  this,  or  he  should  have  done  that  for  us  as  our 


representative,”  and  the  only  comeback  your  repre- 
sentative has  in  this  Society,  the  State  and  the  Na- 
tional is,  “I  met  the  issue  with  the  best  I had,  I 
played  the  game  square,  not  only  for  you  but  for 
myself.”  Our  profession  has  an  all  too  common 
example  of  this  in  the  individual  who  takes  the 
credit  when  the  patient  is  about  well,  and  accuses 
the  other  fellow  of  malpractice  if  the  patient  dies. 

Let  us  take  the  economical  functions  of  organized 
medicine,  and  I am  using  the  expression  organized 
medicine  not  only  to  include  our  little  society,  but 
also  our  affiliations.  This  subject,  of  course,  has 
more  ramifications  than  any  other,  such  as  physi- 
cians’ fees  and  expenses,  and  public  relations  in  re- 
gard to  fees  for  the  indigent,  child  afflicted,  and 
public  health.  Never  before  in  the  history  of  the 
world  have  there  been  such  changes  as  have  appeared 
in  the  economic  status  of  medicine  as  have  occurred 
in  the  past  three  years.  To  cut  fees  or  not  to  cut, 
to  continue  charity  to  the  indigent  or  to  establish 
charges,  to  ask  for  state  medicine,  public  health  in- 
surance, or  what.  I defy  any  group  to  be  unanimous 
in  the  treatment  of  such  problems.  All  these,  and 
more  too,  confront  us  in  the  future,  and  they  cannot 
be  intelligently  discussed  or  settled  without  study 
and  diagnosis.  Your  state  and  national  societies  are 
doing  a vast  amount  of  research  on  these  problems, 
and  the  tendency  at  your  state  meeting  in  Grand 
Rapids  was  to  have  a number  of  solutions  and  to 
avoid  hasty  actions  which  will  later  be  regretted. 
Perhaps  most  of  these  problems  are  “Bugaboos,” 
and  perhaps  delayed  action  means  the  death  of  the 
patient,  but  we  would  personally  rather  be  con- 
demned as  being  too  conservative  rather  than  being 
classified  as  hasty,  rattlebrained,  and  a tyro.  It’s  a 
little  easier  on  one’s  conscience  to  know  that  the 
patient  died  a natural  death  rather  than  from  too 
much  interference,  and  it  is  a lot  easier  to  save  the 
next  case,  and  incidentally  the  bulk  of  the  public, 
while  they  “kid”  us  in  regard  to  our  conservative 
ethics,  will  stick  to  the  conservative  physicians,  and 
I maintain  that  in  every  community  the  leaders 
through  a period  of  time  are  men  of  this  classifica- 
tion. 

Financially  organized  medicine  has  the  lowest  cost 
of  any  group  or  guild  in  the  world.  Those  of  you 
who  know  about  trade  associations  or  luncheon  clubs 
will  know  that  this  is  true.  Aside  from  your  meal, 
your  medical  society  costs  about  $1.04  per  month. 
Of  this  37^4 c per  month  is  local  expense  paid  out 
in  bulletins,  postage,  stationery,  guest  expense,  and 
miscellaneous  secretary  expense  such  as  correspond- 
ence, etc.,  which  is  summarized  and  itemized  for  you 
in  the  treasurer’s  report.  In  other  words  leave  out 
everything  else  connected  with  organized  medicine 
but  the  speaker  at  a monthly  meeting,  and  you  pay 
less  to  hear  him  than  you  do  a good  amusement  such 
as  a movie.  Of  course  speakers  are  like  movies, 
occasionally  we  feel  that  the  time  would  have  been 
spent  more  profitably  at  home  reading,  but  again  one 
must  consider  that  in  the  past  five  years  we  have  had 
before  this  Society  nearly  every  prominent  physician 
and  specialist  in  the  State  of  Michigan,  and  to  avoid 
duplication  and  imposition  it  is  not  surprising  that 
occasionally  we  have  a talk  that  is  not  worth  while. 

The  remaining  67.5  cents  of  your  monthly  dues 
goes  to  your  State  Society.  For  this  you  receive 
the  Journal  once  a month,  the  expense  of  which 
amounts  to  50  cents  per  number.  In  other  words, 
50  cents  a month  for  scientific  reading  and  a trade 
journal  which  tells  you  of  the  latest  advances  in 
science  and  the  social,  economic  and  legislative  prob- 
lems of  the  physicians  of  the  State  of  Michigan. 
The  remaining  17.5  cents  a month  of  ypur  state  dues 
pays  for  medico-legal  advice  and  aid,  legislative 
problems  and  propaganda,  post-graduate  lectures, 
economic  studies,  annual  meetings,  administrative 
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expense  and  all  the  hundred  and  one  things  in  the 
state  program.  Many  of  these  items  probably  do 
not  affect  you  as  an  individual,  but  it  is  part  of 
your  contribution  to  the  guild,  and  what  is  good  for 
the  majority  is  good  for  the  individual.  The  ques- 
tion of  medico-legal  aid  and  advice  has  often  been 
criticised  as  unnecessary  expense,  but  if  one  consid- 
ers the  effect  on  your  insurance  premium  alone  it  is 
worth  while.  Cities  that  do  not  have  any  fire  pro- 
tection pay  high  insurance  premiums.  No  one  but 
the  crook  wants  to  collect  indemnity  on  fire  insur- 
ance, as  all  honest  men  would  much  prefer  to  have 
the  fire  department  get  there  in  time  to  stop  a con- 
flagration. Adequate  protection  is  wanted  by  the 
majority  and  for  this  you  pay  about  7 cents  per 
month  to  the  state.  Also  there  has  been  criticism 
aimed  at  the  total  of  such  expense,  stating  that  it 
smacks  of  racketeering.  If  there  are  any  of  us  who 
upon  careful  study  of  the  problem  and  statistical 
analysis  can  show  how  this  can  be  cut  down  and 
still  provide  as  much  as  we  are  getting  let  them 
come  forward  with  new  plans  before  the  old  ones 
are  discarded,  and  I am  sure  that  the  Council  of 
the  State  Society  will  bless  you  and  give  thanks. 

So  in  this  summary  of  our  year’s  work,  I beg  of 
you,  do  not  divorce  your  medical  economics,  legis- 
lation and  finances  from  a profession  or  guild  that 
has  stood  the  test  of  time  and  previous  depressions. 
Do  not  confuse  with  other  commercial  and  retail 
lines.  Take  from  these  what  is  good  and  what  can 
safely  be  applied  to  medicine,  because  of  changing 
times,  but  do  so  in  the  manner  in  which  we  have 
been  taught  and  the  ways  with  which  we  are  fa- 
miliar in  the  practice  of  medicine.  Give  changes  the 
therapeutic  test  before  applications,  and  above  all 
beware  of  the  therapeutic-enthusiast,  whose  empiri- 
cism is  based  on  one  or  two  cases.  If  we  do  this 
the  profession  will  survive  with  flying  colors,  knowl- 
edge and  fellowship  will  increase ; with  these,  as  in 
the  past,  individual  remuneration  and  pleasure. 

Your  secretary  takes  this  opportunity  to  thank 
the  membership  for  the  confidence  and  cooperation 
of  the  society  as  a whole  during  the  past  year  and 
to  assure  you  that  it  has  been  a great  pleasure  to 
be  of  service  to  you.  Perhaps  at  times  the  com- 
mittees, such  as  the  Public  Relations,  have  felt  that 
I have  been  a pest,  but  because  of  my  close  relation 
and  association  with  the  individuals  of  the  society, 
I have  tried  to  bring  up  all  the  points  that  the  in- 
dividuals might  consider,  at  all  times,  even  if  per- 
sonally I felt  different  about  it,  believing  that  action 
should  be  based  on  a thorough  analysis  of  all  ob- 
jections. I wish  to  repeat  that  any  organization 
that  runs  too  smooth  is  either  not  worth  keeping  or 
is  too  good  to  be  true. 

W.  C.  Ellet,  Secretary. 


EATON  COUNTY 

A special  meeting  of  the  Eaton  County  Medical 
Society  was  called  January  3,  1934,  at  the  Hayes- 
Green  Memorial  Hospital  to  discuss  with  the  local 
administration  the  part  of  the  physician  in  the  Di- 
rect .Relief  of  the  F.E.R.A. 

An  auditing  committee  consisting  of  Dr.  C.  D. 
Huber,  Dr.  A.  G.  Stanka,  and  Dr.  Phil  Quick  was 
appointed  by  the  president  to  meet  with  the  local 
administration  once  monthly  to  audit  all  medical 
bills  under  the  relief  for  the  past  month. 

The  committee  is  working  harmoniously  with  the 
local  administrator,  Mr.  H.  Marr  Byington,  who  is 
a friend  of  the  profession. 

Ladies’  night  was  held  at  the  Carnes-Tavern 
Hotel,  Charlotte,  January  26,  1934.  Following  din- 
ner, the  president,  Dr.  Clyde  McLaughlin,  called  to 
order  a short  business  meeting.  At  this  meeting  it 
was  moved,  seconded  and  unanimously  carried  that 


the  Michigan  Tuberculosis  Association  through  the 
services  of  local  physicians  give  tuberculin  tests  to 
all  of  the  students  of  the  upper  five  grades  of  the 
public  schools  of  the  county. 

The  speaker  of  the  evening,  Royal  G.  Hall,  chair- 
man of  the  Social  Science  Division  of  Albion  Col- 
lege, was  introduced  by  the  president.  Dr.  Hall  is  a 
student  on  international  affairs  and  spent  the  year 
1932  visiting  sixteen  countries  of  Europe.  His  sub- 
ject was  “Germany  Under  Hitler.”  Following  a very 
interesting  presentation,  a discussion  was  held  in 
which  Dr.  Hall  answered  many  questions. 

John  Lawther,  M.D.,  Secretary-Treasurer. 


GRATIOT-ISABELLA-CLARE 

COUNTY 

The  regular  monthly  Tri-County  Medical  Meeting 
was  held  at  the  Wright  Hotel,  Alma,  on  February 
16,  1934,  with  the  president,  Dr.  A.  D.  Hobbs,  pre- 
siding. The  usual  dinner  was  served  before  the  pro- 
gram. Nineteen  members  were  present. 

Dr.  Henry  F.  Vaughan,  Commissioner  of  Health, 
Detroit,  and  member  of  board,  W.  K.  Kellogg  Foun- 
dation, then  gave  a very  interesting  discussion  of 
the  work  he  has  developed  in  Detroit  in  Prevent- 
ive Medicine  and  explained  the  benefits  to  the  pub- 
lic and  to  the  doctor  through  “Professional  Partici- 
pation in  Public  Health  Work.”  Slides  were  shown 
to*  illustrate  and  outline  more  forcefully  his  talk. 
He  then  turned  the  discussion  over  to  Dr.  Byington, 
Associate  Medical  Director,  W.  K.  Kellogg  Founda- 
tion, who  by  the  aid  of  slides  discussed  “Medical 
Participation  in  Rural  Communities.” 

The  subject  was  then  open  for  discussion  by  Dr. 
Hobbs,  who  called  upon  Drs.  DuBois,  Carney,  and 
Barstow. 

Dr.  Hobbs,  in  well  chosen  words,  thanked  Drs. 
Vaughan  and  Byington  for  bringing  this  aspect  of 
the  subject  to  the  Society. 

The  regular  business  meeting  then  followed.  Min- 
utes of  last  regular  meeting  were  read  and  ap- 
proved. 

Report  of  Committee  on  Membership.- — Dr.  Car- 
ney, chairman,  moved  that  application  for  member- 
ship by  Dr.  L.  L.  Davis,  Mt.  Pleasant,  be  laid  on  the 
table.  Seconded  and  carried. 

Report  Committee  on  Economics. — Dr.  Carney, 
chairman,  reported  the  Emergency  Welfare  fee  ad- 
justment. All  minor  surgical  or  special  treatment 
to  be  allowed  extra  charge,  but  all  bills  are  subject 
to  question  by  the  Welfare  Committee  and  doctors’ 
records  must  be  available  for  scrutiny  and  adjust- 
ment by  the  Welfare  Board  and  Society  Committee 
on  Economics. 

It  was  moved  and  seconded  that  report  of  Tri- 
County  Medical  meetings  be  reported  and  have  pub- 
lished by  the  secretary  in  the  Mt.  Pleasant,  St.  Louis, 
and  Ithaca  papers.  Carried. 

R.  A.  Wilcox,  M.D.,  Secretary  pro  tern. 


HILLSDALE  COUNTY 

A special  meeting  of  the  Hillsdale  County  Medical 
Society  was  held  at  the  Keefer  House,  Hillsdale, 
Michigan,  at  7 :00  p.  m.,  February  12,  1934,  following 
a dinner. 

Dr.  H.  F.  Mattson,  president  of  the  Society,  called 
the  meeting  to  order. 

Dr.  Mattson  introduced  Miss  West  of  the  Michi- 
gan Department  of  Public  Health,  who  spoke  on  the 
Relationship  between  the  Public  Health  Service  and 
the  County  Medical  Society.  She  outlined  a sixty- 
dav  plan  for  the  immunization  of  school  children  up 
to  the  age  of  twelve  years. 

Moved  by  Dr.  Day  and  seconded  by  Dr.  Green 
that  the  doctors  of  the  Hillsdale  County  Medical 
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Society  cooperate  with  the  Michigan  Department  of 
Public  Health  by  immunizing  without  charge  all 
children  certified  as  coming  from  families  of  the 
indigent ; and  that  the  doctors  schedule  their  usual 
fees  for  those  able  to  pay  fully  or  in  part  for  this 
service.  Carried. 

Mr.  Pinto  of  the  W.  K.  Kellogg  Foundation  spoke 
on  the  subject  of  the  work  of  the  Kellogg  Founda- 
tion and  its  relationship  in  health  work  to  the 
County  Medical  Society. 

It  was  moved  by  Dr.  Green  and  seconded  by  Dr. 
Bower  that  a committee  be  appointed  to  secure  nec- 
essary petitions,  petitioning  the  Kellogg  Foundation 
to  establish  a County  Health  Unit  in  Hillsdale  Coun- 
ty. Carried. 

Moved  by  Dr.  Green  and  seconded  by  Dr.  Day 
that  the  Society  go  on  record  as  thanking  Miss  West 
for  her  help  in  her  splendid  address.  Carried. 

Miss  Ruth  Knapp,  City  Nurse,  spoke  of  the  health 
work  in  the  City  of  Hillsdale  and  was  thanked  by 
the  Chair. 

Moved  by  Dr.  Martindale,  seconded  by  Dr.  Pop- 
pen,  that  the  meeting  be  adjourned. 

D.  W.  Fenton,  Secretary. 


KALAMAZOO 

The  regular  monthly  meeting  of  the  Kalamazoo 
Academy  of  Medicine  was  held  in  the  Academy 
rooms  February  20,  1934,  following  the  dinner ; 
President  Huyser  in  the  chair. 

The  minutes  of  the  previous  meeting  were  read 
and  approved. 

Communications  were  read. 

Dr.  Collins  reported  for  the  Medical  Relations 
Committee.  It  was  moved  by  Dr.  Hubbell,  seconded 
by  Dr.  Stewart,  that  the  report  be  accepted  and  a 
more  detailed  report  of  the  plans  submitted  at 
a subsequent  meeting.  Discussed  by  Drs.  Hubbell, 
Vaughan  and  Collins.  Motion  carried. 

Dr.  Collins  reported  for  the  Committee  appointed 
to  confer  with  the  Board  of  Supervisors  of  Kala- 
mazoo County  relative  to  the  payment  for  rabies 
vaccine  given  by  various  physicians.  The  commit- 
tee recommended:  (1)  That  new  statements  be 

mailed  to  the  County  Clerk  accompanied  by  an  affi- 
davit setting  forth  the  circumstances  under  which 
the  antitoxin  was  given  and  affirming  that  the  ad- 
ministration of  the  antitoxin  was  approved  by  the 
Health  Commissioner  of  the  jirusdiction  in  which 
the  patient  resided.  If  such  approval  was  not  ob- 
tained it  is  suggested  that  the  Health  Commissioner 
be  requested  to  approve  the  bill.  Dr.  Lavan  has 
kindly  consented  to  receive  such  bills  for  the  city 
of  Kalamazoo,  attach  his  approval,  and  forward  the 
bills  to  the  County  Clerk.  (2)  That  the  Secretary 
of  the  Academy  be  requested  to  write  the  County 
Clerk  asking  that  the  accounts  be  reconsidered  by 
the  Board  of  Supervisors  and  that  each  account  be 
given  individual  attention.  It  was  moved  by  Dr. 
Den  Bleyker  and  seconded  by  Dr.  Gerstner  that 
the  report  be  accepted.  Discussed  by  Dr.  F.  T.  An- 
drews. Motion  carried. 

The  second  reading  of  applications  for  member- 
ship of  Dr.  R.  A.  MacNeill  of  Allegan  and  Dr. 
A.  B.  Hodgman  of  Kalamazoo  resulted  in  their 
unanimous  acceptance. 

The  application  of  Dr.  C.  C.  Fenstermacher, 
Three  Rivers,  for  associate  membership  was  unani- 
mously accepted. 

President  Huyser  announced  the  appointment  of 
the  following  committees:  (1)  Dr.  Collins  and  Dr. 

Westcott  to  be  added  to  the  Kalamazoo  County 
Medical  Advisory  Committee;  (2)  Drs.  A.  S. 
Youngs,  P.  G.  Schrier,  and  D.  J.  Scholton  to  draw 
up  a set  of  resolutions  pertaining  to  the  death  of 
Dr.  Bosman  and  send  a copy  of  such  to  his  family; 


(3)  Drs.  H.  H.  Stryker,  W.  O.  Jennings,  and  R. 
W.  Shook  to  draw  up  a set  of  resolutions  per- 
taining to  the  death  of  Dr.  Rogers  and  send  a copy 
to  his  family. 


LIVINGSTON  COUNTY 

Following  a Sanatorium  dinner  at  7 :00  P.  M.,  Dr. 
Clyde  K.  Hasley,  President  of  the  Detroit  Radio- 
logical Society,  was  introduced  and  gave  us  a very 
illuminating  discourse  on  “seborrheic  dermatitis  and 
the  treatment  of  superficial  malignancies.” 

Doctor  Hasley’s  talk  was  illustrated  with  an  ex- 
cellent series  of  stereoscopic  slides.  In  discussing 
treatment  he  stressed  the  importance  of  radiological 
methods,  particularly  in  the  early  dermo  malig- 
nancies. 

A short,  informal  business  meeting  followed  the 
medical  phase  of  the  evening.  There  were  present 
twelve  members  and  five  guests,  including  represen- 
tatives of  the  Livingston  County  Dental  Associa- 
tion. 

R.  S.  Anderson,  Secretary. 


MECOSTA  COUNTY 

I have  the  honor  to  submit  herewith  the  minutes 
of  the  last  regular  meeting  of  the  Mecosta-Osceola 
Medical  Society  held  at  the  Western  Hotel,  Big 
Rapids,  Tuesday  evening,  February  13,  1934,  the 
guests  of  Drs.  MacIntyre  and  Peck. 

Present:  Drs.  MacIntyre,  Peck,  Soper,  Treynor, 
Campbell,  Grieve,  Franklin,  Yeo,  Bruggema,  Kelsey, 
Burkart,  Chess,  East  and  Kilmer;  Dentists  Pryor, 
Zetterstedt,  Shepherd,  Miller  and  Rogers ; Guests, 
Dr.  Miller  of  Ft.  Sheridan,  C.  C.  Camp,  Peacock; 
Dr.  Epstein,  Ft.  Sheridan,  C.  C.  Camp,  Baldwin; 
Dr.  A.  R.  Woodburne  of  the  Grand  Rapids  Clinic; 
Mr.  C.  E.  Moore,  of  Grand  Rapids ; and  Dr.  Hayes 
of  Reed  City. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. Communications  from  the  secretary  of  the 
State  Medical  Society  were  read  and  placed  on  file. 
Communication  from  Miss  Addy,  School  Nurse,  and 
Miss  Bergy,  County  Nurse,  relative  to  making  TB 
tests  of  all  school  children  under  auspices  of  State 
TB  Association;  work  other  than  x-ray  to  be  done 
by  the  physicians  of  the  county  free  of  charge.  Dr. 
Treynor  explained  the  proposed  plan  and  suggested 
that  examination  of  the  High  School  students  might 
be  advisable.  Discussion  brought  out  the  general 
opinion  that  some  reasonable  arguments  in  favor  of 
doing  it  should  be  presented  by  the  sponsors  of 
the  plan.  Dr.  Treynor  was  requested  to  get  some 
definite  proposal  in  writing  from  the  nurses  named 
above  and  submit  it  to  the  society  at  the  next  meet- 
ing. 

Application  of  Dr.  Hayes,  dentist  of  Reed  City, 
was  presented  and  on  motion  of  Dr.  Miller  sup- 
ported by  Dr.  Rogers,  vote  was  taken  and  Dr.  Hayes 
was  elected  to  membership. 

Dr.  Treynor  explained  method  of  dealing  with 
CWA  employes  who  are  not  able  financially  to  pay 
for  services.  Authorization  for  medical  attention 
must  be  renewed  every  week.  Emergency  injuries 
acquired  in  line  of  duty  are  cared  for  by  Federal 
Government,  and  come  under  compensation  regula- 
tions. 

Meeting  then  turned  over  to  Dr.  Chess,  Chairman 
of  Program  Committee,  who  introduced  Dr.  A.  R. 
Woodburne  of  the  Grand  Rapids  Clinic,  who  gave  a 
very  interesting  lantern  slide  presentation  on  cutane- 
ous manifestations  of  syphilis.  Discussion  was  free- 
ly indulged  in  and  many  questions  asked.  Chairman 
then  introduced  Mr.  C.  E.  Moore  of  Grand  Rapids 
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who  showed  views  of  the  Canadian  Northwest — - 
Hunting  Big  Game  in  the  Northwest  woods. 

Motion  made  to  give  guests  and  hosts  a rising 
vote  of  thanks.  Meeting  adjourned. 


Following  are  the  minutes  of'  a regular  meeting 
of  the  Mecosta-Osceola  Medical  Society  held  in  the 
western  Hotel,  Big  Rapids,  Tuesday,  March  13,  at 
6:30  p.  m.,  as  the  guests  of  Drs.  Treynor  and 
Bruggema. 

Present:  Drs.  Chess,  Peck,  Treynor,  Grieve,  Mac- 
Intyre, Kilmer,  Campbell,  Bunce,  Bruggema,  Yeo 
and  Burkart;  dentists — Drs.  Pryor,  Rogers,  Zetter- 
stedt,  Hayes  and  Miller;  guest,  Mr.  Edward  Brink 
of  Grand  Rapids,  Michigan. 

Minutes  of  last  meeting  were  read  and  approved 
as  read.  Communication  from  secretary  of  State 
Medical  Society  relative  to  special  meeting  of  the 
House  of  Delegates  to  be  held  at  the  Hurley  Hos- 
pital, Flint,  Michigan,  on  April  12,  was  read.  Dr. 
Gordon  H.  Yeo  was  instructed  to  represent  the  so- 
ciety at  this  meeting. 

The  meeting  was  then  turned  over  to  the  chair- 
man of  the  Program  Committee,  Dr.  L.  F.  Chess, 
who  introduced  Mr.  Edward  Brink.  Mr.  Brink  gave 
a very  instructive  talk  on  the  subject  “Legal  Re- 
sponsibilities in  Medical  Practice.”  Following  the 
speaker,  discussion  of  the  subject  was  freely  in- 
dulged in  by  all.  Upon  motion  of  Dr.  Yeo  and  Dr. 
Kilmer,  a rising  vote  of  thanks  was  tendered  the 
speaker  and  hosts. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Jno.  L.  Burkart,  Secretary. 


NORTHERN  MICHIGAN 

The  regular  meeting  of  the  Northern  Michigan 
Medical  Society  was  held  at  the  Perry  Hotel, 
Petosky,  February  8,  1934.  The  meeting  was  called 
to  order  by  President  McMillan.  The  secretary’s 
report  was  read  and  approved.  Correspondence  was 
read.  Drs.  Conway,  Armstrong,  and  Monfort  were 
appointed  as  a Legislative  Committee.  Dr.  Burns 
was  appointed  to  the  Program  Committee  for  March 
and  plans  were  formulated  for  a post  graduate  con- 
ference for  our  next  meeting.  Details  were  left  to 
the  committee  to  be  worked  out. 

The  business  meeting  was  then  closed  and  the 
program  turned  over  to  the  Program  Committee. 
Dr.  Mast  introduced  the  speaker  of  the  evening,  Dr. 
Arthur  Woodburne,  Grand  Rapids.  Dr.  Woodburne 
gave  a very  practical  illustrated  talk,  on  the  diag- 
nosis of  the  various  skin  manifestations  of  lues. 
He  clearly  brought  out  the  main  diagnostic  points 
connected  with  these  manifestations.  He  also  touched 
briefly  on  the  treatment  of  syphilis.  The  talk  was 
well  received  and  was  of  practical  value  to  the  gen- 
eral practitioner. 

E.  J.  Brenner,  Secretary, 


The  regular  meeting  of  the  Northern  Michigan 
Medical  Society  was  held  in  the  form  of  a post- 
graduate conference  at  the  Perry  Hotel,  Petoskey, 
March  8,  1934.  One  of  the  largest  turnouts  in  years 
responded  and  the  most  successful  of  meetings  was 
held.  Visiting  doctors  from  Alpena,  Atlanta,  Cad- 
illac, Kalkaska,  Beulah,  Traverse  City,  Lake  City, 
Gaylord,  Grayling  and  other  Northern  Michigan 
cities  attended. 


The  meeting  was  presided  over  by  Councilor  Van 
Leuven.  The  guest  speakers  were  Dr.  A.  C.  Fur- 
stenberg,  Ann  Arbor,  who  spoke  on  “Acute  Sup- 
purations of  the  Mouth,  Pharynx,  and  Cervical  Re- 
gions; Dr.  Raphael  Isaacs,  Ann  Arbor,  who  spoke 
on  “The  Diagnosis,  Symptoms  and  Treatment  of 
Anemia”  and  Dr.  Norman  Kretchmar,  Ann  Arbor, 
who  spoke  on  “Obstetrical  Emergencies.”  Each  of 
these  talks  was  very  well  given  and  enjoyed  to  the 
fullest  extent  by  all  those  present. 

Following  the  talks  a dinner  was  served  by  the 
hotel. 


SAINT  CLAIR  COUNTY 

A regular  meeting  of  the  Saint  Qair  County  Med- 
ical Society  was  held  at  the  Hotel  Harrington,  Port 
Huron,  Michigan,  Tuesday,  February  20,  1934.  The 
meeting  was  very  largely  attended,  there  being  twen- 
ty-five present  at  supper  and  thirty-five  during  the 
reading  of  the  paper  presented  by  Dr.  W.  D.  Barrett 
of  Detroit.  The  minutes  of  the  preceding  meeting 
were  read  and  approved  without  correction. 

The  president,  Dr.  A.  B.  Armsbury,  called  the  at- 
tention of  the  members  and  guests  to  the  compli- 
mentary dinner  being  tendered  Dr.  Charles  Godwin 
Jennings  at  Detroit  on  February  28,  1934,  and  urged 
that  as  many  arrange  to  attend  as  possible.  The 
president  then  called  upon  Dr.  T.  E.  DeGurse  of 
Marine  City  to  introduce  the  guest  of  the  evening: 
Dr.  Wyman  D.  Barrett  of  Detroit.  The  former  did 
so,  paying  several  compliments  in  regard  to  the  pro- 
fessional attainments  of  his  friend  Doctor  Barrett. 

The  subject  presented  by  Doctor  Barrett  was 
“Ruptured  Appendix.”  The  speaker  stressed  the  fact 
that  mortality  in  this  class  of  condition  had  been 
on  the  increase  and  that  this  increase  was  due,  in 
his  opinion,  not  to  neglect  on  the  part  of  our  pro- 
fession as  much  as  to  the  fact  that  owing  to  the 
economic  situation  the  public  generally  were  neg- 
lectful of  themselves.  He  stated  that  many  cases 
were  being  admitted  to  Detroit  hospitals  in  which 
not- only  was  the  appendix  ruptured  but  often  rup- 
tured for  days  prior  to  treatment.  The  speaker 
brought  up  the  question  of  delayed  treatment  after 
rupture  and  stated  that  the  trend  was  now  to  re- 
turn to  the  view  held  more  popularly  years  ago : 
namely  to  wait  for  a period  after  rupture  unless 
intervention  could  be  done  within  the  first  twenty- 
four  hours.  He  separated  the  differential  diagnosis 
of  the  child  and  the  adult  case  and  covered  the  same 
in  a very  complete  manner.  The  speaker  then  read 
five  case  records  to  bring  out  the  point  that  the  wait- 
ing treatment  in  certain  cases  was  followed  by  satis- 
factory end-result.  During  the  interval  after  rup- 
ture and  before  drainage  of  abscesses  he  outlined 
the  use  of  the  rectal  and  Lavigne  tubes  to  lessen  dis- 
tension, rectal  feeding,  parenteral  fluids  both  saline 
and  glucose  and  mentioned  enterostomy  as  a meas- 
ure to  save  life  and  cautioned  that  it  was  not  to  be 
delayed.  He  paid  a compliment  to  our  friend  Dr. 
Angus  McLean  when  he  stated  that  many  years  ago 
the  latter  had  done  what  he  considered  the  very  first 
enterostomies  in  the  United  States.  Discussion  was 
opened  in  a very  fine  manner  by  Dr.  A.  J.  McKenzie 
and  carried  on  by  Dr.  J.  C.  Webster  of  Marlette, 
J.  A.  Attridge  and  D.  W.  Patterson  of  Port  Huron 
and  C.  A.  MacPherson  of  Saint  Clair.  Doctor  Bar- 
rett then  closed  the  subject  in  the  usual  manner,  re- 
plying to  several  questions  raised  anent  the  subject. 
The  president  thanked  our  guest  for  his  fine  talk 
and  the  Society  gave  him  a rising  vote  of  thanks. 
Dr.  P.  V.  Wagley  of  Pontiac  was  announced  as  our 
next  speaker  at  the  meeting  of  March  6. 

Meeting  adjourned  at  9:35  p.  m. 
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A regular  meeting  of  Saint  Clair  County  Medical 
Society  was  held  at  the  Harrington  Hotel,  Port 
Huron,  Michigan,  Tuesday  March  6,  1934,  Supper 
was  served  to  twenty  at  6:30  p.  m.  The  meeting  was 
called  to  order  by  President  Armsbury  at  7:15  p.  m. 
Dr.  Howard  O.  Brush  acted  as  secretary  pro  tern, 
until  the  Secretary  arrived  and  took  over  his  duties. 
The  attendance  at  the  meeting  was  four  guests  arid 
twenty-two  members.  Dr.  C.  H.  Ainsworth  of  Saint 
Clair  was  reinstated  as  a member  in  good  standing 
by  a resolution  acted  upon  in  the  affirmative  upon 
the  receipt  of  his  dues  for  current  year.  Discussion 
with  regard  to  fees  allowed  by  the  Kroger  Grocer 
& Baking  Company  followed.  It  was  moved  and 
supported  that  the  members  of  the  Society  do  not 
make  any  physical  examinations  for  this  firm  for 
less  than  $2.00  and  that  the  secretary  be  _ directed 
to  write  the  company  informing  them  of  this  action. 
Carried.  It  was  moved,  supported  and  carried  that 
the  secretary  write  the  superintendents  of  Port 
Huron  and  St.  Clair  Community  Hospitals  submit- 
ting a list  of  members  in  good  standing  in  the  coun- 
ty, State  and  American  Medical  Associations. 

Dr.  P.  V.  Wagley,  Assistant  Medical  Superinten- 
dent of  Pontiac  State  Hospital,  gave  a very  inter- 
esting talk  on,  “The  relation  of  the  physician  to 
the  psychiatrist.”  Several  points  were  stressed  by 
the  speaker:  that  many  so-called  functional  condi- 
tions of  the  body  frequently  placed  under  treatment 
by  the  physician  are  in  reality  psychoneuroses,  that 
such  cases  are  not  well  treated  by  the  use  of  medi- 
cines, that  the  physician  should  endeavor  to  gain  the 
confidence  of  the  patient  and  then  use  psychotherapy, 
that  once  a fixation  takes  place  the  patient  then  be- 
comes an  institutional  patient,  that  the  means  at  the 
disposal  of  the  institutional  psychiatrist  are  essen- 
tially different  from  those  in  the  hand  of  the  phy- 
sician, that  a greater  degree  of  control  is  possible 
in  a hospital  and  that  at  times  good  results  are 
obtained  by  seemingly  harsh  and  stern  treatment. 
Doctor  Wagley  also  commented  upon  the  widespread 
use  of  phenobarbital  and  stated  that  it  was  a habit 
forming  drug  and  that  many  cases  were  admitted 
to  the  State  Hospital  who  were  addicts.  In  reply 
to  a question  the  speaker  stressed  the  fact  that  in 
probate  examinations  the  physician  should  not  at- 
tempt to  make  an  exact  diagnosis  of  a neuro-psy- 
chiatric condition  but  should  confine  his  statement 
to  a recital  of  facts  and  symptoms  and  allow  the 
Probate  Judge  to  draw  his  own  conclusion.  Discus- 
sion of  the  subject  was  carried  on  by  Drs.  Heaven- 
rich,  N.  J.  McColl  and  R.  M.  Burke  of  Emmett. 
Before  adjournment  the  president  thanked  the 
speaker  for  his  interesting  talk  and  the  Society  gave 
him  a rising  vote  of  thanks.  The  application  of 
Dr.  Henry  C.  Wass  of  Saint  Clair  for  membership 
in  the  Society  was  received  and  referred  to  the 
Board  of  Censors  for  action.  Meeting  adjourned  at 
9:15  p.  m. 

George  M.  Kesl,  Secretary-Treasurer. 


TUSCOLA  COUNTY 

The  regular  meeting  of  the  Tuscola  County  Med- 
ical Society  was  held  at  the  Montague  Hotel,  Caro, 
on  March  8,  1934. 

The  meeting  was  conducted  by  Dr.  O.  G.  Johnson, 
President,  and  papers  were  given  by  Drs.  Ed 
Dowdle,  and  Wm.  P.  Woodworth. 

Dr.  Dowdle  talked  on  “Acute  Abdominal  Condi- 
tions,” and  Dr.  Woodworth  on  “Ophthalmology.” 

Dinner  was  served  after  the  meeting. 

L.  L.  Savage,  M.D.,  Secretary. 
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BAY  COUNTY : On  February  7,  Dr.  and  Mrs.  L. 
Fernald  Foster  entertained  members  of  the  Bay 
County  Medical  Society  and  Auxiliary  at  their  home, 
1803  McKinley  Ave.,  Bay  City,  between  6 and  8 p. 
m.,  at  a supper  party.  Assisting  the  hostess  were 
Mrs.  V.  H.  Dumond,  Mrs.  D.  J.  Mosier,  Mrs.  E.  C. 
Miller,  Mrs.  C.  L.  Hess,  Mrs.  G.  M.  Brown  and  Miss 
Marion  Moore. 

Mrs.  E.  C.  Miller,  Publicity  Chairman. 


OAKLAND  COUNTY : At  the  luncheon  meet- 

ing of  the  Oakland  County  Medical  Auxiliary,  on 
February  16,  at  St.  Joseph  Mercy  Hospital,  Dr. 
Howard  Barber  spoke  on  “The  Trend  of  Medical 
Economics.”  Twenty  members  were  present. 

During  the  business  meeting,  which  followed,  Mrs. 
Hubert  M.  Heitsch,  who  was  elected  by  the  execu- 
tive committee  to  fill  the  unexpired  term  of  Mrs.  J. 
Eugene  Church,  as  president,  was  in  charge. 

Mrs.  R.  H.  Baker,  Publicity  Chairman. 


TUSCOLA  COUNTY:  Mrs;  Theo.  Hauffman, 

of  Vassar,  was  hostess  to  the  wives  of  the  Tuscola 
County  Medical  Society  members  at  a delightful  tea, 
at  her  home,  on  February  8,  which  preceded  the  din- 
ner given  by  the  Tuscola  County  Medical  Society  at 
the  Vassar  Hotel  to  which  they  were  invited. 


WAYNE  COUNTY : The  public  relations  meet- 
ing of  the  Woman’s  Auxiliary  to  the  Wayne  County 
Medical  Society  held  on  February  13,  with  Dr. 
David  R.  Clark  as  speaker,  drew  a large  audience 
to  the  J.  L.  Hudson  Co.  auditorium,  where  it  was 
held. 

Mrs.  Frances  Harris  Dohn,  soprano  soloist  and 
radio  artist  with  station  WWJ,  rendered  a group  of 
French  songs.  She  was  accompanied  on  the  piano 
by  Miss  Jean  Apel.  Mrs.  Claire  Kyler  Hagey,  in 
colonial  costume,  presented  two  readings. 

Dr.  Clark,  Professor  of  Psychiatry  at  the  Detroit 
College  of  Medicine  and  Surgery,  senior  attending 
psychiatrist  to  Receiving  Hospital  and  St.  Joseph’s 
Retreat,  and  consultant  to  many  other  Detroit  hospi- 
tals, spoke  on  “The  Content  of  a Psychopathic 
Ward”;  a very  timely  subject  because  of  the  great 
prevalence  of  mental  disturbances  at  present.  He 
was  introduced  by  Mrs.  Frank  W.  Hartman,  vice- 
president  and  program  chairman  of  the  Auxiliary. 

Dr.  Clark  said  that  in  speaking  to  this  audience  he 
felt  like  an  employee  reporting  to  his  employer,  for 
the  taxpayers  of  Detroit  are  the  owners  of  Receiv- 
ing Hospital.  He  said  that  there  are  two  reasons 
that  we  provide  for  the  mentally  deficient : because 
we  are  “our  brother’s  keeper,”  and  for  our  own  pro- 
tection. On  this  particular  morning  there  were  over 
280  patients  in  the  psychopathic  ward  at  Receiving 
Hospital,  and  on  busy  days  there  have  been  nearly 
500. 

He  stressed  liquor  as  one  of  the  chief  stepping- 
stones  leading  to  mental  derangement,  though  the  di- 
rect cause  is  usually  physical  illness  or  inadequacy, 
an  inferiority  complex,  or  some  other  mental  pres- 
sure. The  cells  of  the  body  form  a protective  sub- 
stance in  themselves  against  the  irritation  of  alco- 
hol. But,  if  a large  amount  of  alcohol  is  consumed 
for  a length  of  time,  it  gradually  destroys  the  cells. 
Thus,  if  a man  drinks  consistently  for  a period  of, 
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say  five  years,  and  then  reforms,  this  physical  de- 
struction is  often  not  visible.  But,  if  the  same  man, 
sometime  later,  has  a severe  body  injury  he  is  very 
likely  to  develop  delirium  tremens.  Because  of  this 
the  hospitals  administer  a preventive  whenever  an 
accident  victim  is  admitted  who  is  known  to  have 
been  addicted  to  intoxicants  at  any  time. 

During  the  general  discussion  which  followed  Dr. 
Clark’s  speech,  the  large  number  of  questions  asked 
indicated  the  great  interest  his  talk  had  aroused. 

The  Monday  night  lectures  on  the  “History  of 
Medicine,”  sponsored  by  the  Study  Group  of  the 
Auxiliary,  have  continued  to  attract  a great  many 
doctors’  wives  and  to  receive  much  acclaim  for  their 
instructive  value.  On  February  12th,  Dr.  Wm.  J. 
Stapleton,  Jr.,  took  up  “Roman  Medicine”;  on  Feb- 
ruary 19th,  Dr.  L.  M.  Sa’di  spoke  on  “'The  Legacy 
of  Arabian  Medicine,”  that  period  from  the  sixth  to 
the  thirteenth  century;  and  on  February  26th,  Dr. 
Harry  W.  Plaggemeyer  covered  the  last  period  in 
the  course,  that  of  the  Italians,  preceding  and  includ- 
ing the  time  of  Harvey. 

On  Tuesday,  February  6,  Mrs.  H.  W.  Plagge- 
meyer, corresponding  secretary,  entertained  members 
of  the  Board  of  the  Woman’s  Auxiliary  at  a buffet 
luncheon  preceding  the  regular  monthly  Board  meet- 
ing at  her  home. 

Reports  are  that  the  many  bridge  clubs  organized 
to  promote  acquaintance  among  doctors’  wives  living 
in  the  same  neighborhood  and  for  the  benefit  of  the 
piano  fund  are  proving  very  enjoyable.  Also,  that 
the  members  of  the  Wednesday  afternoon  public 
speaking  class  are  reaping  much  knowledge  as  well 
as  pleasure  from  their  course.  This  enterprise  is 
also  for  the  benefit  of  the  piano  fund. 

During  the  month,  two  groups  of  Auxiliary  mem- 
bers accepted  the  invitation  of  Borden’s  Farm  Prod- 
ucts Co.,  of  Michigan,  to  visit  and  have  luncheon  at 
their  plant.  The  program  included  a special  show- 
ing of  the  process  of  fortifying  pasteurized  milk 
with  Vitamin  D by  direct  irradiation,  and  an  address 
by  Mr.  Will  A.  Foster,  Vice  President  of  the  com- 
pany, on  “Practical  Problems  of  Nutrition.” 

Mrs.  Clifford  Loranger,  Publicity  Chairman. 


EVAPORATED  MILK 

The  many  advantages  in  infant  feeding  of  a high 
quality  evaporated  milk,  such  as  Borden’s,  have  been 
described  in  numerous  reports  of  extensive  clinical 
investigations.  During  the  period  from  1929  to  1932, 
inclusive,  no  less  than  forty-three  papers  on  the 
properties  and  uses  of  evaporated  milk  appeared  in 
the  scientific  literature,  while  in  1933  there  were  21 
additional  papers  on  this  subject  in  medical  and  tech- 
nical magazines. 

The  most  recent  report  on  the  successful  clinical 
use  of  evaporated  milk  is  that  of  Quillian  in  the 
Journal  of  the  Florida  Medical  Association  for  Jan- 
uary, 1934.  As  a result  of  this  experience  with  173 
infants  on  evaporated  milk  compared  with  167  on 
other  formulas,  this  writer  states  that,  “The  chief 
advantages  of  the  use  of  evaporated  milk  are  ease 
of  preparation,  ready  digestibility,  economy,  and 

safety,”  and  he  also  concludes  that,  “ properly 

modified,  evaporated  milk  may  be  considered  a sat- 
isfactory food  for  infants.” 

Borden’s  Evaporated  Milk,  which  was  accepted  by 
the  Committee  on  Foods  of  the  American  Medical 
Association  in  1930,  has  been  found  satisfactory  by 
innumerable  physicians,  who  make  it  an  invariable 
practice  to  specify  Borden’s  by  name  when  prescrib- 
ing a standard  evaporated  milk  for  infant  feeding. 
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DR.  MAX  BALLIN 

Dr.  Max  Baffin,  of  Detroit,  died  at  his  home  on 
Longfellow  Avenue,  March  third,  as  a result  of  heart 
disease.  He  had  been  illl  about  six  weeks.  Dr.  Baf- 
fin was  born  at  Nordhausen,  Germany,  August  13, 
1869.  He  studied  medicine  at  the  Universities  of 
Freiberg,  Munich  and  Berlin.  He  was  graduated 
from  the  University  of  Berlin  in  1892  and  came  to 
the  United  States  in  1896,  where  he  began  practice  at 
Leadville,  Colorado.  On  invitation  of  Dr.  Donald 
McLean,  the  leading  surgeon  of  this  state  during  the 
nineties.  Dr.  Baffin  came  to  Detroit,  where  he  prac- 
ticed his  profession  up  to  his  last  illness.  He  was 
head  of  the  department  of  surgery  of  Harper  Hos- 
pital from  1916  to  the  time  of  his  death,  as  well  as 
consulting  surgeon  to  the  Woman’s  Hospital,  St. 
Mary’s,  the  Highland  Park  General  Hospital  and  the 
Children’s  Hospital  of  Michigan.  In  1921  he  was  a 
member  of  the  Detroit  Welfare  Commission.  Dur- 
ing the  World  War,  Dr.  Baffin  was  chief  of  the  sur- 
gical service  at  Base  Hospital,  Camp  Grant.  His 
society  memberships  included  the  Wayne  County, 
Michigan  State  and  American  Medical  Associations, 
the  Detroit  Academy  of  Medicine,  and  the  Detroit 
Academy  of  Surgery,  the  Detroit  Board  of  Com- 
merce and  the  Harmonie  Society,  the  Army  and 
Navy  Club,  the  Phoenix  Club  and  the  Redford 
Country  Club.  Dr.  Baffin  held  a unique  position 
among  the  members  of  the  medical  profession  as  a 
research  student.  His  ability  as  a surgical  patholo- 
gist was  respected  to  the  point  of  veneration. 
Among  his  published  work  may  be  mentioned  a 
monograph  on  Surgical  Treatment  of  Exophthalmic 
Goiter,  Bier’s  Hypersemic  Treatment,  Malignant 
Leiomyoma,  Routine  Examinations,  Progressive 
Post-operative  gangrene  of  the  Skin.  In  1932  he 
was  awarded  two  gold  medals  for  scientific  research 
by  the  American  Medical  Association  and  in  1933  he 
was.  awarded  the  bronze  medal  of  the  American 
Roentgen  Ray  Society.  Dr.  Baffin  is  survived  by  his 
wife,  Carrie  L.,  and  four  brothers.  The  funeral 
services  were  held  on  Wednesday,  March  the  sev- 
enth, after  which  cremation  took  place. 

Justice  Henry  M.  Butzel,  of  the  Michigan  Su- 
preme Court,  and  five  of  Dr.  Max  Baffin’s  medical 
associates — Drs.  Robert  C.  Moehlig,  Norman  Allen, 
Maurice  Meyers,  Plinn  F.  Morse  and  Emil  Amberg 
served  as  pallbearers. 

Dr.  Leo  M.  Franklin,  of  Temple  Beth  El,  officiat- 
ed. The  rites  were  attended  by  more  than  700  per- 
sons, including  leading  medical,  professional  and 
business  men. 

A violin  solo  was  given  by  William  Grafing  King, 
of  the  first  violin  section  of  the  Detroit  Symphony 
Orchestra. 


Common  sense  and  wordly  experience  tell  us  that 
if  we  would  overthrow  an  enemy  we  must  under- 
stand all  his  resources;  if  we  zuould  overcome  a 
difficulty,  we  must  understand  where  the  difficulty 
resists  our  attempts;  if  we  would  solve  a problem, 
the  nature  of  the  problem  must  be  understood.  The 
principle  underlying  these  statements  should  be  ap- 
plied in  the  prevention  and  cure  of  disease. 

Sir  James  Mackenzie. 
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Dr.  J.  C.  Foshee,  Grand  Rapids,  spent  two  weeks 
in  the  clinics  in  New  Orleans. 


President  G.  L.  Le  Fevre  spent  ten  days  in  Palm 
Beach,  where  he  was  called  in  consultation. 


Dr.  Ferris  N.  Smith,  Grand  Rapids,  was  confined 
to  a hospital  for  two  weeks  by  reason  of  a severe 
erysipelas  infection. 


Members  are  again  advised  to  make  their  Cleave- 
land  hotel  reservations  for  the  A.  M.  A.  meeting 
June  11-15. 


Dr.  Samuel  Altshular  and  Miss  Constance  Wein- 
berger of  Detroit  were  married  on  Sunday,  the 
fourth  of  March,  1934. 


The  regular  meeting  of  the  Detroit  Roentgen  Ray 
and  Radium  Society  was  held  March  8 when  the 
following  guest  speakers  from  Cleveland  presented 
the  program : Dr  Otto  Glasser,  “Roentgen’s  Ideals 
as  Reflected  in  his  Letters” ; Dr.  B.  H.  Nichols, 
“Some  Tumors  of  the  Head  Considered  Roentgeno- 
graphically” ; Dr.  U.  V.  Portmann,  “Roentgen  Ther- 
apy for  Mediastinal  Glandular  Tuberculosis.” 


Dr.  Hugo  A.  Freund,  Dr.  Henry  A.  Luce  and  Mr. 
James  Watkins  of  Detroit  were  appointed  by  the 
Mayor  of  Detroit  as  an  investigating  committee  to 
report  on  the  conditions  prevailing  in  the  Receiving 
Hospital.  This  committee  made  a study  of  the  eco- 
nomic and  medical  situation  and  reported  among 
other  things  to  the  effect  that  the  economic  manage- 
ment should  be  by  a Lay  Business  Manager  whose 
duty  it  would  be  to  keep  a strict  account  of  cost  of 
maintenance  and  that  the  medical  superintendent 
should  be  free  to  supervise  the  medical  and  surgical 
service. 


The  Annual  Clinics  and  Banquet  of  the  Alumni 
Association  of  the  Detroit  College  of  Medicine  and 
Surgery  will  be  held  at  Detroit  on  Wednesday,  June 
6,  1934.  There  will  be  both  a morning  and  an  after- 
noon program  consisting  of  diagnostic  clinics,  pre- 
sided over  by  men  of  international  reputation,  a 
clinico-pathological  conference  conducted  by  men 
secured  for  the  occasion  and  there  will  be  a skin 
clinic  which  will  be  an  interesting  feature.  The  ban- 
quet in  the  evening  will  be  a testimonial  dinner  in 
honor  of  Drs.  Angus  McLean,  Don  M.  Camp- 
bell and  Andrew  P.  Biddle,  presided  over  by  the 
president  of  the  Association,  Dr.  J.  Milton  Robb. 
The  May  number  of  this  Journal  will  contain  de- 
tailed and  additional  information  regarding  the  clinic 
and  banquet,  to  which  the  profession  is  invited. 


ROENTGENOLOGISTS  IN  MICHIGAN 

The  following  list  of  physicians  limiting  their  prac- 
tice to  x-ray  diagnosis  or  x-ray  therapy  was  pub- 
lished in  the  Journal  A.  M.  A.,  February  24,  1934: 


Adrian — A.  W.  Chase  ; Ann  Arbor — -Samuel  W. 
Donaldson,  Fred  J.  Hodges,  Harold  W.  Jacox, 
Carleton  B.  Pierce ; Battle  Creek — C.  S.  Gorsline, 
Theodore  Kolvoord,  W.  O.  Upson ; Detroit — J.  M. 
Berris,  Carl  C.  Birkelo,  Arthur  R.  Bloom,  George 
C.  Chene,  Jas.  H.  Dempster,  B.  R.  Dickson,  Howard 
P.  Doub,  F.  J.  Eakins,  Paul  Eisen,  Wm.  A.  Evans, 
Joseph  M.  Grace,  E.  Walter  Hall,  Clyde  K.  Hasley, 
Hans  A.  Jarre,  J.  C.  Kenning,  Traian  Leucutia,  Ed- 
ward G.  Minor,  Lawrence  Reynolds,  S.  E.  Sander- 
son, O.  J.  Shore,  Rollin  H.  Stevens,  Henry  L. 
Ulbrich,  Clarence  E.  Weaver,  Leslie  F.  Wilcox, 
E.  R.  Witwer;  Flint — Myron  W.  Clift,  R.  Bruce 
Macduff ; Grand  Rapids — Thomas  O.  Menees,  Ver- 
nor  M.  Moore,  John  H.  Muller,  Alden  H.  Williams; 
Jackson— R.  M.  Cooley,  J.  C.  Kugler,  H.  W.  Porter; 
Kalamazoo — A.  W.  Crane,  John  B.  Jackson;  Lansing 
— Carroll  S.  Davenport,  Fred  M.  Huntley;  Monroe — 
T.  M.  Moll;  Muskegon — Leland  E.  Holly;  Pontiac 
— J.  E.  Church,  H.  H.  Pool ; Saginaw — Wm.  K. 
Anderson;  St.  Johns — -T.  Y.  Ho;  Traverse  City — 
E.  B.  Minor;  Ypsilanti — Chas.  B.  Pillsbury. 


NORTHERN  TRI-STATE  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Northern  Tri-State 
Medical  Society  will  be  held  at  Flint,  April  10,  1934. 
The  Tri-State  Medical  Society,  as  is  well  known, 
includes  Michigan,  Indiana,  and  Ohio.  The  place  of 
meeting  is  the  auditorium  of  the  Hurley  Hospital, 
Flint.  Lunch  will  be  served  in  the  dining  rooms  of 
the  hospital  and  a banquet  will  be  held  in  the  evening 
in  the  Durant  Hotel.  The  program  is  as  follows : 
Dr.  Wm.  Clift,  Flint,  Mich. — -“Upper  Cervical  Dis- 
locations.” 

Dr.  A.  Dale  Kirk,  Flint,  Mich. — “Infant  Mortal- 

ity-” 

Dr.  M.  S.  Chambers,  Flint,  Mich. — “Principles  in 
Treatment  of  Diseases  of  the  Heart.” 

Dr.  George  Curry,  Flint,  Mich.— “Musculo-Spiral 
Paralysis.” 

Dr.  Carl  A.  Hedblom,  Professor  of  Surgery,  Uni- 
versary  of  Illinois,  Chicago — “The  Selective  Surgical 
Treatment  of  Pulmonary  Tuberculosis.” 

Dr.  Clifford  G.  Grulee,  Professor  of  Pediatrics, 
Rush  Medical  College,  Chicago,  111. — “Some  Inter- 
esting Conditions  in  the  Newly-born  Infants.” 

Dr.  Wm.  M.  Donald,  Professor  of  Medicine,  De- 
troit College  of  Medicine  and  Surgery,  Detroit,  Mich. 
— “What  to  Do  When  the  Diabetic  Comes.” 

Dr.  George  C.  Hale,  Professor  of  Medicine,  Uni- 
versity of  Toronto,  Canada,  London,  Ont.,  Can. — 
“Sleep.” 

Luncheon. 

Dr.  Norman  F.  Miller,  Professor  of  Obstetrics, 
University  of  Michigan,  Ann  Arbor,  Mich. — “The 
Anticipation  and  Management  of  Toxemia  of  Preg- 
nancy.” 

Dr.  Herman  L.  Kretschmer,  Professor  of  Urology, 
Rush  Medical  College,  Chicago,  111. — -“Changing 
Trends  in  the  Treatment  of  Prostatic  Obstructions.” 
Business  Meeting. 

Dr.  Louis  J.  Hirschman,  Professor  of  Proctology, 
Detroit  College  of  Medicine  and  Surgery,  Detroit, 
Mich. — “The  Sclerosing  Treatment  of  Hemorrhoids 
— Its  Indications  and  Limitations.” 

Dr.  Wilder  Groves  Penfield,  Professor  of  Neuro- 
logical Surgery,  McGill  University,  Montreal,  Que- 
bec, Canada — “Epilepsy.”  “Classification  and  Man- 
agement of  Cases.” 

Dr.  Arthur  E.  Hertzler,  Kansas  City,  will  address 
the  assembly  on  “The  Management  of  Goiter.”  Dr. 
Harry  E.  Mock,  Associate  Professor  of  Surgery, 
Northwestern  University,  will  also  be  a guest 
speaker. 
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THE  DOCTOR’S  LIBRARY 


Acknowledgment  of  all  books  received  will  be  made  in 
this  column  and  this  will  be  deemed  by  ^ us  a full  equiva- 
lent to  those  sending  them.  A selection  will  be  made 
for  review,  as  expedient,  or  in  the  interests  of  our 
readers. 


RECENT  ADVANCES  IN  VACCINE  AND  SERUM 
THERAPY.  By  Alexander  Fleming,  F.R.C.S.  (Eng.), 
Professor  of  Bacteriology  in  the  University  of  London ; 
Assistant  Director  of  the  Inoculation  Department,  St. 
Mary’s  Hospital,  and  G.  F.  Petrie,  M.D.  (Aberd.),  Bac- 
teriologist-in-Charge,  Serum  Department  Lister  Institute, 
Elstree.  With  5 Illustrations.  P.  Blakiston’s  Son  and 
Company,  Philadelphia,  1934. 

This  series  of  recent  advances  is  authoritative  and 
complete.  The  present  volume  may  be  taken  as  pre- 
senting the  most  recent  knowledge  on  the  subject 
of  vaccine  and  serum  therapy. 


RECENT  ADVANCES  IN  ENDOCRINOLOGY.  By  A.  T. 
Cameron,  M.A.,  D.Sc.  (Edin.),  Professor  of  Biochem- 
istry,  Faculty  of  Medicine,  University  of  Manitoba;  Bio- 
chemist, Winnipeg  General  Hospital.  With  54  figures, 
including  two  plates.  P.  Blakiston’s  Son  and  Company, 
Philadelphia,  1934. 

This  volume  of  nearly  400  pages  deals  with  the 
subject  of  the  thyroid  gland  and  iodine  metabolism, 
the  parathyroids,  islets  of  Langerhans  and  insulin, 
the  adrenals,  pituitary,  the  endocrine  secretions  of 
the  organs  concerned  with  reproduction.  The  author 
discusses  some  actual  and  presumptive  endocrine 
principles.  The  work  is  adequately  illustrated  and 
contains  extensive  bibliographies,  following  each 
chapter. 


TREATMENT  IN  GENERAL  PRACTICE.  By  Harry 
Beckman,  M.D.,  Professor  of  Pharmacology  at  Marquette 
University,  School  of  Medicine,  Milwaukee,  Wisconsin. 
Second  Edition,  Revised  and  Entirely  Reset.  889  pages. 
Philadelphia  and  London.  W.  B.  Saunders  Company, 
1934.  Price  $10.00  net. 

Reprinted  five  times  since  it  first  appeared  in  1930, 
Beckman’s  work  on  Treatment  has  been  thoroughly 
revised,  necessitating  complete  resetting.  The  pres- 
ent second  edition  comprises  complete  descriptions 
of  the  most  approved  methods  of  treatment  of  every 
condition  that  is  apt  to  present  itself  to  the  general 
practitioner.  The  matter  is  conveniently  arranged 
and  well  indexed.  It  fulfills  all  that  is  required  of 
a work  on  treatment. 


A DIABETIC  MANUAL  FOR  THE  MUTUAL  USE  OF 
DOCTOR  AND  PATIENT.  By  Elliott  P.  Joslin,  M.D., 
Clinical  Professor  of  Medicine,  Harvard  Medical  School; 
Medical  Director  George  F.  Baker  Clinic  for  Chronic 
Disease  at  the  New  England  Deaconess  Hospital;  Con- 
sulting Physician,  Boston  City  Hospital,  Boston,  Mass. 
Fifth  Edition,  Thoroughly  Revised.  Illustrated.  Lea  & 
Febiger.  Philadelphia,  1934. 

This  little  work  of  somewhat  over  200  pages  is 
beautifully  illustrated  and  written  in  clear  language 
so  that  any  intelligent  layman  can  easily  follow  it. 
Since  the  matter  of  care  of  the  diabetic  is  largely 
one  of  education,  Joslin’s  work  forms  an  admirable 
little  textbook  for  the  diabetic  as  well  as  for  the 
general  practitioner  who  sees  all  such  cases  in  their 
incipiency. 


MODERN  CLINICAL  PSYCHIATRY.  By  Arthur  P. 
Noyes,  M.D.,  Superintendent  of  State  Hospital  for  Men- 
tal Diseases,  Howard,  Rhode  Island.  Formerly  First  As- 
sistant Physician  at  St.  Elizabeth’s  Hospital,  Washington, 
D.  C.  Formerly  Chief  Executive  Officer  at  the  Boston 
Psychopathic  Hospital.  W.  B.  Saunders  Company, 
Philadelphia,  1934. 

Psychiatry  has  been  conceded  the  peculiar  field  of 
the  specialist,  yet  in  this  state  short  intensive  courses 


are  being  prepared  for  the  general  practitioner.  A 
five  day  course  was  presented  at  the  State  University 
in  January  last.  The  field  of  the  general  practi- 
tioner  is  gradually  enlarging  so  that  one  who  knows 
no  psychiatry  or  neurology  is  to  that  extent  handi- 
capped in  the  care  of  certain  patients.  Modern 
Clinical  Psychiatry  is  really  a monograph  on  the 
subject  though  it  comprises  somewhat  less  than  500 
pages.  Psychiatry  is  written  up  as  that  branch  of 
medicine  which  deals  with  the  diagnosis  and  treat- 
ment of  disturbed  personality  functions.  This  sure- 
ly is  within  the  field  of  general  practice. 


MENTAL  HYGIENE  IN  THE  COMMUNITY.  By  Clara 
Bassett,  Consultant  in  Psychiatric  Work,  Division  on 
Community  Clinics,  the  National  Committee  for  Mental 
Hygiene,  Inc.  The  Macmillan  Company,  New  York, 
1934. 

Mental  hygie'ne  has  assumed  an  important  place 
during  the  past  few  years  probably  due  to  the  tempo 
of  the  times  leading  up  to  the  depression  as  well 
as  the  reaction  caused  by  it.  This  work  defines 
mental  hygiene  and  discusses  its  importance  and 
value  as  a means  of  achieving  a healthier  and  hap- 
pier community  life.  While  the  subject  of  mental 
hygiene  would  seem  to  relate  more  nearly  to  the 
practice  of  medicine,  it  is  a subject  which  commends 
itself  also  to  such  professional  classes  as  educa- 
tors, ministers,  lawyers  and  even  finds  a place  in 
parent-teachers  associations.  The  more  intelligent 
parent  would  undoubtedly  profit  by  such  knowledge 
as  may  be  gleaned  from  this  work.  Of  course  the 
less  intelligent  parent  is  hopeless.  Among  the  sub- 
jects treated  are  Mental  Hygiene  in  Medicine,  Men- 
tal Hygiene  and  Parental  Education,  Mental  Hygiene 
in  Industry  and  in  Recreation. 


HANDBOOK  OF  PHYSIOLOGY.  By  the  late  W.  D.  Halli- 
burton, M.D.,  LL.D.,  formerly  Professor  of  Physiology, 
University  of  London,  and  R.  J.  S.  McDowell,  M.B., 
D.Sc.,  F.R.C.P.  (Edinburgh),  Professor  of  Physiology, 
University  of  London.  Thirty-third  Edition  with  numer- 
ous illustrations  in  the  text,  many  of  which  are  colored 
and  four  colored  plates.  Pages. 971.  1934.  P.  Blakiston’s 
Son  and  Company,  Philadelphia. 

•It  is  very  seldom  that  a textbook  on  medicine 
attains  its  thirty-third  edition.  This  fact  alone 
would  go  to  indicate  that  this  textbook  nearly  a 
century  old  is  still  meeting  the  demands  of  the  day. 
It  was  formerly  known  as  Kirke’s  Physiology.  It  is 
a product  of  the  old  St.  Bartholomew  Hospital  in 
London,  an  institution  that  goes  back  within  a few 
decades  of  the  Norman  Conquest.  The  subject  of 
physiology  has  assumed  such  importance  as  well  as 
proportions,  when  we  consider  its  literature,  that  a 
single  volume  work  on  the  subject  embodies  a judi- 
cious selection  of  the  established  facts  of  the  science. 
This  has  been  admirably  performed  by  the  present 
author,  who  is  Professor  of  Physiology  in  the  Uni- 
versity of  London. 


MYSTERY,  MAGIC  AND  MEDICINE.  The  Rise  of  Medi- 
cine  from  Superstition  to  Science.  By  Howard  W.  Hag- 
gard, M.D.,  Associate  Professor  of  Applied  Physiology, 
Yale  University.  Doubleday,  Doran  and  Company,  Inc., 
Garden  City,  New  York,  1933. 

This  is  a fascinating  little  work  on  the  history  of 
medicine,  the  subject  of  which  is  well  covered  by 
the  title.  The  book  is  well  illustrated  and  can  be 
recommended  as  an  interesting  presentation.  It  is 
particularly  adapted  to  the  needs  of  the  layman. 
The  volume  is  provided  with  a glossary  of  proper 
names  with  short  paragraphic  biographies.  These 
names  cover  probably  the  majority  of  the  chief  per- 
sonalities in  the  history  of  medicine;  there  are  as 
well  descriptions  of  such  subjects  as  the  Caduceus, 
Bone  of  Luz,  as  well  as  some  of  the  older  drugs. 
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SOME  FUNCTIONS  OF  THE  CEREBRAL  CORTEX 

BEAUMONT  FOUNDATION  LECTURE  II.  THE  FRONTAL  LOBES 
J.  F.  FULTON,  M.D. 

NEW  HAVEN,  CONNECTICUT 

I. 

In  his  Rede  Lecture  on  The  Brain  and  its  Mechanism  delivered  at  Cambridge  last 
December  Sherrington  draws  a sharp  distinction  between  the  “physiological”  and 
“mental”  activities  of  the  brain36  (pp.  22-23).  “What  right,”  he  asks,  “have  we  to 
conjoin  mental  experience  with  physiological?  No  scientific  right;  only  the  right  of  what 
Keats,  with  that  superlative  Shakespearian  gift  of  his  dubbed  ‘busy  common  sense.’ 
The  right  which  practical  life,  naive  and  shrewd,  often  exercises.  . . . On  the  one  side 
electrical  potentials  with  thermal  and  chemical  action  making  a physiological  entity  held 
together  by  energy  relations ; on  the  other, 
a suite  of  mental  experience,  an  activity  no 
doubt,  but  in  what,  if  any,  relation  to 
energy?  As  for  me,  what  little  I know  of 
the  how  of  the  one,  does  not,  speaking  per- 
sonally, even  begin  to  help  me  toward  the 
how  of  the  other.”  In  another  place  Sher- 
rington36 remarks  (p.  22),  “The  activity  of 


a single  cell  by  itself  can  never  amount  to 
a mental  experience.  For  that  we  have  to 
seek  rather  some  attribute  of  the  organiza- 
tion itself.” 

I propose  in  this  lecture  to  speak  of  the 
physiological  functions  of  the  cerebral  cor- 
tex rather  than  of  mental  functions,  and  the 
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discussion  will  relate  particularly  to  the 
frontal  lobes.  In  dealing  with  the  frontal 
lobes  however  one  is  brought  face  to  face 
with  activities  that  are  difficult  or  impossible 
to  describe  in  present-day  physiological 
terminology.  They  verge  upon  the  intellec- 
tual sphere,  and  perhaps  significant  is  the 
fact  that  it  is  chiefly  in  connection  with  the 
frontal  lobes  that  one  encounters  this  prob- 
lem. Lashley29  has  pointed  out  that  the 
conventional  ideas  of  localization  of  func- 
tion can  not  be  seriously  entertained  for 
higher  intellectual  activities.  This  appears 
true  of  the  lower  animals  and  it  is  possibly 
also  true  of  the  primates.  It  would  indeed 
be  a corollary  of  Sherrington’s  conclusion 
that  mental  experience  and  those  more 
exalted  faculties  of  the  human  intellect, 
such  as  judgment,  appreciation  of  beauty, 
etc.,  depend  upon  the  total  organization  of 
the  brain,  rather  than  upon  the  integrity  of 
a restricted  area.  It  is  important  to  recog- 
nize this  distinction  between  the  mental  and 
the  physiological  activities  of  the  brain,  as 
otherwise  confusion  is  certain  to  arise  in 
discussing  problems  of  localization.  One 
can  no  longer  entertain  doubt  of  the  exist- 
ence of  physiological  localization,  for  it 
rests,  among  other  things,  upon  a sound 
anatomical  basis.19  Localization  of  the 
quasi-intellectual  functions  which  have  been 
attributed  to  the  frontal  areas  offer  a greater 
problem  but  one  which  I believe  is  soluble. 
Few,  however,  would  venture  at  present  to 
localize  the  higher  intellectual  faculties  of 
the  mind,  unless  they  were  bold  enough  to 
consider  the  unsolved  riddle  of  the  relation 
of  mind  to  matter. 

Knowledge  of  cortical  function  has  rested 
in  the  past  upon  information  obtained  from 
a variety  of  different  channels.  Investiga- 
tors have  stimulated  various  regions  of  the 
brain  and  have  recorded  the  results  ob- 
tained. They  have  also  destroyed  circum- 
scribed areas  of  the  cortex  and  studied  the 
characteristics  of  the  ensuing  deficit.  These 
two  methods  have  yielded  valuable  informa- 
tion, but  it  must  be  recalled  that  faradic 
stimulation  is  an  unnatural  form  of  excita- 
tion, and  the  deficit  from  a given  cortical 
ablation  does  not  always  shed  light  upon  the 
normal  activity  of  the  part  removed.  The 
work  of  Pavlov32  and  his  followers  intro- 
duced a more  objective  means  of  analyzing 
the  results  of  ablation.  The  conditioned  re- 
flexes, which  have  received  widespread  at- 
tention as  a result  of  Pavlov’s  investigations, 


are  a group  of  reactions  which  depend 
specifically  upon  the  integrity  of  the  cere- 
bral cortex,  he.,  they  are  reflexes  integrated 
at  the  cortical  level.  When  the  cerebral 
hemispheres  are  removed,  previously  estab- 
lished conditioned  reflexes  disappear  and 
only  the  simplest  forms  of  response — some 
doubt  whether  they  are  conditioned  re- 
sponses at  all— can  ever  be  reestablished. 
The  conditioned  reflex  technique  has  already 
contributed  to  knowledge  of  functional 
localization  in  the  cortex  and  it  will  prob- 
ably present  more  in  the  future.  Pavlov 
observed,  for  example,  that  removal  of  the 
occipital  lobes  from  an  animal  conditioned 
to  visual  stimulation  causes  abolition  or 
great  impairment  of  the  response  to  light. 
Similarly  Krasnogorski28  proved  that  motor 
conditioned  reflexes  disappear  when  the 
motor  area  is  removed. 

Progress  in  physiology  generally  depends 
upon  the  introduction  of  new  methods  of 
inquiry,  and  to  Lashley29  must  be  given  a 
large  share  of  the  credit  for  advancing  the 
study  of  cortical  function  through  applica- 
tion of  the  training  techniques  of  psycho- 
biology, i.e.,  maze-running,  delayed  reac- 
tions, problem  boxes,  etc.  I have  been  for- 
tunate in  being  able  to  collaborate  with  one 
of  Professor  Lashley’s  pupils,  Dr.  Carlyle 
Jacobsen,  who,  as  an  associate  of  Dr.  Yerkes, 
has  devoted  his  attention  during  the  past 
few  years  to  the  frontal  lobes,21’ 22’ 23’ 24  and 
what  I am  about  to  say  concerning  the  rela- 
tion of  the  frontal  lobes  to  the  acquisition 
and  retention  of  complex  skilled  movements 
and  to  the  study  of  delayed  reactions  is 
based  entirely  upon  Dr.  Jacobsen’s  investi- 
gations. My  own  interest  has  been  largely 
confined  to  the  more  purely  neurological  dis- 
turbances which  result  from  circumscribed 
lesions  of  the  cortex,  and  I have  been  forced 
incidentally  to  devote  much  time  and  atten- 
tion to  the  surgical  problem  of  making  these 
circumscribed  lesions  without  injuring  the 
immediately  adjacent  areas  of  the  cortex. 
Such  progress  as  has  occurred  has  been 
largely  dependent  upon  the  union  of  these 
various  techniques  of  study. 

II. 

Anatomically  the  frontal  lobe  includes 
that  part  of  the  cerebral  hemisphere  lying 
rostral  to  the  central  sulcus  (i.e.,  the  Ro- 
landic  fissure,  as  it  was  formerly  called)  and 
the  corpus  striatum.  It  is  thus  a purely  cor- 
tical area,  and  in  the  primates,  including 
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man,  it  is  possible  to  distinguish  four  prin- 
cipal regions:  (1)  the  motor  area,  in  which 
lie  the  cells  of  origin  of  the  pyramidal  tract, 
(2)  the  premotor  area,  which  also  possesses 
motor  function  and  lies  immediately  adja- 
cent to  the  motor  area,  (3)  the  frontal  eye 
fields,  lying  rostral  to  the  motor  area  on  the 
lateral  surface  of  the  hemisphere,  and  (4) 
the  frontal  area,  which  includes  everything 
else  in  the  frontal  lobes,  and  in  man  com- 
prises a large  proportion  of  the  frontal  lobe. 
Though  it  is  difficult  to  establish  homologies 
between  the  brains  of  monkeys,  anthropoid 
apes  and  man  on  the  basis  of  anatomical 
sulci,  the  cortical  areas  just  mentioned  may 
be  readily  homologized  on  the  ground  of 
common  microscopical  structure,  or  cyto- 
architecture  as  it  is  more  accurately  termed. 

We  can  not  here  enter  into  the  details  of 
cortical  cytoarchitecture,  but  a few  salient 
features  deserve  emphasis.5  The  motor 
area  differs  from  the  premotor  and  from  the 
eye  fields  in  the  structure  of  its  fifth  cor- 
tical layer  in  which  are  found  the  giant  cells 
of  Betz  that  give  rise  to  the  pyramidal  path- 
ways. The  fifth  layer  of  the  premotor  area 
and  the  eye  fields  also  possess  motor  cells, 
but  they  are  smaller  although  in  other  re- 
spects similar  to  the  Betz  cells.  The  frontal 
area  differs  from  the  other  three  by  the  vir- 
tual absence  of  motor  cells  from  the  fifth 
layer. 

III. 

The  motor  area,  since  the  days  of  Fritsch 
and  Hitzig,  has  been  looked  upon  as  one  of 
the  regions  of  the  cortex  in  which  the  physi- 
ological function  could  with  certainty  be 
localized.  In  Hitzig’s  monograph,  Unter- 
suchungen  iiber  das  Gehirn,20  published  in 
1874,  exactly  sixty  years  ago,  the  motor 
area  of  the  monkey’s  brain  was  first  accu- 
rately defined.  In  the  same  year  David 
Ferrier  working  at  the  West  Riding  Lunatic 
Asylum  revealed  the  fact  that  if  the  elec- 
trically excited  region  for  the  arm  were  re- 
moved, the  arm  suffered  profound  paralysis, 
eventually  assuming  the  characteristic  hemi- 
plegic posture  seen  in  human  beings  after 
an  apoplectic  stroke.  Ferrier  demonstrated 
some  of  his  hemiplegic  monkeys  at  the  Med- 
ical Congress  in  London  in  1881.  Charcot, 
the  great  French  neurologist,  whose  his- 
trionic abilities  were  as  remarkable  as  his 
clinical  insight,  exclaimed  on  seeing  Fer- 
rier’s  monkeys,  “Ah,  mais  oui,  c’est  une 
malade” — It  is  a patient.9  After  that  meet- 


ing in  London  the  motor  area  was  actively 
studied,  but  little  came  forth  until  the  well- 
known  papers  of  Griinbaum  and  Sherring- 
ton17 and  Leyton  and  Sherrington30  on  the 
excitable  cortex  of  the  chimpanzee,  orang 
and  gorilla.  There  had  been  uncertainty  as 
to  the  posterior  limit  of  the  motor  area,  but 
Griinbaum  and  Sherrington  proved  conclu- 
sively that  with  ordinary  strength  of  stim- 
ulation the  excitable  cortex  ended  abruptly 
at  the  bottom  of  the  central  sulcus,  and  also 
that  the  Betz  cells  of  the  fifth  cortical  layer 
did  not  extend  beyond  this  region.  In  do- 
ing this  they  made  the  first  correlation  be- 
tween the  cytoarchitecture  of  the  cortex  and 
its  functional  activity.  They  also-  observed 
that  the  anterior  margin  of  the  excitable 
area  extended  beyond  the  distribution  of  the 
Betz  cells.  In  harmony  with  this,  subsequent 
investigations  have  indicated  that  the  area 
of  the  cortex  responsive  to  electrical  stim- 
ulation extends  well  into  the  premotor  re- 
gion both  in  man  and  animals.6  The  ques- 
tion therefore  arises  whether  the  premotor 
area,  which  is  excitable  though  lacking  in 
Betz  cells,  subserves  functions  different  from 
those  of  the  true  motor  area.  The  answer 
is  decidedly  in  the  affirmative  as  the  follow- 
ing evidence  will  show. 

IV.  THE  MOTOR  AREA 

The  motor,  premotor,  frontal  and  eye 
areas  are  designated  respectively  in  the  cyto- 
architectural  maps  as  areas  4,  6,  9 and  8.5 
In  the  diagram  projected  at  the  lecture  these 
areas  in  the  monkeys  and  chimpanzees  and 
man  were  shown.  Area  4,  the  region  of 
origin  of  the  pyramidal  tract,  when  stimu- 
lated faradically,  gives  rise  to  movements  of 
individual  muscles.  Separate  foci  can  be 
demonstrated  in  man  for  all  the  large 
muscles  of  the  body.  In  the  anthropoid 
apes,  foci  are  slightly  less  discrete,  and  in 
the  monkey  there  is  an  even  greater  tend- 
ency for  fusion;17  thus  it  is  difficult  in  the 
monkey  to  flex  the  index  without  movement 
of  the  thumb  or  third  digit,  whereas  from 
cortical  stimulation  in  man  the  index  can 
readily  be  moved  independently.11 

The  consequences  of  removing  area  4 
fall  naturally  under  four  headings12’  26  flac- 
cidity,  reflex  changes,  return  of  power  and 
“intellectual”  deficit. 

Flaccidity. — Contrary  to  generally  ac- 
cepted belief,  a lesion  sharply  restricted  to 
area  4 of  monkey  or  chimpanzee  gives  rise 
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to  a profound  flaccid  paresis.12  This  is 
particularly  striking  in  the  chimpanzee,  in 
which,  after  removal  of  area  4 for  the  leg, 
the  affected  extremity  may  remain  flaccid 
and  motionless  for  a week  after  the  lesion, 
and  during  the  subsequent  stages  of  recov- 
ery it  fails  at  any  time  to  show  increase  in 
resistance  to  passive  manipulation.  Power 
returns  slowly,  first  at  hip,  then  at  knee  and 
very  late  in  the  digits.  Sometimes  the 
fingers  remain  powerless  for  as  long  as  two 
months,  and  during  this  period  the  muscles 
undergo  extensive  atrophy.  We  have  never 
seen  a spastic  extremity  following  a lesion 
restricted  to  area  4. 

Reflex  changes. — All  reflexes  are  at  first 
depressed  following  removal  of  the  motor 
area.  The  first  reflex  to  reappear  is  gen- 
erally flexion  of  the  hip  in  response  to  a 
strong  painful  stimulus  of  the  sole.  Asso- 
ciated with  this  there  may  be  weak  exten- 
sion of  the  toes,  and  finally  after  five  or  six 
days,  a well-marked  extensor  Babinski  re- 
sponse can  be  obtained ; later  the  Chaddock 
sign  appears.  There  is  no  lateral  deviation 
of  the  toes,26  i.e.,  no  fanning  sign  associated 
with  the  Babinski  response  of  an  area  4 
lesion.  The  signs  of  Rossolimo  and  Mendel- 
Bechterew  are  not  exaggerated  after  lesions 
of  area  4.  Deep  reflexes  are  depressed  for 
a week  or  two  and  then  return  to  normal; 
they  may  even  become  exaggerated  though 
the  extremity  continues  flaccid. 

Motor  power.- — One  of  the  unexplained 
phenomena  of  clinical  neurology  is  the  re- 
turn of  motor  power  following  a cortical 
lesion.  If  the  pyramidal  area  is  completely 
extirpated  what  other  part  of  the  nervous 
system  steps  into  the  breach?  Leyton  and 
Sherrington30  pointed  out  that  it  could  not 
be  the  motor  area  of  the  opposite  hemi- 
sphere, because  its  removal  does  not  cause 
additional  impairment  on  the  ipsilateral  side. 
We  shall  see  in  a moment  that  though  true 
for  the  arm  this  is  not  strictly  true  for  the 
leg,14  and  it  is  certainly  not  true  for  the 
premotor  area  in  which  rich  bilateral  repre- 
sentation exists. 

“Intellectual”  deficit.  — Lashley29  and 
Jacobsen22  have  trained  animals  to  negotiate 
complex  problem  boxes  and  have  then  re- 
moved the  motor  area.  Following  the  pro- 
cedure the  animals  exhibited  no  failure  of 
memory.  Thus,  if  on  account  of  the  paral- 
ysis of  its  hand  the  animal  can  not  work  a 
problem  box  which  it  had  previously  mas- 
tered, it  quickly  uses  its  foot  to  accomplish 


the  same  maneuvers.  There  is  similarly 
no  disturbance  displayed  in  the  delayed  re- 
action test.  If  an  animal  sees  food  put 
under  one  of  two  cups,  it  selects  the  cor- 
rect cup  for  food  even  after  several  min- 
utes’ delay. 

V.  THE  PREMOTOR  AREA 

Turning  now  to  the  premotor  area  which 
is  subdivided  into  two  parts,  area  6a«  and 
6a/3,  one  finds  that  under  light  ether  anes- 
thesia the  entire  region  is  responsive  to 
electrical  stimulation.6, 11  The  movements, 
however,  are  less  discrete  and  tend  to  in- 
volve whole  extremities  rather  than  in- 
dividual muscles.  From  the  rostral  part 
(area  6a/3)  complex  and  seemingly  pur- 
poseful movements  are  often  evoked.  From 
its  caudal  part  (area  6a a)  movements  tend 
to  be  more  discrete,  but  the  discrete  re- 
sponses disappear  when  the  cortex  is  incised 
superficially  between  areas  4 and  6 ; there 
can  be  no  room  for  doubt  that  discrete 
movements  depend  upon  the  integrity  of  the 
pyramidal  tract,  since  they  disappear  when 
area  4 is  itself  completely  removed.  If  the 
premotor  area  is  stimulated  some  weeks 
after  complete  ablation  of  area  4,  the  com- 
plex patterns  of  movement  involving  whole 
extremities  and  the  “adversive”  reactions 
such  as  turning  of  the  head  and  eyes,  still 
remain.  The  premotor  area  must  therefore 
have  connections  with  the  spinal  cord  which 
are ' quite  independent  of  the  pyramidal 
tracts. 

The  effects  of  removing  the  premotor 
area  will  be  discussed26  under  four  headings, 
spasticity,  reflex  changes,  return  of  motor 
power,  “intellectual”  deficit.  The  fifth  cate- 
gory of  disturbances,  namely  those  which 
affect  the  autonomic  nervous  system,  were 
considered  in  the  last  lecture. 

Spasticity  and  forced  grasping. — When 
the  premotor  area  of  a chimpanzee  is  re- 
moved at  a primary  operation,  or  after  pre- 
vious removal  of  the  motor  area,  the  ani- 
mal develops,  almost  at  once  (i.e.,  within 
four  or  five  hours  of  operation),  a marked 
disturbance  in  the  resting  posture  of  the 
extremity  characterized  by  great  increase  in 
resistance  to  passive  manipulation.  In  the 
upper  extremities  the  posture  assumed  is 
one  of  strong  flexion,  and  in  the  lower  ex- 
tremity extension  with  slight  abduction. 
Lengthening  and  shortening  reactions  are 
present  and  one  experiences  the  “clasp- 
knife”  effect  when  one  attempts  to  overcome 
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the  resistance  to  movement  of  a given  joint. 
Particularly  striking  is  the  fact  that  strong 
spasticity  develops  in  the  extremities  of  an 
animal  from  which  area  4 has  previously 
been  removed. 

Associated  with  spasticity  is  the  abnormal 
prehension  response,  generally  referred  to  as 
“forced  grasping.”  During  the  first  week 
after  the  premotor  area  has  been  removed  a 
strong  flexion  movement  of  the  digits  oc- 
curs whenever  an  object  is  placed  in  the 
hand,  and  the  animal  is  unable  to  relax  its 
grasp.15’ 34  So  intense  is  the  reaction  that  it 
is  generally  sufficient  to  support  the  animal’s 
entire  weight.  In  the  course  of  one  to  two 
weeks  forced  grasping  disappears,  but  re- 
moval of  the  premotor  area  from  the  second 
hemisphere  will  cause  its  return,  in  all  four 
extremities.  Spasticity  tends  to  disappear 
when  grasping  disappears.  Both  phenomena, 
however,  fluctuate  in  intensity  with  the  posi- 
tion of  the  body  in  space,3  and  there  is  a 
curious  reciprocal  relation  between  these 
two  manifestations  of  disordered  posture. 
Thus,  when  an  animal  from  which  the  pre- 
motor area  has  been  removed  bilaterally  is 
placed  in  the  lateral  position,  the  extremities 
on  the  uppermost  side  exhibit  forced  grasp- 
ing and  little  spasticity  while  the  extremities 
of  the  under  side  show  great  spasticity  and 
no  forced  grasping.  The  fact  that  forced 
grasping  changes  as  does  spasticity  with  the 
position  of  the  body  in  space,  places  the 
phenomenon  in  the  category  of  postural  re- 
flexes. There  is  reason  therefore  to  believe 
that  the  premotor  area  is  concerned  in  in- 
tegration and  correlation  of  the  extra-py- 
ramidal pathways.13 

Reflex  changes. — The  reflex  changes  fol- 
lowing extirpation  of  the  premotor  area  are 
of  considerable  interest  to  neurologists  be- 
cause of  their  obvious  localizing  value.  All 
tendon  reflexes  are  immediately  augmented 
after  a premotor  lesion,  and  this  includes  the 
special  reflexes  of  the  digits  known  as  the 
signs  of  Rossolimo,  Mendel-Bechterew  and 
Hoffmann,  which  are  evoked  by  applying 
stretch  to  the  digital  tendons.26’ 35  Tapping 
the  plantar  surface  gives  involuntary  flexion 
of  the  toes  (the  sign  of  Rossolimo),  tapping 
the  dorsal  surface  of  the  foot  gives  a similar 
response  (the  sign  of  Mendel-Bechterew), 
and  flicking  the  tips  of  the  fingers  causes 
flexion  of  the  fingers  and  adduction  of  the 
thumb  (the  sign  of  Hoffmann).  In  addi- 
tion to  these  tendon  reflexes  an  exaggerated 
flexion  response  of  the  digits,  sometimes 


known  as  the  “clutch”  reflex  of  the  toes  (the 
opposite  of  the  Babinski),  is  present  on 
stroking  of  the  plantar  surface.  A tend- 
ency toward  lateral  deviation  of  the  toes 
(the  fanning  sign  of  Babinski)  is  also  seen 
after  a premotor  lesion.  On  the  basis  of 
these  reflex  changes  and  those  mentioned 
above  under  the  motor  area  one  can  distin- 
guish lesions  of  the  motor  from  the  pre- 
motor  area. 

Motor  power  and  ipsilateral  representa- 
tion.— Following  a primary  lesion  of  the 
premotor  area,  great  awkwardness  develops 
in  skilled  movements,  associated  with  reluc- 
tance to  use  the  affected  extremity  (see  next 
paragraph).  Much  more  significant,  how- 
ever, is  the  fact  that  when  the  premotor  area 
is  removed  after  previous  ablation  of  the 
motor  area  there  is  great  augmentation  in 
the  preexisting  motor  deficit.  An  animal 
from  which  the  motor  and  premotor  re- 
gions have  been  extirpated  from  one  side 
regains,  however,  sufficient  cortical  control 
of  the  spastic  contralateral  extremities  for 
running,  walking,  climbing,  etc.  If,  however, 
the  motor  and  premotor  areas  of  the  oppo- 
site hemispheres  are  also  removed,  the  ani- 
mal lapses  into  a state  of  permanent  cortical 
paralysis,  and  the  bodily  reflex  status  of 
such  a bilateral  motor-premotor  preparation 
is  equivalent  to  that  of  a thalamic  animal. 
If  one  of  the  cortical  areas  remains  intact 
(motor  or  premotor  of  either  hemisphere), 
the  animal  regains  some  degree  of  cortical 
innervation  of  all  four  extremities.  This, 
it  has  seemed  to  us,  gives  indisputable  evi- 
dence of  bilateral  representation  in  the 
motor  and  premotor  areas.7’ 13’ 14 

“Intellectual”  deficit. — The  curious  awk- 
wardness exhibited  after  isolated  premotor 
lesions  is  due  essentially  to  an  impairment  of 
the  faculty  of  integrating  skilled  motor  ad- 
justments. Jacobsen  has  summarized  his 
studies  on  the  chimpanzee  as  follows:22 

“The  disturbances  following  unilateral  lesions  of 
the  premotor  area  in  chimpanzees  are  of  a different 
character.  Whereas  lesions  of  area  4 rendered  the 
execution  of  movements  difficult,  they  did  not  im- 
pair the  patterns  of  response  to  the  specific  latches 
of  the  problem  boxes.  By  contrast,  although  uni- 
lateral premotor  lesions  did  not  result  in  residual 
motor  deficits  which  made  the  execution  of  fine 
adaptive  movements  difficult,  the  organization  of 
these  movements,  as  patterns  of  response  to  the 
specific  situations  presented  by  the  problem  boxes, 
was  greatly  disturbed  and  necessitated  post-operative 
relearning.  This  result  is  in  harmony  with  the  de- 
ductions of  Campbell  and  others,  from  anatomical 
observations,  that  the  premotor  area  plays  an  im- 
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portant  role  in  the  integration  of  the  complex  adap- 
tive activities.  Proper  evaluation  of  the  findings 
must  await  further  experiments  on  bilateral  extirpa- 
tions of  area  6 and  its  relation  to  the  motor  areas.” 

All  this  constitutes  evidence  that  as  one 
proceeds  rostrally  with  frontal  lobe  extirpa- 
tions deficit  in  the  more  purely  intellectual 
sphere  begins  to  make  its  appearance.  The 
inability  to  carry  out  delicate  motor  adjust- 
ments, which  is  so  striking  in  bilateral  pre- 
motor animals,  has  been  regarded  as  similar 
to  the  “apraxia”  seen  in  clinical  cases.  On 
reaching  the  frontal  association  areas  the 
problem  passes  even  more  poignantly  into — 
shall  I say — the  “spiritual”  plane ! 

VI.  FRONTAL  ASSOCIATION  AREAS 

The  frontal  association  areas  have  been 
something  of  a bete  noire  to  neurophysio- 
logists2 whose  attention  is  generally  centered 
upon  functional  disturbances.  When  the 
frontal  areas  are  removed  unilaterally  from 
monkeys,  baboons,  chimpanzees,  or  man  no 
disturbances  can  be  detected  which  are  really 
amenable  to  physiological  analysis — pro- 
vided of  course  one  does  not  encroach  upon 
the  eye  fields.  If  these  areas  are  disturbed 
the  animal  is  unable  to  move  its  eyes  to  the 
opposite  side  for  24  to  48  hours;  after  that 
eye  movements  become  normal.  If,  how- 
ever, both  frontal  areas  are  removed 
changes  occur  which  more  readily  lend 
themselves  to  analysis.  Monkeys  and 
baboons  tend  to  become  restless,  pacing  the 
floor  constantly  night  and  day.  They  gen- 
erally lose  weight  and  despite  this  fact  they 
consume  large  quantities  of  food.  The  signs 
of  pathological  hunger,  however,  are  more 
marked  when  the  extirpation  has  encroached 
upon  the  anterior  end  of  the  premotor  re- 
gion. In  human  beings  after  bilateral  re- 
moval of  the  frontal  areas  there  is  great 
distractibility  and  a tendency  toward  boast- 
fulness and  general  euphoria,  but  behavior 
is  not  obviously  bizarre  except  when  matters 
of  judgment  and  decision  are  involved.  It 
may  amuse  you  to  know  that  a member  of 
a certain  stock  exchange  who  lost  both 
frontal  areas  on  account  of  an  expanding 
malignant  tumor,  was  able  after  the  opera- 
tion to  return  to  his  business  and  he  fancied 
that  he  carried  on  his  duties  without  diffi- 
culty !4 

There  is  no  disturbance  of  the  postural 
mechanism  after  bilateral  frontal  extirpa- 


tion and  no  reflex  changes,  but  Jacobsen’s24 
analysis  of  trained  animals  has  made  it 
manifest  that  such  animals  have  great  diffi- 
culty in  executing  previously  acquired 
skilled  movements  requiring  a series  of 
motor  acts  spread  out  in  time  and  occurring 
in  definite  sequence.  A problem  box  de- 
manding a single  maneuver  is  readily  nego- 
tiated, but  one  calling  for  three  different 
acts  in  set  order  is  mastered  only  with  great 
difficulty,  if  indeed  it  can  be  learned  at  all. 
Essentially,  the  loss  appears  to  be  a defect  of 
“immediate  memory,”  and  this  inability  of 
the  operated  animal  to  regulate  its  present 
behavior  in  terms  of  immediately  past  ex- 
perience is  even  more  strikingly  demon- 
strated in  the  delayed  reaction  tests.  Thus 
a normal  monkey  is  able,  after  a delay  of 
several  minutes,  to  select  the  cup  under 
which  food  has  been  hidden ; the  animal 
with  a bilateral  extirpation  of  the  frontal 
association  areas  obviously  forgets,  almost 
immediately  and  certainly  within  two  or 
three  seconds,  under  which  one  of  the  two 
cups  the  food  had  been  placed.  Experi- 
ments upon  other  areas  of  the  cortex  indi- 
cate that  this  behavioral  deficit  is  found  only 
with  lesions  of  the  frontal  association  areas. 

Jacobsen23  summarizes  his  conclusions  as 
follows: 

“It  may  indeed  be  hazardous  to  identify  too  close- 
ly the  apparent  defects  in  immediate  memory  ob- 
served in  the  monkeys  with  the  deficit  shown  in 
cases  of  dementia  in  man,  but  the  obvious  similarity 
invites  such  a comparison.  Baumann  and  Griin- 
baum  have  pointed  out  that  in  organic  dementia  the 
capacity  to  keep  in  mind  a number  of  separate  ele- 
ments and  at  the  same  time  manipulate  them  in 
thought  is  an  outstanding  deficit.  The  careful  study 
of  a case  of  bilateral  frontal  lobectomy  in  man  by 
Brickner  has  indicated  that  there  was  little  impair- 
ment of  the  symbolic  processes,  habits  of  speech,  or 
the  fund  of  information  previously  acquired  by  this 
individual.  There  was,  however,  marked  inability 
to  hold  together  and  to  manipulate  the  various  ele- 
ments of  experience  over  a period  of  time,  essen- 
tially a defect  in  logical  thinking  rather  than  a de- 
fect in  recalling  elementary  associations.  If  now 
we  consider  the  experiments  on  extirpation  of 
frontal  areas  in  the  monkeys,  we  note  that  the  out- 
standing defect  is  the  inability  to  remember  for  even 
a few  seconds  in  the  face  of  other  incoming  sen- 
sory data  a single  experience,  such  as  seeing  food 
placed  under  one  of  two  cups.  To  identify  human 
reactions  with  delayed  response  in  monkeys  leaves 
one  open  to  severe  criticism,  and  such  is  not  our  in- 
tention, but  we  would  point  out  that  with  the  de- 
struction of  the  frontal  association  areas  there  has 
been  removed  a mechanism  which  is  essential  to  the 
more  complex  forms  of  behavior  which  we  call 
logical  thinking,  judgment,  etc.,  namely — the  capacity 
to  regulate  the  activity  of  the  moment  in  terms  of 
the  immediately  past  experience.  This  ability  seems 
to  be  peculiarly  dependent  upon  the  intactness  of 
the  frontal  areas.” 
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VII.  CLINICAL  INFERENCES 

The  recent  physiological  studies  on  the 
functions  of  the  frontal  lobes  throw  light 
upon  various  phases  of  clinical  neurology. 
In  the  first  place  the  analysis  of  the  deficits 
resulting  from  lesions  of  area  4 indicates 
that  interruption  of  the  pyramidal  tract  does 
not  in  itself  cause  spasticity.  Indeed  the 
early  stages  of  recovery  from  ablation  of 
the  motor  area  are  characterized  by  the  op- 
posite condition,  namely  a marked  flaccid 
paresis.  “Hypotonia”  is  said  to  occur  in 
man  with  lesions  of  the  postcentral  convolu- 
tion, but  all  reported  cases  show  evidence 
of  damage  very  close  to  the  central  sulcus 
(see  especially  Head18),  and  my  suspicion 
is  that  in  these  cases  the  pyramidal  tracts 
are  damaged  without  serious  impairment  of 
the  premotor  radiations. 

The  lesions  of  the  so-called  motor  area  in 
man  generally  involve  the  anterior  central 
gyrus,  which  includes  the  premotor  area  to 
a much  greater  extent  than  the  motor  area. 
I have  illustrated  this  by  placing  a diagram 
of  the  small  encapsulated  tumor  of  Potts 
and  Weisenburg’s33  well-known  case  upon 
Foerster’s  cytoarchitectural  map  of  the 
human  brain.  The  tumor  was  a small  en- 
capsulated carcinoma,  2 cm.  in  diameter, 
which  lay  just  rostral  to  the  central  sulcus 
in  the  region  of  the  arm  representation.  It 
will  be  seen  that  rather  more  than  four- 
fifths  of  the  surface  of  the  hemisphere  af- 
fected is  occupied  by  area  6a«  and  area  8. 
It  is  scarcely  surprising  therefore,  in  view 
of  experimental  work,  that  the  arm  of  the 
patient  in  question  became  spastic  before 
death. 

A still  more  interesting  application  of 
these  experimental  studies  arises  from  a 
consideration  of  focal  epileptic  seizures. 
Irritation  from  an  expanding  lesion  of  area 
4 or  of  the  caudal  part  of  area  6aa  gen- 
erally gives  rise  to  seizures  that  begin  focallv 
in  a small  muscle  or  muscle  group  (e.g., 
with  movements  of  the  thumb  or  corner  of 
the  mouth).  Other  seizures  commence  with 
turning  of  the  head  and  with  complex  move- 
ments affecting  a whole  extremity,  similar 
to  those  evoked  by  primary  stimulation  of 
area  6a/?.  Recognition  of  such  seizures11 
gives  information  of  immediate  localizing 
value.  They  are  generally  associated  with 
a definite  clinical  picture  which  has  been 
designated  the  “syndrome  of  the  premotor 
area.”16’ 27  When  considered  from  the 
point  of  view  of  clinical  history,  the  symp- 


toms presented  by  such  cases  generally  ap- 
pear in  definite  sequence. 

1.  Disturbance  of  skilled  movements. — 
A patient  may  discover  that  buttoning  a 
shirt,  turning  an  egg-beater,  playing  the 
piano  or  some  other  highly  skilled  act  be- 
comes difficult  to  perform  even  though  gross 
power  of  the  extremity  remains  normal. 
The  deficit  comes  on  without  the  occurrence 
of  tremor  and  can  not  therefore  be  con- 
fused with  disturbances  in  the  cerebellum 
or  basal  ganglia.  Gradually  more  extensive 
impairment  of  motor  power  develops  with 
the  appearance  of  spasticity. 

2.  Spasticity  and  increase  of  reflexes. — 
Some  time  later  the  patient  becomes  aware 
of  awkwardness  of  movement,  the  extrem- 
ity tends  to  become  stiff,  and  examination 
discloses  spasticity  and  increase  in  tendon 
reflexes.  If  the  lesion  happens  to  be  slowly 
growing,  the  degree  of  spasticity  is  likely 
to  be  slight. 

3.  Forced  grasping. — Late  in  the  devel- 
opment of  the  premotor  syndrome  forced 
grasping  appears,  generally  associated  with 
very  marked  augmentation  in  tendon  re- 
flexes of  the  digits.16’ 27  If  forced  grasping 
is  poorly  developed  it  can  generally  be 
brought  out  by  placing  the  patient  in  the 
lateral  position  with  the  affected  extremity 
uppermost,  which  is  the  maximal  position 
for  the  reaction.  The  Babinski  response  is 
generally  not  present,  although  lateral  devia- 
tion of  the  toes  may  occur ; occasionally  ex- 
aggerated flexion  of  the  toes  is  seen  in  re- 
sponse to  plantar  stimulation. 

4.  Vasomotor  disturbance. — The  whole 
affected  side  of  the  body  may  show  vaso- 
motor disturbance  with  increased  sweating. 
In  some  instances  the  temperature  is  lower 
and  in  some  instances  higher  than  on  the 
normal  side.  The  experience  with  animals 
has  been  that  with  destruction  of  the  pre- 
motor area  the  temperature  of  the  affected 
extremities  is  generally  lower  (Lecture  I), 
and  this  was  the  experience  of  Madame 
Benisty1  in  war  cases,  and  of  Olsen31  in 
cases  of  unilateral  cerebral  atrophy  in  chil- 
dren. 

In  addition  to  elucidating  the  premotor 
syndrome  the  experimental  studies  just  de- 
scribed throw  light  upon  the  manifestations 
of  hemiplegia  seen  in  clinical  cases.  A 
hemorrhage  destroying  the  internal  capsule 
is  likely  to  interrupt  the  radiations  both 
from  area  4 and  6 which  would  cause  pa- 
resis with  marked  spasticity.  One  would 
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also  expect  on  this  basis  the  findings  in  the 
chimpanzee  that  forced  grasping  would  be 
present  in  the  affected  extremity  and  that 
the  posture  would  change  with  position  of 
the  body  in  space.  Very  little  attention  has 
been  paid  to  forced  grasping  in  hemiplegia, 
but  the  alteration  of  posture  of  hemiplegics 
with  change  of  position  of  the  body  is  well 
known  and  has  been  frequently  described. 
Capsular  hemiplegias  associated  with  flaccid 
paresis  are  sometimes  encountered,  and  they 
are  generally  accompanied  by  marked  sen- 
sory deficit.  Though  autopsies  on  such 
cases  have  not  yet  been  analyzed  in  the  light 
of  experimental  findings,  it  seems  likely  that 
in  such  cases  the  hemorrhage  is  posteriorly 
situated  in  the  capsule,  sparing  the  radiations 
from  area  6 which  lie  for  the  most  part  in 
the  anterior  end  of  the  capsule. 

The  disclosures  concerning  the  premotor 
area  may  in  addition  have  a bearing  upon 
athetosis.  Bucy  and  Buchanan8  had  occa- 
sion to  stimulate  the  premotor  area  in  a case 
of  extreme  hemi-athetosis.  The  athetoid 
movements  were  prone  to  come  in  seizures ; 
at  operation  stimulation  of  area  6a«  in  the 
region  of  the  arm  representation  caused  a 
typical  athetoid  seizure.  The  area  of  cor- 
tex from  which  the  attack  had  been  evolved 
was  removed.  The  extirpated  block  of  tis- 
sue conformed  with  the  cytoarchitecture  of 
Brodmann’s  areas  4 and  6aa  and  there  was 
evidence  of  extensive  cellular  degeneration 
in  all  layers.  Following  the  operation  the 
athetoid  movements  ceased  completely,  and 
the  extremity  became  slightly  spastic.  Dur- 
ing several  epileptiform  seizures  which  oc- 
curred subsequently  the  arm  was  not  in- 
volved. These  clinical  studies  strongly  sug- 
gest that  a modification  in  extrapyramidal 
control  resulting  from  extirpation  of  area 
6 may  lead  to  cessation  of  athetoid  move- 
ments. The  observation  is  highly  signifi- 
cant and  one  awaits  further  clinical  investi- 
gation with  great  interest. 

* * * 

VI.  SUMMARY 

Mental  and  physiological  functions  of  the 
brain,  though  closely  related,  for  the  present 
are  best  treated  independently.  Localization 
of  physiological  function  has  been  clearly 
demonstrated,  but  the  more  subtle  activities 
of  the  mind  probably  depend,  as  Sherring- 
ton has  argued,  upon  the  organization  of 
the  brain  as  a whole.  Higher  intellectual 
functions  are  nevertheless  more  gravely  af- 
fected by  lesions  of  the  frontal  areas  than 


by  destruction  of  other  portions  of  the  cere- 
bral hemispheres. 

In  the  frontal  lobe  of  monkeys,  chim- 
panzees and  man  four  principal  regions  may 
be  distinguished : motor  area,  premotor  area, 
eye  field  and  frontal  association  area.  Stim- 
ulation of  the  motor  area  gives  rise  to  iso- 
lated movements  of  individual  muscles.  In 
chimpanzees  ablations  sharply  restricted  to 
the  motor  area  cause  flaccid  paresis,  depres- 
sion of  reflexes,  and  the  extensor  sign  of 
Babinski,  but  no  “intellectual”  deficit.  Re- 
turn of  power  following  a motor  area  lesion 
is  extensive  both  in  man  and  animals; 
though  ipsilateral  premotor  and  the  opposite 
motor  and  premotor  areas  all  play  a part  in 
compensating  for  the  deficit. 

Stimulation  of  the  premotor  area  also 
evokes  discrete  movements  in  the  muscles 
of  the  opposite  side  which  are  less  sharply 
localized  than  those  obtained  from  area  4. 
These  are  abolished  when  the  cortex  is 
superficially  incised  between  areas  4 and  6, 
or  when  area  4 is  removed ; stimulation  of 
the  premotor  region  gives  rise  also  to  adver- 
sive  movements  of  the  head  and  eyes,  and 
to  complex  patterns  of  response  involving 
the  ipsilateral  as  well  as  the  contralateral 
extremities.  These  movements  are  inde- 
pendent of  the  pyramidal  pathway.  Re- 
moval of  the  premotor  area  in  the  chim- 
panzee causes  impairment  of  skilled  move- 
ments, spastic  paresis,  forced  grasping  and 
a form  of  intellectual  deficit  characterized 
by  loss  of  complex  patterns  of  response,  and 
a limitation  of  the  ability  to  reacquire  them. 

Bilateral  destruction  of  the  motor  and 
premotor  areas  causes  complete  paralysis  of 
all  cortically  innervated  movements.  In- 
tegrity of  any  one  of  these  areas  in  one 
hemisphere  makes  possible  cortically  inner- 
vated movements  in  all  four  extremities. 

Ablation  of  the  frontal  association  areas, 
if  bilateral,  causes  no  disturbance  of  the 
postural  mechanism  and  no  alteration  in  re- 
flexes. Animals  in  which  such  extirpations 
have  been  made  become  restless  and  easily 
distracted,  and  they  exhibit  loss  of  memory 
for  acquired  skilled  movements  with  a com- 
plete failure  of  “immediate  memory”  which 
prevents  them  from  profiting  by  recent  sen- 
sory experience.25 

It  has  been  the  case  in  the  past,  and  it 
will  be  true  in  the  future,  that  the  chief  stim- 
ulus to  study  the  functions  of  the  human 
body  comes  from  those  engaged  in  the  prac- 
tice of  medicine.  The  generous  recognition 
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which  you  as  clinical  investigators  have 
given  to  me  and  to  my  physiological  prede- 
cessors in  this  lectureship  affords  an  incal- 
culable stimulus.  I can  assure  you,  there- 
fore, that  the  opportunity  to  lay  this  mate- 
rial before  you  is  a high  privilege,  and  one 
which  affords  fresh  incentive  to  carry  our 
work  forward. 
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WILLIAM  A.  EVANS,  M.D.f 

DETROIT,  MICHIGAN 

Many  of  my  predecessors,  guided  either  by  pure  modesty,  shyness  or  diffidence,  have 
been  inducted  into  the  Presidency  of  the  American  Roentgen  Ray  Society  with  no  other 
ceremony  than  the  acceptance,  with  a few  words  of  thanks  and  appreciation  of  the  great- 
est honor  that  can  be  conferred  by  this,  the  most  consequential  group  in  the  world  or- 
ganized to  advance  and  protect  the  interests  of  Roentgenology.  Others  have  used  this 
occasion  of  investiture  to  bring  to  your  attention  some  improvement  in  equipment,  some 
advance  in  technic  or  some  new  application  of  our  specialty  in  the  diagnosis  and  treat- 

*Read  before  the  meeting  of  the  American  Roentgen  Ray 
Society  held  in  Detroit  in  1932. 

fDr.  Evans,  graduated  in  medicine  from  University  of 
Michigan  in  1902,  practiced  in  Bellaire,  Mich.,  for  seven 
years,  returning  later  to  Detroit,  where  he  became  asso- 
ciated with  Dr.  P.  M.  Hickey.  He  was  Assistant  Roent- 
genologist to  Harper  Hospital  until  1922,  after  which  he  be- 
came Chief  Roentgenologist.  He  was  also  Roentgenologist 
to  Marine  Hospital,  of  Detroit : Michigan  Mutual  Hospital ; 

Consultant  for  the  Detroit  City  Tuberculosis  Hospitals, 
and  Professor  of  Roentgenology  in  Detroit  College  of  Medi- 
cine. He  is  now  serving  his  third  term  on  the  Board  of 
Health. 


ment  of  disease.  Still  others,  braver  spir- 
its, assuming  the  role  of  prophets,  have 
prognosticated — even  to  the  ultimate  of 
roentgenology  and  roentgenologists  (and 
without  reflection  on  these  who  would  look 
into  the  future,  it  is  a matter  of  history  and 
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record  that  the  many  fearful  predictions 
have  not  been  fulfilled). 

While  your  new  presiding  officer  believes 
that  he  is  equal  in  self-effacement,  by  na- 
ture and  inclination,  to  those  who  entered 
into  their  new  duties  without  undue  for- 
mality and  while  he  is  too  timid  or  cautious 
or  unwise  to  foretell  what  is  in  store  for  us 
as  practitioners  of  a most  important  medi- 
cal specialty,  he  is  of  the  opinion  that  the 
occasion  is  unusual  and  that  circumstances 
justify  his  postponement  for  a few  minutes 
the  beginning  of  the  scientific  program  ar- 
ranged for  this,  the  Thirty-third  Annual 
Meeting  of  the  American  Roentgen  Ray 
Society. 

But  at  this  moment  it  is  meet  that  you 
be  welcomed  to  Detroit.  On  two  previous 
occasions  Michigan  roentgenologists  have 
had  the  good  fortune  to  serve  as  hosts  to 
the  American  Roentgen  Ray  Society  and 
its  friends,  the  first  gathering  being  held  in 
1910,  with  Dr.  George  E.  Pfahler  as  presi- 
dent, and  the  second  in  1926  under  the  pres-% 
idency  of  the  late  Dr.  Russell  D.  Carman 
and  vice  presidency  of  Dr.  P.  F.  Butler. 
For  this  third  opportunity  to  serve  you,  the 
Detroit  and  Michigan  members  are  grate- 
ful and  they  and  their  confreres  who  have 
labored  to  make  ready  the  several  features 
of  the  program  submitted  to  you,  extend 
most  friendly  greetings.  It  is  our  hope  and 
desire  that  you  will  find  help  and  inspira- 
tion from  our  scientific  program  and  relaxa- 
tion and  ioy  and  fellowship  in  our  non- 
medical sessions. 

Believing  that  the  time  is  propitious  for 
the  urging  of  our  membership  to  give  atten- 
tion to  the  study  and  recording  of  the  his- 
tory of  the  development  of  our  specialty  in 
the  several  states,  I have  elected  to  address 
you  on  “Michigan’s  Contribution  to  Early 
Roentgenology”  with  the  hope  that  others 
will  deal  likewise  with  their  own  states  and 
thus  provide  our  Society  archives  with  mate- 
rial that  will  have  human  and  historic  inter- 
est to  the  membership  that  is  and  is  to  come. 
This  desire  to  voice  esteem  and  gratitude 
to  the  pioneers  in  our  field  is  a just  and 
proper  one,  for  did  not  the  Father  of  Medi- 
cine say,  “I  will  honor  as  my  father  the 
man  who  teaches  me  the  art”  ? And  should 
we  not  have  and  show  proper  respect  for 
our  predecessors,  for  is  it  not  true,  as  Sir 
Michael  Foster  observes,  “that  it  is  one  of 
the  lessons  of  history  of  science  that  each 
age  steps  on  the  shoulders  of  the  ages  which 


have  gone  before;  the  value  of  each  age  is 
not  its  own,  but  is  in  part,  a large  part,  a 
debt  to  its  forerunners”  ? 

As  I undertake  to  evaluate  and  record 
the  vital  and  interesting  experiences  of 
Keenan,  Crane,  Hulst,  Hickey,  Varney, 
Stevens,  Case,  and  others,  who  contrib- 
uted to  the  advancement  of  roentgenology  in 
Michigan,  I am  conscious  of  the  difficulty 
of  my  task.  So  pregnant  is  the  theme,  it  is 
worthy  of  the  skill  of  a William  McMichael. 
Equally  as  enticing  and  thrilling  as  the  auto- 
biography of  Dr.  John  Radcliffe’s  “Gold 
Headed  Cane”  would  be  a description  of 
some  of  the  unusual  incidents  in  the  lives 
and  works  of  these  pioneers  who  budded 
so  well  for  us  who  have  followed. 

This  is  not  the  occasion  and  time  will  not 
permit  me  to  give  credit  due  to  all  who  as- 
sisted in  the  development  of  roentgenology 
in  Michigan.  We  are  under  especially  heavy 
obligations  to  Dr.  H.  R.  Varney  for  his 
very  early  and  excellent  work  in  connection 
with  the  determination  of  the  value  of  x-ray 
in  dermatology,  and  Dr.  R.  H.  Stevens,  en- 
tering roentgenology  also  from  dermatol- 
ogy, contributed  much  of  value,  and  the 
efforts  of  Case  and  others  are  worthy  of 
mention.  But  three  of  the  contributors 
were  outstanding  in  their  performance  and 
it  is  of  these  I wish  to  speak — Kennan, 
Crane  and  Hulst — in  the  chronological  order 
in  which  they  began  their  studies  and  ex- 
perimentation in  x-ray. 

For  several  years  prior  to  1895,  many 
professional  and  a few  amateur  physicists 
were  interested  in  high  potential  electrical 
equipment,  repeating  the  experiments  of 
Crookes,  Hittorf  and  others  who  were  ob- 
serving the  phenomena  incident  to  the  pas- 
sage of  electric  currents  of  high  tension 
through  tubes  of  varying  degrees  of  vacuity. 

For  many  years  we  have  held  the  opinion 
that  the  first  demonstration  and  application 
of  x-ray  in  Michigan  was  at  the  University 
at  Ann  Arbor  in  the  laboratory  of  Profes- 
sor H.  S.  Carhart,  teacher  of  advanced 
physics.  But  we  have  only  recently  learned 
that  his  work  was  preceded,  by  several 
weeks,  at  least,  by  two  senior  students  in 
the  Physics  Laboratory  at  our  State  Agri- 
cultural College.  This  information  was  ob- 
tained from  an  edition  of  the  Detroit  Jour- 
nal, a daily  newspaper,  dated  March  4,  1896. 
Under  the  headline,  “Leather  and  Paper — 
X-rays  Penetrated  Them  at  the  Agricultural 
College  and  Photographed  in  Solid  Sub- 
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stances,”  was  a description  of  the  work  of 
the  students,  McGee,  ’96,  and  Eastman,  ’97, 
who  had  been  successful  in  obtaining  satis- 
factory skiagrams,  as  they  were  then  known. 
They  had  placed  coins  and  a pencil  in  a 
purse  on  a sensitive  plate  and  after  four 
hours’  exposure  and  development  they  were 
able  to  see  clearly  the  coins  and  discern  the 
lead  in  the  pencil.  And  in  a private  com- 
munication from  the  College  within  the  past 
few  days,  I learned  that  they  had  examined 
a bird  and  were  able  to  demonstrate  the 
skeletal  structure.  This  apparently  was  the 
first  anatomical  study  done  in  Michigan. 

Apparently  simultaneously,  Carhart  and 
his  workers  had  made  continuous  effort  to 
repeat  the  experiments  of  Roentgen.  They 
had  repeatedly  tested  every  tube,  Crookes 
and  otherwise,  in  the  laboratory  collection, 
without  being  able  to  obtain  any  fluorescence 
outside  of  them.  At  this  time  the  Packard 
Lamp  Company  was  appealed  to  and  they 
succeeded  in  furnishing  Carhart  with  a tube 
that  enabled  him  to  obtain  a fluoroscopic 
record  of  a hand  on  a tungstate  of  calcium 
screen  and  to  produce  a satisfactory  record 
on  a photographic  plate.  This,  as  stated 
above,  was  in  the  early  months  of  1896. 

But  the  best  and  most  continuing  work 
was  left  to  be  done,  not  by  a large  state-sup- 
ported  laboratory  with  professional  physi- 
cists and  numerous  trained  assistants,  but  by 
a young  amateur,  almost  singlehanded,  with 
a limited  equipment  and  a lesser  opportunity 
for  experimentation,  in  the  person  of  S.  M. 
Keenan.  Mr.  Keenan  was,  by  vocation,  a 
hospital  administrator — but  by  nature,  at- 
tainment and  practice  a scientist  and  inves- 
tigator. In  his  spare  hours  he  had  studied 
physics  and  especially  electricity,  and,  as  rap- 
idly as  his  purse  would  permit,  he  was  ac- 
cumulating electrical  equipment.  He  pos- 
sessed, at  this  time,  an  18-inch,  2-disc  static 
machine,  a small  air  pump,  a 95-volt  electric 
motor  and  some  lesser  items.  He  had 
no  Crookes  or  other  exhausted  tubes  with 
which  to  attempt  the  production  of  x-rays, 
but  he  had  been  advised  that  the  carbon 
filament  lamp  would  serve  the  purpose  and 
many  nights  were  spent  in  trying  this  sub- 
stitute— of  course,  without  result. 

By  a curious  coincidence,  Mr.  Keenan 
was  confronted  with  an  opportunity  to  go  to 
Ann  Arbor  and  consult  Professor  Carhart — 
he  had  followed  him  closely  in  his  work 
on  radiation  and  was  familiar  with  his  suc- 
cessful production  of  x-rays.  In  April,  of 


this  1896,  a young  man  had  entered  as  a 
patient  in  the  Eloise  Infirmary  for  treatment 
of  a Flobert  rifle  injury  to  his  foot.  The 
possibility  of  determining  the  presence  of 
a foreign  body  by  means  of  the  new  method 
of  examination  was  debated  by  Mr.  Keenan, 
the  amateur  physicist,  and  Dr.  Markel, 
Eloise  Infirmary  physician,  and  an  appoint- 
ment was  made  with  Professor  Carhart  at 
the  University  and  Dr.  W.  J.  Herdman  of 
the  Medical  Department  faculty,  who  was 
interested  on  account  of  his  connection  with 
electro-therapeutics.  The  epoch-making  ex- 
amination was  done  on  April  26,  1896.  A 
sensitive  plate  was  strapped  to  the  injured 
foot  and  exposed  for  forty  minutes.  The 
developed  plate  demonstrated  the  presence 
of  a bullet  deeply  imbedded  in  the  region 
of  the  first  metatarsal.  Appreciating  the 
value,  for  exact  localization,  of  a lateral 
projection  exposure,  this  was  attempted,  but 
owing  to  the  frailty  of  the  tube,  the  study 
was  not  completed.  Certainly  this  was  the 
first  medical  use  of  the  roentgen  ray  in 
Michigan  and  one  of  the  first  in  this  coun- 
try for  foreign  body  demonstration.  It 
should  be  added  that  on  the  following  day 
the  bullet  was  removed  without  difficulty. 

It  is  a mystery  why  this  extraordinary 
event  did  not  make  a greater  impression 
on  the  medical  faculty  of  our  University. 
In  the  succeeding  months  and  years,  the  de- 
velopment of  roentgenology  was  exceeding- 
ly slow  there,  for  it  was  not  until  1913  that 
the  Regents  began  to  comprehend  the  sig- 
nificance and  possibilities  of  the  new  science. 
They  then  appointed  Dr.  Van  Zwaluwen- 
burg  Clinical  Professor  of  Roentgenology, 
who,  in  spite  of  makeshift  equipment  and 
unsuitable  quarters,  rapidly  established  the 
University  as  a leader  in  roentgen  diag- 
nosis and  treatment — a position  maintained 
and  enhanced  by  Dr.  Preston  M.  Hickey 
and  his  successor,  Dr.  Fred  J.  Hodges. 

Fortunately  for  Michigan  medicine,  the 
lessons  to  be  gleaned  from  this  early  use 
of  x-ray  in  surgery  were  not  lost  to  all.  Mr. 
Keenan  redoubled  his  efforts,  often  working 
the  entire  night,  and  with  the  technical  aid 
of  his  wife  and  the  financial  aid  of  a Detroit 
citizen — Mr.  Joseph  Bresler — generating 
apparatus  was  developed  and  tubes  supplied. 
Within  less  than  three  months  of  the  suc- 
cessful Ann  Arbor  demonstration,  Mr. 
Keenan  was  obtaining  satisfactory  roent- 
genograms, and  for  six  years,  or  until  Dr. 
Varney  and  Dr.  Hickey  ecpiipped  laborato- 
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ries  in  Detroit,  he  did  practically  all  the 
roentgenology  done  in  Detroit  and  Wayne 
County. 

Early  in  1897,  a patient  consulted  Dr. 
Don  M.  Campbell  of  Detroit  for  an  eye 
injury.  The  presence  of  a metallic  foreign 
body  was  suspected  and  a roentgen  study 
by  Mr.  Keenan  demonstrated  its  presence. 
Subsequently,  the  foreign  body  was  re- 
moved, the  operation  being  definitely  aided 
by  the  roentgen  findings.  Dr.  F.  H.  Williams 
of  Boston  a little  earlier  had  demonstrated  a 
metallic  foreign  body  in  the  orbit,  but  it 
was  non-magnetic  and  not  removed,  so  the 
distinction  of  first  applying  x-ray  to  the 
diagnosis  and  removal  of  ocular  foreign 
body  goes  to  Dr.  Campbell  and  Mr.  Keenan. 

We  must  admire  the  spirit  which  impelled 
Mr.  Keenan  to  continue  his  studies.  In 
spite  of  time  limitations,  forced  by  the  ne- 
cessity of  his  performing  the  duties  incident 
to  his  position  on  the  admnistration  staff  of 
the  Infirmary,  though  retarded  by  lack  of 
funds  with  which  to  buy  new  equipment  or 
replace  worn  out  and  old  equipment,  and 
though  handicapped  by  lack  of  medical 
training  and  access  to  current  medical  liter- 
ature, he  persisted  in  his  efforts  and  very 
early  became  a valuable  member  of  the  then 
young  American  Roentgen  Ray  Society.  It 
was  Mr.  Keenan  who  gave  inspiration  to 
Dr.  Hickey — and  not  only  inspiration  but 
practical  assistance  and  instruction,  and  fur- 
ther it  was  through  Mr.  Keenan’s  sugges- 
tion and  insistence  that  Dr.  Hickey  attended 
the  meeting  of  this  Society  in  Buffalo  in 
1901  and  joined  its  membership.  It  is  inter- 
esting to  contemplate  what  might  have  hap- 
pened if  this  forward-looking  student  had 
had  the  advantage  of  medical  training — and 
had  retained  his  original  gifts  in  spite  of  it. 
Likely  he  would  have  had  the  help  of  the 
several  articles  published  in  the  American 
Journal  of  the  Medical  Sciences  in  1896  on 
“The  Clinical  Application  of  Roentgen 
Rays”  and  as  a result  he  would  have  has- 
tened to  a greater  degree  the  adoption  of 
roentgen  study  as  a valuable  diagnostic  aid 
in  his  locality.  The  general  lack  of  impres- 
sion on  the  physicians  of  that  day  made  by 
the  report  of  committees  by  the  editor  of 
that  journal  to  ascertain  methods  and  re- 
sults in  the  clinical  application  of  the  dis- 
covery is  incomprehensible.  Wherever  the 
full  significance  of  the  several  reports  was 
appreciated,  the  adA^ance  of  the  new  science 
was  rapid.  Witness  Philadelphia,  where 


the  survey  was  made  and  published — she  has 
continually  since  had  the  distinction  of  af- 
fording her  hospitals  and  people  the  very 
best  in  the  science  of  roentgenology,  giving 
it  wide  application  as  it  developed  and  mak- 
ing many  valuable  contributions  to  its  ad- 
vance. Philadelphia  medicine  in  general, 
and  roentgenology  in  particular,  is  under 
heavy  obligation  to  Leonard,  Kassabian, 
Goodspeed,  Pfahler,  Pancoast,  Manges  and 
others.  So,  in  Detroit  and  Michigan — 
while  we  have  not  attained  the  high  stan- 
dards of  Philadelphia — a great  stimulus  was 
given  by  the  work  and  example  of  Keenan 
and  all  honor  is  due  him.  During  his  mem- 
bership in  the  Society,  he  was  a valuable  con- 
tributor to  the  development  of  apparatus 
and  advance  in  technic  and  an  efficient 
teacher.  Owing  to  the  policy  of  limiting 
members  to  those  possessing  a medical  de- 
gree, Mr.  Keenan  withdrew,  but  he  has 
maintained  his  interest  and  influence.  It  is 
to  be  hoped  that  the  Society,  recognizing  his 
work  and  conscious  of  his  contributions, 
will  confer  on  him  honorary  membership. 

At  the  time  of  Roentgen’s  announcement, 
Dr.  A.  W.  Crane  was  just  becoming  estab- 
lished in  Kalamazoo,  Michigan,  as  a gen- 
eral practitioner  but  giving  some  special  at- 
tention to  laboratory  diagnosis  and  to  gen- 
eral surgery.  His  proficiency,  personality 
and  accomplishments  qualified  him  for  mem- 
bership in  the  Medical  Journal  Club  of  his 
city  and  it  was  at  a meeting  of  this  Society 
that  he  first  heard  of  x-rays — a fellow  mem- 
ber, arriving  late,  informed  the  gathering  of 
the  Associated  Press  reports  that  one  could 
look  “through  a box  and  see  an  iron 
weight.” 

The  gospel  of  Crane  was  the  gospel  of 
John  Hunter — “but  why  think,  why  not  try 
the  experiment?”  So  immediately  he  began 
to  equip  himself  with  information  and  ap- 
paratus and  in  a few  months  began  one  of 
the  most  brilliant  careers  in  American  roent- 
genology. Possessing  mechanical  and  tech- 
nical skill  as  well  as  pathological  and  clin- 
ical knowledge,  he  made  early  and  repeated 
contributions  in  both  directions.  In  the  im- 
provement of  roentgen  tubes,  he  appreciated 
the  importance  of  having  the  target  made 
of  material  of  high  density.  He  procured 
a piece  of  relatively  thick  iridioplatinum 
and  had  it  substituted  for  the  very  thin  plat- 
inum target  with  most  satisfactory  results. 
At  the  same  time  he  made  remarkable  im- 
provements in  the  design  and  construction 
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of  interrupters.  Previous  to  his  experimen- 
tation, an  interrupter  could  only  be  operated 
on  a continuous  current,  but  when  his  labors 
in  this  direction  were  finished,  he  had  per- 
fected an  interrupter  that  would  operate  on 
alternating  current. 

Not  content  with  making  improvements 
in  tubes  and  interrupters,  he  turned  his  at- 
tention to  coils  and  here  again,  when  his 
ideas  were  incorporated  by  coil  builders,  he 
had  a generating  apparatus  of  exceptional 
capacity  and  endurance.  I am  advised  that 
Clyde  Snook,  while  working  with  Crane, 
received  ideas  and  suggestions  from  him 
that  assisted  greatly  in  the  development  of 
the  interrupterless  transformer. 

A technical  contribution  of  far-reaching 
importance  was  in  the  design  and  construc- 
tion of  his  fluoroscopic  screen.  Having,  very 
early,  a deep  interest  in  the  roentgen  study 
of  the  chest,  he  perceived  the  advantage  of 
a screen  of  sufficient  size  to  permit  a sur- 
vey of  the  entire  chest,  so  he  had  a screen 
of  special  size.  For  financial  reasons  he 
was  desirous  of  conserving  his  new  screen 
so  he  had  it  covered  with  glass  and  sealed 
with  paraffin.  Thus  it  was  that,  in  spite  of 
much  work  and  long  exposures,  Dr.  Crane 
was  unharmed  by  - the  x-ray.  The  size  of 
the  screen  and  the  protection  afforded  by 
the  glass  cover  had  been  sufficient  to  pre- 
serve this  pioneer  from  danger. 

Still  further  evidence  of  his  profound 
knowledge  and  insight  into  the  requirements 
for  the  proper  control  and  use  of  x-rays 
was  the  conception,  design  and  construction 
of  an  instrument  for  the  determination  of 
the  quantity  and  quality  of  his  tube  output. 
Since  he  was  measuring  shadows,  he  named 
his  new  device  “the  skiagraph.’’  The  same 
idea  was  developed  later  into  instruments 
called  penetrometers,  with  which  only  the 
earlier  workers  are  familiar.  And  finally, 
he  foresaw  the  advantage  and  necessity  of 
concentration  of  the  x-ray  beam  and  fixation 
of  the  patient  and  he  developed  an  apparatus 
with  cone  and  fixation  and  compression  de- 
vice. With  this  relative  perfection  in  tube, 
coil  and  interrupter  and  measuring  instru- 
ments, it  was  natural  that  Crane  could  pro- 
duce plates  of  the  highest  technical  quality 
and  be  capable  of  doing  fluoroscopy  with  un- 
usual thoroughness.  While  others  were  re- 
quiring many  minutes  of  exposure  to  obtain 
diagnostic  plates,  he  was  obtaining  them  in 
as  many  seconds.  His  work  was  of  such  a 
high  standard  that  he  was  visited  by  im- 


portant physicians  from  every  large  city — 
Leonard,  Kassabian,  Pfahler,  Howard  Kel- 
ley, Snook,  and  many  others  came  to  see 
and  learn  from  the  master. 

Simultaneously,  with  these  technical  stud- 
ies, Crane  carried  on  their  clinical  applica- 
tion. His  first  interest  was  in  the  chest,  and 
as  early  as  September  27,  1898,  he  addressed 
the  Kalamazoo  Academy  of  Medicine  on 
“The  Roentgen  Rays  in  Diseases  of  the 
Lungs.’’  The  Philadelphia  Medical  Journal, 
at  that  time,  offered  prizes  for  essays  on 
medical  subjects  and  Dr.  Crane  entered  the 
contest  with  a paper  entitled  “Skiascopy  of 
the  Respiratory  Organs.’’  This  article  was 
published  in  the  March,  1899,  issue,  it  hav- 
ing been  awarded  second  prize.  The  judges 
were  evidently  lacking  in  discernment  and 
appreciation,  for  the  subject  receiving  first 
place  has  been  entirely  forgotten  while 
Crane’s  article,  even  today,  stands  as  a mod- 
el for  guidance  in  fluoroscopy  of  the  chest. 
It  was  this  article  that  attracted  Pfahler 
and  other  early  eastern  workers  to  Crane 
and  Kalamazoo.  Among  these  was  Dr.  W. 
J.  Morton  of  New  York,  author  of  the  ear- 
liest books  on  skiagraphy.  Dr.  Morton  had 
London  contacts,  his  father  being  Morton 
of  anesthetic  fame,  and  he  suggested  that 
Dr.  Crane  submit  a paper  to  the  London 
Roentgen  Society.  This  was  done  and  Dr. 
Crane  became  the  first  American,  aside  from 
Morton,  to  be  honored  by  election  to  mem- 
bership in  this  organization  in  1899,  a dis- 
tinction gained  by  only  a very  few  since. 

His  interest  rapidly  extended  to  the  abdo- 
men as  his  equipment  developed  and  his 
advances  and  contributions  here  are  equally 
noteworthy.  Leonard  of  Philadelphia  saw 
his  first  gastro-intestinal  work  with  Dr. 
Crane,  and  Pfahler  saw  his  first  cancer  of 
the  stomach  while  visiting  him.  Howard 
Kelley,  while  in  Kalamazoo,  saw  for  the 
first  time  the  appendix  demonstrated  fluor- 
oscopically  and  by  plate.  And  Dr.  Bevan 
was  the  first  surgeon  to  be  impressed  with 
the  accuracy  of  Crane’s  work  on  renal  stone 
demonstration.  He  was  operating  on  a pa- 
tient reported  by  Crane  as  having  three 
stones — he  found  two  and  was  inclined  to 
disagree  with  the  roentgen  findings  but 
Crane  insisted  on  further  search  and  the 
third  was  found.  This  case  preceded  the 
reported  work  of  Leonard  on  renal  calculi. 

Dr.  Crane  attended  the  1902  meeting  of 
this  Society  in  Chicago — he  joined  the  fol- 
lowing year  and  began  a service  to  this  or- 
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ganization  not  excelled  by  any  other  mem- 
ber. His  scientific  papers  and  exhibits  on 
gastro-intestinal  and  other  abdominal  lesions 
were  highlights,  for  years  bringing  renown 
and  respect  for  himself  and  the  Society.  A 
service  to  the  Society  for  which  he  was  emi- 
nently fitted  was  aborted  by  the  desire  of  a 
new  publisher  of  our  Journal  to  have  an 
editor  convenient  to  his  place  of  business. 
After  a few  months  of  leadership  of  the 
highest  order,  the  editorship  was  transferred 
to  New  York  City. 

As  great  as  his  technical  and  diagnostic 
contributions  have  been,  they  are  equalled, 
if  not  excelled,  by  his  influence  for  the 
development  and  maintenance  of  the  best 
ethical  standards  for  roentgenologists.  His 
unselfishness  and  purity  of  purpose  are  il- 
lustrated by  his  refusal  to  accept  a piece  of 
apparatus  offered  by  a manufacturer  who 
had  profited  greatly  by  his  advice  and  sug- 
gestions. As  I have  studied  Crane  and  his 
work,  I have  come  to  the  conclusion  that 
he  has  contributed  more  than  any  other  to 
the  present  high  standard  of  American 
roentgenology,  adding  greatly  to  its  scien- 
tific attainments  and  its  respectability.  He 
should  be  studied  as  an  example  by  every 
one  taking  up  the  work  he  has  so  graced. 

Another  citizen  of  Michigan  gifted  with 
the  power  of  medical  vision  into  the  future 
was  a physician  of  Grand  Rapids,  Henry 
Hulst,  one  with  a fine  family  and  racial  in- 
heritance, of  gentlemanly  manner  and  bear- 
ing, of  keen  mechanical  and  scientific  in- 
sight and  steadfastness  of  purpose. 

Following  shortly  the  entrance  of  Keenan 
and  Crane  into  the  study  of  the  mysterious 
x-ray,  Hulst  equipped  himself  first  with  a 
static  machine  and  other  necessary  appara- 
tus and  began  promptly  a profound  study 
of  the  thorax.  He  soon  appreciated  the 
necessity  of  the  elimination  of  respiratory 
and  cardiac  movements  if  satisfactory  plates 
of  the  thorax  were  to  be  obtained.  Stimu- 
lated by  what  he  had  heard  and  seen  in  Kal- 
amazoo, he  experimented  with  various  coils 
and  interrupters  until  he  found  himself  pos- 
sessed with  an  equipment  which  made  it 
possible  for  him  to  obtain  excellent  roent- 
genograms of  the  chest  with  exposures  of 
a second  and  less.  When  this  epoch-making 
accomplishment  became  known  to  his  fel- 
low workers,  they  journeyed  to  Grand  Rap- 
ids, doubtful  and  suspicious,  and  insisting 
that  he  demonstrate  and  substantiate  his  an- 
nouncement. Among  these  was  Dr.  Arthur 


Holding,  who  represented  a group  who  were 
suspicious  that  Hulst  was  faking  or  mis- 
taken, and  he  went  to  Grand  Rapids  to  make 
personal  observations.  After  an  evening  in 
the  laboratory,  he  wired  Johnston  and 
Boggs,  his  fellow  doubters,  “One-quarter 
second  is  straight  goods.” 

The  competitive  spirit  that  God  gives 
some  men  was  highly  developed  in  Hulst 
and  he  continued  in  the  search  for  equip- 
ment and  method  that  would  satisfy  his 
need — or  shall  I say  greed — for  power  and 
speed.  Time,  effort  and  money,  all  were 
sacrificed.  Building  concrete  platforms, 
adding  silo-like  additions  to  his  home  for 
housing  his  tower-like  static  machines,  or- 
dering coils  of  unheard-of  capacity — these 
all  indicate  the  intensity  of  his  purpose.  In 
his  own  words,  “he  was  trying  to  catch  the 
tail  of  the  gamma  rays.” 

Rivalling  Crane  with  the  quality  of  his 
plates,  he  was  soon  exhibiting  at  the  Annual 
Meetings  of  the  Society,  first  in  Chicago  in 
1902,  then  in  Philadelphia,  St.  Louis,  Balti- 
more and  Niagara  Falls.  He  accumulated 
an  exhibit  of  such  exceptional  quality  that 
he  was  delegated  by  Dr.  Caldwell,  president 
in  1908,  to  represent  him  at  the  Interna- 
tional Congress  of  Roentgenology  at  Am- 
sterdam, and  exhibit  his  plates.  At  the 
same  time  he  addressed  this  group  on  “Soft 
Tissue  Roentgenography.”  This  exhibit  ex- 
cited the  wonder  and  envy  of  all  who  saw 
it  and  his  views  on  soft  tissue  demonstration 
were  adopted  with  most  satisfactory  results. 
Again  what  a convincing  priority  in  a field 
rather  recently  exploited  by  some  of  our 
contemporaneous  workers.  And  paralleling 
Crane’s  advancement  as  a medical  diagnos- 
tician made  possible  by  information  roent- 
genologically  obtained,  Hulst  soon  became 
an  authority  on  pulmonary  lesions.  His 
writings  and  discussions  on  the  nature  of 
the  root  shadows  and  “linear”  markings  on 
chest  plates  indicate  his  intimate  knowledge 
of  the  anatomy  of  the  lung  and  the  struc- 
tural changes  resulting  from  various  dis- 
eases. 

His  rapid  roentgenography  enabled  him 
to  make  some  original  observations  of  the 
gastro-intestinal  tract.  He,  very  early,  dem- 
onstrated the  changes  in  size,  contour  and 
position  of  the  stomach,  associated  with 
changes  in  body  position,  similar  studies  be- 
ing made  on  other  abdominal  structures  and 
also  the  thoracic  structures.  His  work  in 
this  connection  excited  the  interest  and  at- 
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tention  of  anatomists  and  he  was  invited  to 
important  eastern  medical  schools  to  present 
the  new  method  of  observing  and  teaching 
anatomy. 

His  study  of  the  appendix  was  original 
and  valuable.  He  showed  by  several  films 
the  peristaltic  action  of  the  appendix  and 
its  mobility. 

In  the  field  of  therapy,  Hulst  probably 
excelled  Crane  in  the  early  years.  In  pos- 
session of  a coil  of  great  capacity,  he  was 
capable  of  procuring  a volume  of  radiation 
of  good  quality  with  correspondingly  good 
results. 


An  impairment  in  health  permanently 
removed  Hulst  from  active  practice.  Had 
he  retained  his  physical  capacity  for  work, 
his  influence  would  have  continued  with  that 
of  Crane.  Surely  he  impressed,  profoundly, 
his  day  in  the  field  and  a high  place  as  a 
valuable  contributing  pioneer  is  assured  him. 

I am  conscious  that  my  efforts  to  eulogize 
these  three  men  of  Michigan  are  feeble  and 
insufficient.  But  I have  assurance  that  the 
study  of  their  lives  as  it  is  related  to  our 
work  has  afforded  me  interesting  entertain- 
ment and  pleasure  and  has  been  a source 
of  mental  and  spiritual  stimulation. 
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drink  from  an  infected  source.  When  such 
is  the  case,  an  effort  is  made  to  have  the 
patient  charged  back  to  the  municipality 

TABLE  i 


Typhoid  fever  has  become  so  infrequent  in  recent  years  that  the  matter  of  determining 
the  source  of  infection  often  requires  considerable  skill.  Table  I indicates  the  number 
of  cases  and  deaths  from  typhoid  fever  reported  in  Detroit  since  1910. 

The  reasons  for  the  gradual  decrease  in  number  of  cases  may  be  stated  to  be  (a)  the 
chlorination  of  water,  beginning  April,  1913;  (b)  the  pasteurization  of  milk,  May, 
1915;  (c)  the  protection  of  city  water  mains  by  removal  of  cross-connections  with  water 
supplies  from  polluted  sources;  (d)  the  extension  of  water  carriage  sewage  disposal; 
(e)  the  extension  of  the  use  of  city  water 
in  preference  to  the  use  of  local  wells;  (f) 
the  establishment  of  the  filter  plant,  Decem- 
ber, 1923;  (g)  the  search  for  and  the  find- 
ing of  typhoid  carriers  in  recent  years. 

To  say  that  a person  develops  typhoid 
fever  after  drinking  water  from  a well  or 
after  eating  food  while  on  a picnic,  is  not 
acceptable  unless  it  can  be  shown  that  other 
attendants  have  developed  typhoid  fever  at 
about  the  same  time.  Sporadic  cases  of 
typhoid  fever  do  not  become  infected  in  this 
manner.  In  determining  the  source  of  in- 
fection of  a case  reported  in  a particular 
municipality,  one  of  the  first  things  to  de- 
termine is  whether  or  not  the  patient  does 
have  typhoid  fever  or  one  of  the  allied  para- 
typhoid fevers.  When  the  diagnosis  has 
been  made,  the  date  of  onset  can  then  be 
determined  as  accurately  as  possible.  When 
this  date  is  found,  it  is  possible  to  state  that 
the  patient  became  infected  in  about  ten  to 
twenty-one  days  prior  to  the  date  of  onset. 

If  during  that  period  the  patient  has  been 
on  a journey,  it  will  be  necessary  to  find  out 
if  he  has  been  associated  with  a case  of 
typhoid  fever  or  has  consumed  food  or 


Year 

Cases 

Case  Rate 
Per  1,000 
Population 

Deaths 

Death  Rate 
Per  100,000 
Population 

1910 

583 

1.25 

91 

10.5 

1911 

386 

.7 

79 

14.3 

1912 

365 

.64 

93 

16.4 

1913 

364 

.59 

146 

24. 

1914 

470 

.71 

71 

10.8 

1915 

410 

.56 

72 

9.9 

1916 

393 

.53 

87 

11.8 

1917 

471 

.57 

107 

13. 

1918 

255 

.28 

67 

7.4 

1919 

260 

.28 

49 

5.3 

1920 

199 

.19 

52 

5.1 

1921 

393 

.42 

55 

5.8 

1922 

194 

.2 

50 

5.3 

1923 

134 

.13 

42 

4. 

1924 

132 

.12 

30 

2.7 

1925 

148 

.12 

33 

2.6 

1926 

129 

.10 

28 

2.2 

1927 

93 

.07 

16 

1.2 

1928 

69 

.05 

14 

1. 

1929 

72 

.05 

13 

.9 

1930 

68 

.04 

17 

1.1 

1931 

115 

.075 

12 

.8 

1932 

57 

.04 

9 

.6 

1933 

48 

.03 

10 

.7 

TABLE  II.  TYPHOID  FEVER  CASES  BY  SOURCE  OF  INFECTION. 
DETROIT 1914  TO  DATE 
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where  the  infection  was  obtained.  Some- 
times it  happens  that  the  patient  becomes  ill 
with  typhoid  fever  before  returning  home, 
or  perhaps  becomes  ill  with  typhoid  fever 


pare  a table  which  will  indicate  the  exact 
number  of  cases  whose  source  of  infection 
was  in  Detroit. 

Table  IV  indicates  the  number  of  cases 


CHART  I 


and  is  transferred  to  a hospital  in  another 
municipality  where  the  diagnosis  is  made. 
Under  all  three  of  these  conditions,  the  pa- 
tient should  not  be  charged  against  the 
municipality  in  which  the  case  was  first  re- 
ported, but  should  be  charged  to  the  munic- 
ipality where  the  infection  was  obtained. 

Table  II  indicates  the  number  of  cases 
reported  in  Detroit  by  years  since  1914  and 
it  states  the  source  of  infection  so  far  as  it 
was  possible  to  obtain  it.  From  this  table 
it  will  be  apparent  that  milk  has  not  been 
a source  of  infection  since  1914.  No  cases 
of  typhoid  have  been  obtained  from  the 
boats  on  the  lakes  since  1921  except  in  1929 
when  two  employees  became  infected. 
Oysters  have  been  a source  of  infection  only 
in  the  years  1915,  1916,  1924,  and  1925 
and  other  foods  have  been  incriminated  only 
in  the  year  1922.  Well  water  has  not  been 
known  to  carry  infection  since  1918. 

From  Table  II  it  will  also  be  noted  that 
a considerable  number  of  cases  each  year 
have  been  studied,  but  the  source  of  infec- 
tion has  not  been  definitely  determined. 
These  cases  are  recorded  in  Table  III. 
From  this  table  it  will  be  observed  that  in 
from  30  to  50  per  cent  of  the  cases  reported 
each  year  it  has  not  been  possible  to  deter- 
mine the  exact  source  of  infection.  On  ac- 
count of  this  fact,  it  is  not  possible  to  pre- 


of  typhoid  fever  deriving  their  infection  in 
Detroit  so  far  as  it  is  known.  Known 
sources  of  infection  from  outside  of  Detroit 
have  been  subtracted  from  the  number  re- 
ported in  the  city,  leaving  a residue  which 
indicates  the  approximate  number  of  cases 
infected  in  Detroit.  It  is  possible  that  had 
the  source  of  infection  of  the  cases  men- 
tioned in  Table  III  been  determined,  the 
source  of  some  of  them  might  have  been 
found  to  be  outside  of  Detroit.  This  would 
make  the  number  of  cases  recorded  in  Table 
IV,  as  having  been  infected  in  Detroit,  a 
much  more  accurate  statement.  This  point 
is  brought  out  more  clearly  in  Chart  I,  where 
the  gross  number  of  cases  is  indicated  by 
the  whole  line;  the  gross  number  of  cases 
less  the  out-of-town  cases  by  the  dotted  line; 
and  the  number  of  cases  from  unknown 
sources  by  the  broken  line. 

It  is  clear  that  if  one  were  sure  that  there 
were  no  sources  outside  the  city  in  this  latter 
group  (those  indicated  by  the  broken  line), 
one  would  be  better  satisfied  with  the  num- 
bers indicated  by  the  dotted  curve.  How- 
ever, from  a study  of  this  dotted  curve  it 
appears  that  the  number  of  cases  of  typhoid 
fever  reported  in  Detroit  from  1914  to  1923 
made  a rapid  decline  from  year  to  year. 
Since  1923  it  is  apparent  that  the  major 
sources  of  infection  have  not  been  present 
so  that  the  incidence  each  year  has  been  low 
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TABLE  V 


Month 

Residents  of  Detroit 

Residents  Outside  of  Detroit 

Primary 

Secondary 

Deaths 

Primary  | Secondary 

Deaths 

January  and  February 

No  cases 

March 

1 

1 1 1 

April 

4 

1 

2 I 

May 

4 

1 

1 | 

1 

June 

8 

1 ! 1 

July 

10 

1 

1 1 1 

August 

28 

1 

4 | 2 | 2 

1 

September 

24 

9 

1 | 3 [ 

October 

3 

3 

1 

November 

4 

1 1 

December 

3 

1 1 

TOTAL 

89 

16 

10  | 8 | 2 

2 

TABLE  VI 


PRIMARY 

SECONDARY 

Typhoid 

carriers 

Swimming  in 
polluted  water 

Drinking 
infected  water 

Contacts  in 
the  home 

Contacts  in 
hospital 

Total 

3 

6 

3 

9 

3 

24 

and  much  more  constant.  By  reference  to 
Table  II,  it  will  be  noted  that  typhoid  car- 
riers were  first  observed  in  1927.  It  is 
probable  that  they  have  been  present  in  de- 
creasing numbers  through  the  years,  but  the 
effort  to  detect  them  was  not  successful 
until  1927. 

If  we  can  disregard  the  cases  of  unknown 
sources  it  is  apparent  that  through  the  years 
the  greatest  number  of  cases  had  their 
sources  outside  of  Detroit;  the  next  most 
important  source  is  contact  with  known 
cases  of  typhoid  fever.  Now  that  the  sani- 
tary improvements  of  the  city,  including  the 
care  of  the  water  supply  and  the  milk  sup- 
ply, have  been  perfected,  it  is  apparent  that 
contacts  with  known  cases  is  the  greatest 
danger  point.  A later  report  by  the  Engi- 
neering Division  will  indicate  the  correlation 
between  the  decrease  of  typhoid  fever  in  the 
city  with  (a)  the  increase  in  sewer  connec- 
tions, (b)  increase  in  connections  to  the  city 
water  lines  and  discontinuance  of  wells,  and 
(c)  pasteurization  of  milk.  This  correla- 
tion is  apparent,  but  a later  report  will  pre- 
sent a careful  study  of  the  data.  Since 
1922,  swimming  in  the  Detroit  River  and  in 
River  Rouge  and  certain  parts  of  Lake  St. 


Clair,  while  they  have  been  sources  of  infec- 
tion, have  not  been  the  important  ones 
that  they  were  prior  to  this  date. 

During  the  past  few  years  considerable 
spe'cial  effort  has  been  made  to  determine  the 
sources  of  infection.  In  1931  the  source 
of  infection  of  51  out  of  115  cases  could 
not  be  surely  established.  The  probable 
sources  of  13  of  these  cases  were  partially 
established. 

Table  V indicates  the  incidence  of  typhoid 
fever  cases  in  Detroit  by  months  during 
1931,  and  it  also  indicates  those  who  were 
resident  outside  of  Detroit.  From  this 
table  it  is  apparent  that  there  were  115  cases 
reported  in  Detroit  during  1931.  Of  these 
twelve  patients  died.  It  is  also  apparent 
that  ten  of  the  115  patients  were  resident 
outside  of  Detroit  and  came  into  the  city 
for  treatment.  Two  of  these  non-resident 
patients  died  in  Detroit. 

The  words  primary  and  secondary  should 
be  defined.  When  a case  of  typhoid  appears 
in  a family,  if  after  a suitable  incubation 
period  a contact  develops  typhoid  fever,  the 
former  case  is  called  a primary  case  and  the 
latter  a secondary.  A contact  to  a known 
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case,  who  develops  typhoid  fever,  is  called  a 
secondary. 

Table  VI  indicates  the  source  of  infection 
in  and  about  Detroit. 

The  typhoid  carriers  found  were  interest- 
ing. One  was  a cook,  a woman  38  years  of 
age,  who  had  typhoid  fever  in  1911.  She 
had  worked  for  a number  of  important  fam- 
ilies in  Detroit  during  the  last  fifteen  years. 
There  had  been  no  cases  of  typhoid  fever 
traced  to  her  before  the  one  observed  in  the 
family  of  her  employer  this  year.  Another 
carrier  was  a man,  46  years  of  age,  em- 
ployed as  a night  watchman.  He  had  ty- 
phoid fever  in  1915.  His  grandson  devel- 
oped typhoid  fever  this  year.  The  third 
typhoid  fever  carrier  is  a woman,  35  years 
of  age,  who  had  typhoid  fever  in  1911.  The 
patient  was  the  sixteen  months’  old  daugh- 
ter of  this  carrier. 

The  six  primary  cases  infected  while 
swimming  had  been  in  the  Detroit  river  off 
the  Detroit  shore,  where  the  water  is  known 
to  be  polluted  by  the  Detroit  sewers.  Some 
of  these  patients  had  been  swimming  in  the 
River  Rouge,  which  is  also  badly  polluted. 
These  patients  had  been  swimming  in  these 
places  about  two  weeks  before  their  illness 
began. 

Those  who  drank  infected  water,  did  so 
unwittingly.  One  drank  water  from  a high 
pressure  fire  main  which  comes  from  the 
Detroit  river.  The  water  was  left  over  after 
being  sprayed  at  a fire.  Some  of  the  cases 
obtained  water  from  a hose  used  to  carry 
water  from  the  river  to  cool  iron  castings 
at  a foundry.  These  are  good  examples  to 
illustrate  what  Detroit  is  saved  from  by  the 
filtration  plant  and  the  chlorination  of  the 
water.  Detroit  city  water  is  excellent  for 
drinking  purposes,  but  the  raw  water  is 
dangerous. 

The  next  group  of  Detroit  cases  received 
their  infection  by  association  with  the  first 
case  in  the  family.  It  is  dangerous  to  have 
a case  in  the  home,  as  evidenced  by  the  nine 
cases  who  developed  the  disease  from  other 
cases  in  the  homes.  Three  cases  developed 
in  hospitals.  They  were  nurses  caring  for 
cases  of  typhoid  fever. 

The  next  and  larger  group  obtained  their 
infection  outside  of  Detroit.  There  were 
forty  such  cases.  Of  these  eight  returned 
home  from  vacations  having  symptoms  of 
typhoid  fever.  Six  more  returned  home  and 
soon  developed  typhoid  fever.  They  learned 
afterward  that  the  places  where  they  had 


been  swimming  were  known  to  be  con- 
demned. Twenty  drank  polluted  water.  The 
natives  never  drank  the  water  from  this 
source,  they  used  other  sources.  Then  there 
were  six  who  went  to  visit  or  help  care  for 
relatives  who  had  typhoid  fever  in  their 
home  towns,  and  then  developed  the  disease 
themselves. 

The  most  important  point  brought  out 
above  is  that  eighteen  cases  obtained  their 
infection  in  direct  association  with  a case. 
It  is  safer  not  to  visit  a case  of  typhoid 
fever ; wait  until  he  has  recovered.  He  will 
then  enjoy  a visit  much  better. 

There  were  thirty-eight,  or  one-third  of 
the  cases,  the  source  of  which  could  not  be 
determined.  Included  in  this  group  are 
those  who  were  boarding  and  had  no  rela- 
tives. Some  of  them  died  before  detailed 
information  could  be  obtained.  The  others 
were  cases  in  which  all  forms  of  inquiries 
failed  to  reveal  the  source. 

TYPHOID  FEVER  IN  1932 

There  were  fifty-seven  cases  reported. 
Nine  of  these  patients  died.  The  source  of 
infection  was  found  in  thirty-three,  the 
probable  source  in  eleven,  and  in  thirteen  the 
source  could  not  be  determined. 

Of  the  thirty-three  cases  having  a known 
source  of  infection,  twenty-five  were  found 
to  have  been  infected  outside  of  Detroit. 
Of  these  outside  sources  three  were  infected 
while  traveling,  seven  while  swimming  in 
infected  waters,  twelve  through  drinking 
water  from  polluted  sources,  and  three  were 
contacts  with  cases  of  typhoid  fever  in  their 
homes.  There  were  eight  patients  who  re- 
ceived their  infection  while  in  Detroit,  three 
from  typhoid  carriers,  three  from  swimming 
in  infected  water,  and  two  were  contacts 
with  cases  of  typhoid  fever  in  their  homes. 
One  typhoid  carrier  was  found  during  the 
year.  Thirty-six  of  the  thirty-seven  patients 
were  hospitalized. 

TYPHOID  FEVER  IN  1933 

There  were  forty-eight  cases  of  typhoid 
fever  in  Detroit  during  1933.  Ten  of  these 
patients  died.  The  source  of  infection  was 
found  in  twenty-eight,  the  probable  source 
in  one,  and  in  nineteen  instances  it  was  not 
possible  to  find  a source. 

Of  the  twenty-eight  known  sources  of  in- 
fection, twelve  were  found  to  be  outside  of 
Detroit,  seven  were  infected  while  travel- 
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ing,  three  while  swimming  in  infected  wa- 
ters, and  two  from  drinking  polluted  water. 

There  were  sixteen  whose  source  of  infec- 
tion was  found  to  be  in  Detroit.  Eight 
were  infected  by  typhoid  carriers,  one  while 
swimming  in  infected  water,  and  two  from 
drinking  polluted  water.  Five  received  their 
infection  from  contact  with  a case  in  the 
home.  During  the  year  six  typhoid  carriers 
were  found.  Thirty-four  of  the  forty-eight 
cases  were  hospitalized. 

During  the  year  1933  a special  rule  was 
adopted  by  the  State  Department  of  Health 
by  which  it  is  possible  to  reallocate  cases  of 
typhoid  fever  to  the  municipality  from 
which  they  received  their  infection.  This 
regulation  reads  as  follows: 

1.  If  the  source  of  infection  is  indeterminable  the 
case  is  allocated  to  the  reporting  jurisdiction,  or,  if 
the  case  is  reported  by  more  than  one  health  officer, 
then  , to  the  jurisdiction  which  seems  the  more  likely 
place  of  infection  in  the  opinion  of  the  Bureau  of 
Communicable  Diseases. 

2.  A case  is  reallocated  to  another  jurisdiction 
provided  that: 

a.  The  case  was  in  that  jurisdiction  for  all  or 
most  of  the  period  from  seven  to  twenty- 
one  days  previous  to  the  onset,  and  that 
other  epidemiological  evidence  is  insufficient 
to  warrant  any  other  allocation ; or 

b.  The  case  has  been  traced  to  a source  or 
mode  in  that  jurisdiction ; or 

c.  The  case  is  presumably  an  outbreak  case  in 
that  jurisdiction,  whether  or  not  the  source 
and/or  mode  are  determined.” 


On  account  of  the  above  rule  it  was  pos- 
sible for  the  Detroit  Department  of  Health 
to  have  fourteen  patients  reallocated  from 
Detroit.  It  is  felt  that  the  above  regulation 
of  the  State  Department  of  Health  is  a very 
forward  looking  provision  because  it  focuses 
attention  upon  the  location  where  sources  of 
infection  have  manifested  themselves,  and 
may  be  looked  upon  as  possible  sources  in 
the  future.  This  will  stimulate  local  health 
authorities  to  correct  the  condition  which 
makes  possible  the  spread  of  typhoid  fever 
in  their  municipality. 

SUMMARY 

1.  A record  has  been  given  of  the  inci- 
dence of  typhoid  fever  in  Detroit  from  1910 
to  1933,  inclusive. 

2.  It  has  been  pointed  out  that  the  de- 
crease in  incidence  has  been  due  to  improve- 
ments in  the  water  supply,  pasteurization  of 
milk,  extension  of  the  sewer  system,  exten- 
sion of  the  city  water  mains,  the  elimina- 
tion of  cross  connections,  the  search  for  ty- 
phoid carriers,  and  the  educational  work 
regarding  possible  sources  of  infection  when 
out  of  the  city. 

3.  Intensive  study  of  the  source  of  infec- 
tion of  each  case  has  been  fruitful  in  point- 
ing out  important  sources  of  infection. 


OUR  DUTY  TO  THE  PUBLIC 

“What  should  be  our  attitude,  for  the  public  wel- 
fare and  for  our  own  sakes,  with  regard  to  irregu- 
lar practiitoners?”  asks  the  editor  of  the  Pennsylva- 
nia Medical  Journal.  “Undoubtedly  the  solution  lies 
in  the  legislation  restricting  the  practice  of  medicine 
to  those  properly  qualified  and  such  laws  as  are  for 
the  benefit  of  the  public  it  is  right  to  urge  upon  that 
public  even  though  it  be  not  wise  enough  to  com- 
mend us.  Were  there  no  legislation  restricting  the 
milk  supply,  the  people  at  large  would  be  content 
to  take  any  filthy  stuff  the  milkman  might  bring,  but, 
by  putting  before  their  more  intelligent  representa- 
tives the  need  of  a pure  milk  supply,  we  virtually 
protect  the  people  from  themselves.  If  it  be  asserted 
that  people  have  an  inalienable  right  to  use  dirty 
milk  if  they  so  prefer  and  that  our  laws  interfere 
with  this  privilege,  still  they  do  not  possess  such 
right  in  regard  to  the  milk  they  shall  give  their  chil- 
dren and  it  is  clearly  the  duty  of  the  law  to  guard 
the  helpless  from  harm.  It  seems  to  us  that  this 
matter  as  well  as  many  others  of  public  hygiene  in 
which  the  public  is  protected  from  itself  and  the 
helpless  from  the  ignorant  is  paralleled  by  that  of 
irregular  practice.  If  we  can  teach  legislatures  that 
medicine  should  be  practiced  only  by  those  qualified 


by  proper  education,  the  question  is  at  once  solved. 
If  a cultist  desires  to  practice  healing  let  him  first 
study  medicine,  pass  a State  Board,  then  he  may 
practice  legally  whatever  system  of  the  healing  art 
seems  to  his  clarified  judgment  the  most  efficient. 
That  he  might  be  guilty  of  devious  methods  is  true 
but  so  might  be,  and  occasionally  are,  physicians 
who  yet  have  been  regularly  admitted  to  practice 
and  cannot  be  debarred  therefrom.  But  what  such 
laws  would  do  is  to  protect  from  the  ignoramus, 
who  with  no  knowledge  of  premises  sets  himself  up 
to  cure  disease  in  some  new  fashion,  not  only  the 
adult  public,  who  perhaps  should  be  allowed  to  at- 
tempt the  descensus  Averni  in  its  own  way,  but  the 
helpless  children  who  have  now  to  be  sacrificed  to 
whatever  fad  is  uppermost  in  their  parents’  unbal- 
anced minds.  To  educate  the  public  and  especially 
the  lawmakers  against  such  practitioners  is  not  only 
our  right  but  our  duty;  but  it  must  be  done  sanely 
and  with  moderation,  for  even  so  our  only  reward 
will  often  be  an  accusation  of  professional  jealousy. 
Misunderstanding  should  not  deter  us;  the  health  of 
the  people  in  many  ways  depends  upon  what  physi- 
cians have  done  and  are  doing  in  the  face  of  the 
bitterest  opposition ; and  the  measures  that  they 
have  caused  to  be  enacted  and  enforced  have  led  to 
anything  but  selfish  benefit.” 
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HYPOTHYROIDISM  AND  CHOLELITHIASIS 


CLIFFORD  B.  LORANGER,  M.D.f 

DETROIT,  MICHIGAN 


Search  of  the  medical  literature  for  the  last  several  years  has  failed  to  reveal  more 
than  casual  reference  to  a definite  relation  which,  I believe,  exists  between  some  cases  of 
cholelithiasis  and  hypothyroidism.  In  1900  Hertough  (quoted  from  Buttner)  pointed  out 
a possible  relation ; and  Buttner  describes  a case  which  seems  to  bear  out  this  theory.  Rowe 
says  that  liver  and  gall  bladder  disease  is  from  three  to  five  times  as  common  in  thyroid 
as  in  pituitary  disease  and  more  than  two  times  as  common  as  in  a typical  group  of  non- 
endocrin  complaints. 


It  is  of  more  than  passing  interest  that 
nearly  all  gallstones  contain  cholesterol ; 
some  indeed  are  composed  almost  entirely 
of  this  substance.  Robinson  says  that  the 
average  cholesterol  value  is  raised  in  the 
blood  in  cholelithiasis  and  Foweather  and 
Collinson  report  that  these  high  values  re- 
turn to  normal  after  cholecystectomy. 

Cholesterol  is  a monatomic  alcohol  with 
a condensed  formula  of  C27H43OH  and  is 
structurally  related  to  the  bile  acids.  It  is  not 
easily  soluble  except  in  the  presence  of  these 
acids.  In  the  blood  it  forms  a weak  molecu- 
lar union  with  saponaceous  substances  and 
glucosides  which  have  a hemolytic  action 
and  so  protects  the  red  blood  cells.  In  the 
cells  it  checks  lipolytic  action  of  some  en- 
zymes, conserving  protoplastic  lipins.  It  also 
aids  the  cells  to  absorb  more  water  without 
losing  their  semisolid  state  (Mathews). 
Cholesterol  is  distributed  throughout  the 
body  both  in  the  free  state  and  as  ester  cho- 
lesterol. 

It  is  probable  that  gall  stones  are  not 
caused  by  any  single  condition  or  bodily 
state,  but  that  many  synergetic  factors  enter 
into  their  formation.  Locally,  infection  and 
stasis,  and  constitutionally,  metabolic  disor- 
ders as  pregnancy,  obesity  and  endocrinopa- 
thies,  cover  the  major  etiology. 

That  infection  is  not  the  “sine  qua  non” 
of  gallstone  formation  is  well  known  to  sur- 
geons and  pathologists,  for  both  have  seen 
the  smooth,  glistening,  grossly  normal  blad- 
der which,  nevertheless,  contains  numerous 
faceted  stones.  When  the  mucosa  of  this 
type  of  gallbladder  is  examined,  it  often  pre- 
sents a striking  appearance ; the  surface  is 


fDr.  Loranger  is  a graduate  of  the  Detroit  College  of 
Medicine  and  Surgery,  1926.  He  was  House  Physician  at 
Providence  Hospital.  He  is  now  a member  of  the  staff  of 
The  Woman’s  Hospital  and  of  St.  Joseph  Mercy  Hospital, 
Detroit.  He  is  instructor  in  Anatomy  at  the  Detroit  College 
of  Medicine,  now  the  medical  faculty  of  Wayne  University. 


dark  red  in  color  with  characteristic  yellow 
dots,  like  a strawberry,  from  which  it  gets 
the  name  “strawberry  gallbladder.”  Boyd 
speaks  of  gallbladders  in  this  condition  as 
“lipoid  gallbladders.”  Others  have  written 
on  this  subject  but  his  work  represents  the 
first  detailed  study  of  this  type  of  choleli- 
thiasis. In  1909,  Monahan  first  called  atten- 
tion to  this  type  of  disturbance  and  Licht- 
witz  and  Illingworth  have  made  important 
contributions.  Elman  and  Graham  in  1931 
reported  their  dog  experiments.  The  latter 
two  authors  contradict  the  claim  of  the 
others  that  the  gallbladder  absorbs  choles- 
terol and  have  shown  that  in  dogs  the  gall- 
bladder wall  actually  excretes  this  substance. 

In  the  production  of  stones,  without  in- 
fection, the  following  changes  should  be 
considered.  First,  an  increase  in  the  amount 
of  cholesterol  in  relation  to  the  bile  acids. 
This  may  be  due  to  an  increased  hepatic 
elimination  with  an  abnormal  differential 
rate  of  absorption  of  the  component  parts 
of  the  bile,  as  Ashoff  maintains;  or  it  may 
be  due  to  increased  excretion  of  cholesterol 
by  the  gallbladder  mucosa  (Elman  and  Gra- 
ham). Second,  the  supersaturated  bile  pre- 
cipitates the  cholesterol  upon  detached  frag- 
ments of  mucosa,  the  villi  of  which  had  be- 
come loaded  with  cholesterol  and  peduncu- 
lated (Boyd).  Stasis,  delayed  emptying  or 
incomplete  emptying  of  the  gallbladder  are 
important  factors,  since  the  longer  the  bile 
remains  in  the  viscus  the  more  marked  or 
complete  these  changes  can  become.  Pro- 
longed stasis  by  itself,  however,  will  not 
cause  stones  (Goff,  Hrdina  and  An- 
drews— University  of  Chicago). 

Hypercholesterolemia  is  found  in  states 
other  than  hypothyroidism  and  it  is  interest- 
ing to  see  what  various  authors  have  noted 
in  these  conditions.  In  diabetes,  the  choles- 
terol value  of  the  blood  is  raised  and  gall- 
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stones  are  common,  according  to  Aub. 
Overeating  or  fasting  with  restriction  of 
fluids  may  induce  gallstones  is  a conclusion 
of  L.  A.  Whittaker.  In  nephrosis  there  is 
often  a marked  hyperchloresterolemia  but 
there  are  no  reports  of  an  increased  inci- 
dence of  gallstones  in  these  cases.  This  may 
be  due  to  the  absence  of  any  disturbance  in 
the  tone  or  motility  of  the  gallbladder. 
Pregnancy  is  often  accompanied  by  an  in- 
crease of  blood  cholesterol,  due  to  an  in- 
crease of  female  sex  hormone  or  often  to  a 
thyroid  insufficiency.  The  altered  mechani- 
cal condition  of  the  abdomen  from  the  en- 
larged uterus  disturbs  the  function  of  the 
gallbladder.  Gallstones  are  common  (Fo- 
weather  and  Collinson).  In  a review  of 
their  cases  the  Mayo  Clinic  reports  that  a 
significant  number  of  their  women  patients 
date  the  onset  of  their  cholelithiasis  to  a 
certain  pregnancy. 

Races  subject  to  gallstones  have  more 
cholesterol  in  their  diet  than  others,  accord- 
ing to  Dr.  Langer  (quoted  from  H.  G. 
Wells).  Peterson,  in  the  Archives  of  Pa- 
thology, comes  to  the  defense  of  the  aphor- 
ism that  gallstones  are  found  most  often  in 
the  broad  type  of  person  with  an  obtuse  sub- 
costal angle.  He  says  that  hypercholester- 
olemia is  found  in  the  “heavy  type,”  having 
the  general  biologic  status  of  diminished  tis- 
sue permeability,  lower  metabolic  rate,  more 
sluggish  inflammatory  reactions  of  the  pre- 
sumably hypothyroid,  hyperpituitary  and 
hyperadrenal  groups. 

In  hypothyroidism  the  concomitant  hy- 
percholesterolemia has  been  noted  by  many 
authors.  This  does  not  bear  a direct  relation 
to  the  basal  metabolic  rate  but  is  found  in 
all  profound  cases,  as  in  myxedema.  Dr. 
Frank  Lahey  is  of  the  opinion  that  thyroid 
medication  does  the  most  good  in  those  pa- 
tients in  whom  this  change  is  most  marked 
(over  200  mg.).  Dr.  T.  R.  Brown  in  study- 
ing hypothyroidism  and  its  effect  on  gastro- 
intestinal function  says,  patients  with  a B. 
M.  R.  of  — 20  or  lower  have  a marked 
tendency  to  intractable  constipation,  low 
gastric  acidity  and  delayed  intestinal  con- 
duction or  conveyance. 

Onizawa  in  Tokio,  from  his  experimental 
work,  reports  that  thyroid  depletion  causes 
an  increase  of  ester  cholesterol  in  most  tis- 
sues and  a decrease  of  free  cholesterol,  ex- 


cept in  the  kidneys,  liver  and  spleen,  where 
the  opposite  effect  is  found.  In  the  total 
blood  and  blood  plasma  both  the  free  and  es- 
ter cholesterol  are  increased.  He  concludes 
that  thyroid  acts  in  forming  free  cholesterol 
from  the  ester,  probably  in  the  liver. 

Englebach,  in  discussing  hypothyroidism 
in  the  adult,  says  that  there  is  decreased  re- 
activity of  both  the  central  and  vegetative 
nenous  systems;  that  there  is  a decreased 
exchange  of  fluids,  crystalloids  and  colloids, 
and  increased  retention  of  water  and  pro- 
teins in  the  tissues;  and  that  there  is  a de- 
crease of  tone  and  energy  in  the  gastro-intes- 
tinal  musculature.  Furthermore,  in  writing 
on  the  adipose  types  of  thyroidism  and  pi- 
tuitarism,  he  says,  “an  additional  lithiasis  of 
these  sacs  (gallbladder  and  renal  pelvis)  oc- 
curs. Their  operative  removal  does  not  pre- 
vent their  recurrence,  as  has  been  shown  in 
many  cases.  Preventive  treatment,  there- 
fore, should  go  much  farther,  to  the  re- 
moval of  the  underlying  biochemical  cause, 
which  might  be  corrected.” 

It  is  not  to  be  wondered  at  that  this  rela- 
tion has  not  been  more  frequently  reported, 
when  one  considers  how  seldom  is  the  diag- 
nosis of  hypothyroidism  noted,  especially  in 
cases  as  spectacular  as  gallstones.  Casting 
back  in  the  mind  we  can  all  remember  cases 
of  gallstones  which  present,  in  retrospect, 
the  clinical  picture  of  hypothyroidism.  This 
is  especially  true  of  women  whose  thyroid 
is  so  apt  to  become  depleted  during  preg- 
nancy and  at  the  menopause,  the  time  when 
gallstones  so  often  occur. 

In  conclusion,  there  is  a great  need  of 
studying  the  thyroid  function  in  gallstone 
cases  with  an  idea  of  preventing  recurrence 
of  the  lithiasis  by  adequate  control  of  hypo- 
thyroidism. 
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EDITORIAL 

MUTUAL  HEALTH  SERVICE 

The  greater  portion  of  this  number  of 
this  Journal  is  given  over  to  the  reports 
of  the  special  committee  on  economics  of 
the  Michigan  State  Medical  Society,  the  re- 
port of  the  special  delegation  to  England 
last  January  and  February  and  the  delibera- 
tions of  the  special  meeting  of  the  House 
of  Delegates,  which  assembled  at  Flint, 
April  12.f  It  is  hoped  these  reports  will  be 
read  and  thoroughly  digested  by  each  mem- 
ber of  the  State  Medical  Society.  The 
House  of  Delegates  adopted  the  report  of 
the  Committee  of  Economics  by  a vote  of 
61  to  9,  making  the  following  recommenda- 
tions: 

(1)  Approval  for  discussion  of  the  plan  with  em- 
ployers and  employees.  (2)  Approval  of  an  action 
to  determine  the  legal  status  of  the  Mutual  Health 
Service  and  the  necessary  action  for  the  organization 
of  Mutual  Health  Service.  (3)  Approval  of  the 
preparation  of  a final  detailed  plan  of  the  Mutual 
Health  Service  for  presentation  to  the  House  of 
Delegates  for  final  action. 

Health  insurance,  according  to  the  report 
of  Drs.  Luce  and  Sinai,  was  favored  almost 
universally  by  the  medical  profession  in 
England  and  Scotland.  The  main  objection 
was  the  association  of  insurance  against  ill- 
ness with  unemployment  insurance.  Taking 
a lesson  from  England’s  experience,  the 
Committee  on  Economics  has  dealt  only 
with  the  matter  of  health  insurance  which 
they  have  designated  Mutual  Health  Serv- 
ice. Details  of  the  plan  are  fully  presented 

tSee  supplement  to  this  number. 


in  the  report  and  the  discussions.  The  fact 
is  emphasized  that  the  plan  is  tentative  or 
experimental  and  that  it  will  be  voluntary  to 
the  counties  adopting  it  by  a majority  vote 
of  the  members  of  the  County  Medical  So- 
ciety. 

The  Mutual  Health  plan  is  a sort  of  con- 
tract, the  parties  to  which  are  the  worker 
or  wage  earner,  the  employer  and  the  med- 
ical profession.  The  Journal  of  the 
Michigan  State  Medical  Society  has 
from  time  to  time  dwelt  upon  what  appears 
to  be  a fact ; namely,  that  we  are  on  the 
threshold  of  a new  era  in  medicine  as  we  are 
socially  and  industrially.  What  plan  have 
we  for  the  future  ? That  question  has  been 
answered  by  the  adoption  of  the  aforemen- 
tioned report.  The  new  epoch  is  not  of  our 
making,  nor  is  it  due  to  any  special  desire  on 
the  part  of  anyone.  We  are  confronted  by 
a situation,  and  with  the  lesson  of  other 
states  or  countries  before  us  we  anticipate 
the  future  and  are  doing  our  best  to  avoid 
meeting  it  unprepared. 

Even  with  the  adoption  of  the  recom- 
mendations of  the  Committee  on  Economics 
we  have  only  a beginning.  There  will  be 
obstacles  to  overcome.  Explanation  and 
publicity  will  be  necessary.  In  the  process 
of  the  initial  experiment  changes  doubtless 
will  be  called  for  to  meet  unforeseen  situa- 
tions. However,  the  members  of  the  medical 
profession  cannot  be  charged  with  the  ac- 
cusation of  having  no  definite  plan  to  offer. 

The  problem  is  now  up  to  them.  No 
irrevocable  action  has  been  taken  by  the 
House  of  Delegates. 


THE  BEAUMONT  LECTURE 

The  thirteenth  annual  Beaumont  Lectures 
before  the  Wayne  County  Medical  Society, 
which  are  appearing  in  the  April  and  May 
issues  of  this  Journal,  made  a profound 
impression  upon  most  of  those  who  at- 
tended. Of  equal  or  more  importance  to 
the  medical  man  than  the  horizons  opened 
by  the  new  material  of  the  lectures  were 
certain  implications  which  could  be  drawn 
from  Professor  Fulton’s  talks. 

To  most  physicians,  the  cerebral  cortex 
has  been  a portion  of  the  brain  surface 
which  has  been  marked  int®  areas  asso- 
ciated with  definite  sensory,  motor  and 
associative  functions  and  into  a still  larger 
“unknown”  area.  Since  physiology  has 
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been  slow  in  unraveling  the  mysteries  of 
“unknown”  areas,  there  has  been  some 
tendency  to  look  upon  the  areas  as  “un- 
knowable.” Although  the  work  of  Profes- 
sor Fulton  on  frontal  lobe  localization  has 
dispelled  this  view,  it  has  likewise  shown 
how  dependent  physicians  are  upon  profes- 
sional physiologists.  The  scientific  man 
presents  his  conclusions  in  monographs  and 
textbooks,  repositories  which  for  the  phy- 
sician are  the  known  and  knowable  until 
other  conclusions  are  available.  The  grist 
for  the  scientist  is  nature;  the  source  of 
physiological  knowledge  for  the  physician  is 
the  textbook,  the  monograph  and  the  lec- 
ture. 

Professor  Fulton  casually  called  atten- 
tion in  his  talks  to  the  value  of  the  old  and 
often  forgotten  observations  which  at  the 
time  of  their  recording  could  not  have  been 
correlated  with  the  bulk  of  physiological 
knowledge.  Frequently,  such  records  when 
critically  reviewed  in  the  light  of  newer 
knowledge  have  been  important  contribu- 
tions to  physiology.  In  this  sense,  accurate 
case  records  and  the  observations  of  prac- 
ticing physicians  have  been  valuable  to  phy- 
siologists either  in  providing  data  to  aid  in 
generalizations  or  in  presenting  problems  to 
be  solved. 

In  much  of  his  work,  Professor  Fulton 
combined  certain  techniques  of  the  experi- 
mental psychologist  with  the  standard  phys- 
iological procedure.  His  records  were 
made  through  motion  pictures  to  allow  com- 
parison of  the  behavior  of  his  experimental 
animals.  How  much  more  delicate  is  such 
a method  than  the  ordinary  kymograph  rec- 
ords of  physiology.  It  is  by  such  adapta- 
tion of  method  to  the  problem  investigated 
that  physiology  is  advanced.  The  insight 
into  experimental  method  which  the  lectures 
presented  was  a glimpse  into  the  nature  of 
science. 

Finally,  it  may  be  pointed  out  that  for  a 
long  time  the  frontal  cortex  has  been  known 
to  be  subdivided  into  areas  of  differing  his- 
tological structure.  In  determining  the 
function  of  the  frontal  area,  the  physiologist 
is  correlating  function  with  form.  Where 
the  structure  of  the  cortex  varies,  a different 
type  of  function  may  be  expected.  The 
broad  biological  background  which  corre- 
lates anatomy  and  physiology  in  attaining  a 
viewpoint  of  the  organism  was  evident  in 
Professor  Fulton’s  presentation. 

Thus,  we  see  that,  in  addition  to  show- 


ing that  the  frontal  lobe  is  subdivided  into 
areas  associated  with  the  autonomic  control 
of  intestinal,  vasomotor  and  thermal  re- 
sponse, with  the  physiology  of  individuated 
and  coordinated  movement  and  with  the 
physiology  of  memory,  Professor  Fulton 
has  given  an  insight  into  the  methods  and 
viewpoint  of  physiological  research. 


WORK  AS  A THERAPEUTIC 
MEASURE 

There  is  an  organization  in  England 
which  goes  under  the  somewhat  cumbersome 
name,  Save  the  Children  International 
Union.  Under  the  auspices  of  this  society 
a pamphlet  has  been  issued  which  presents 
conclusions  of  an  investigation  of  the  results 
of  unemployment  on  young  persons.  In- 
formation was  supplied  from  fourteen  dif- 
ferent countries.  An  immense  number  of 
boys  and  girls,  we  are  reminded,  come  of 
age  without  ever  having  had  any  opportu- 
nity for  work.  In  thousands  of  instances 
the  young  unemployed  gradually  manage  to 
exist  on  one  meal  a day.  The  result  is  men- 
tal deterioration  as  manifest  in  apathy,  care- 
lessness in  personal  cleanliness  and  health ; 
the  majority  become  apathetic  and  listless. 
Those  with  most  vitality  and  energy  the 
minority,  go  to  swell  the  ranks  of  radicals 
in  open  revolt  against  society. 

Unemployment  has  the  effect  upon  the 
young  as  a sentence  of  imprisonment,  in  as 
much  as  it  condemns  them  to  inactivity  at  a 
time  of  life  when  all  physical  and  mental 
energies  clamor  for  outlet.  The  serious- 
ness of  the  situation  manifests  itself  when 
we  consider  that  unemployment  of  the 
young  after  they  leave  school  means  the 
elimination  of  that  constructive  force  which 
should  be  each  generation’s  contribution  to 
human  society. 

The  report  further  says  that  the  attempt 
to  attract  the  older  boys  and  girls  to  study 
centers  has  not  been  successful  on  account 
of  the  apathy  and  indifference  which  pre- 
vails. It  concludes: 

“Labor  service  seems  to  be  the  only  reasonable 
and  feasible  measure,  and  several  contributors  of 
our  inquiry  insist  on  the  superiority  of  voluntary 
to  compulsory  service. 

“The  conclusions  we  are  inclined  to  draw  from 
the  varied  data  is  that  much  depends  on  the  mo- 
ment at  which  rescue  work  begins.  Labor  service 
schemes  are  mostly  established  for  youngsters  of  an 
age  when  they  are  likely  to  become  a social  menace 
as  beggars  or  vagabonds  and  when  their  demoraliza- 
tion under  protracted  spells  of  inactivity  is  almost 
complete.  Were  it  possible  to  extend  voluntary 


May,  1934 


EDITORIAL 


259 


labor  service  to  school-leavers,  so  as  to  reach  them 
before  the  work  of  deterioration  begins,  their  ac- 
quiescence could  be  easily  obtained  and  the  system 
would  not  only  prevent  them  from  going  under  but 
give  them  a real  education  in  citizenship. 

“Whilst  families  may  be  helped  with  doles,  alloca- 
tions, school  service,  and  other  forms  of  relief,  for 
the  adolescent  and  young  person  there  is  but  one 
means  of  assistance — work.  Doles  cannot  arrest 
their  gradual  decline.” 

No  nation  is  free  from  the  menace  of  un- 
employment. We  have  it  in  the  United 
States;  in  fact  in  every  city,  town  and  vil- 
lage in  our  own  state.  Before  the  urbaniza- 
tion of  our  population,  the  routine  work  of 
farm  life  absorbed  the  surplus  energies  of 
young  men  and  women,  when  there  was  no 
unemployment  problem,  as  most  of  us  who 
have  passed  the  half  century  mark  well 
know.  Not  only  are  the  young  in  our  larger 
industrial  cities  suffering,  but  the  tendency 
on  the  part  of  industry  to  discard  thousands 
who  are  in  the  prime  of  life,  but  who  have 
passed  a certain  arbitrary  age  limit,  is  pro- 
ducing a certain  mental  deterioration  in  a 
class  who  are  still  expected  to  bear  all  the 
responsibilities  of  citizenship. 

Robert  Burns,  the  poet,  sensed  the  labor 
condition  nearly  a century  ago: 

“See  yonder  poor,  o’er  labored  wight, 

So  abject,  mean,  and  vile, 

Who  begs  a brother  of  the  earth 
To  give  him  leave  to  toil ; 

And  see  his  lordly  fellow  worm 
The  poor  petition  spurn, 

Unmindful  though  a weeping  wife 
And  helpless  offspring  mourn. 

If  I’m  designed  your  lordship’s  slave — - 
By  nature’s  law  designed— 

Why  was  an  independent  wish 
E’er  planted  in  my  mind? 

If  not,  why  am  I subject  to 
His  cruelty  and  scorn? 

Or  why  has  man  the  will  and  power 
To  make  his  fellow  mourn?” 

What  to  the  present  time  has  been  a social 
problem  is  fast  becoming  a medical  prob- 
lem, particularly  one  for  the  psychiatrist. 


POST-GRADUATE  OPPORTUNITIES 
The  necessity  for  post-graduate  work  in 
medicine  and  surgery  and  allied  specialties 
is  greater  today  than  in  the  past  because 
more  is  expected  of  the  physician.  To  meet 
this  need  the  Post-Graduate  Department  in 
Medicine  and  Surgery  of  the  University  of 
Michigan,  with  the  Michigan  State  Medical 
Society,  has  devised  courses  of  the  most 
practical  nature.  Each  year  more  and  more 
members  of  the  society  have  availed  them- 
selves of  the  opportunity  for  self-improve- 


ment. Efforts  have  been  made  to  provide 
short  intensive  courses  on  various  subjects. 
The  brevity  of  these  courses  makes  it  possi- 
ble for  physicians  to  attend  with  very  little 
interruption  of  the  routine  of  their  practice. 
The  instructors  present  the  established  facts 
and  methods  in  diagnosis  and  therapeutics  in 
succinct  form.  A good  example  of  such 
program  was  printed  in  the  April  number 
of  the  Journal  of  the  Michigan  State 
Medical  Society  in  which  four  days  of 
concentrated  instruction  were  given  at  the 
University  on  Ophthalmology  and  Otolaryn- 
gology,  the  courses  continuing  from  9 a.  m. 
to  8 p.  m.  What  an  opportunity  for  those 
interested  in  these  subjects,  even  for  the  spe- 
cialist to  meet  and  discuss  problems  of  his 
specialty!  Approximately  seven  hundred 
members  of  the  profession  each  year  take 
advantage  of  these  and  similar  courses. 
This,  however,  is  not  enough.  The  num- 
ber includes  less  than  twenty  per  cent  of  the 
physicians  registered  in  the  State.  True,  the 
past  four  years,  the  economic  problem  has 
been  most  acute  and  there  has  been  a dis- 
position for  members  of  the  medical  profes- 
sion to  keep  pretty  close  to  their  offices  and 
their  practice.  However,  there  is  a limit 
beyond  which  it  is  not  to  the  advantage  of 
physicians  to  do  this.  They  cannot  perform 
their  duty  to  their  patients  if  they  do  not 
keep  abreast  with  the  advances  made  in  the 
medical  knowledge. 

Programs  of  post-graduate  instruction 
appear  in  this  Journal  from  time  to  time; 
the  wise  physician  or  surgeon  will  so  ar- 
range his  work  that  he  may  take  advantage 
of  these  courses. 


HUMAN  DISSECTIONS* 

Although  human  dissection  had  been  per- 
formed during  the  time  of  Herophilus  and 
Erasistratus  in  Alexandria,  the  story  of  ca- 
davers and  their  dissection  dates  more  cor- 
rect v from  the  thirteenth  century.  When 
Italian  physicians  began  to  supplement  their 
textbooks  and  animal  dissections  with  occa- 
sional glimpses  into  the  human  body,  the 
value  of  anatomy  began  to  be  appreciated. 
The  importance  of  anatomy  for  medical  stu- 
dents was  recognized  at  Salernum  as  early 
as  1240  in  an  order  of  Frederick  II  requir- 


*This  historical  editorial  is  one  of  the  series  appearing  in 
this  Journal  on  the  general  subject  of  the  evolution  of 
methods  and  devices  that  have  aided  in  the  growth  of 
Medicine  and  Surgery. 
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ing  that  medical  men  must  have  learned  the 
anatomy  of  the  human  body  at  the  medical 
school  before  performing  surgical  opera- 
tions. 

The  earliest  record  pertaining  specifically 
to  human  dissection  concerned  a legal 
autopsy  made  by  the  Bolognese  surgeon, 
William  of  Saliceto,  before  1280,  to  detect 
whether  or  not  a man  had  been  poisoned. 
A Lombard  physician  is  also  reported  to 
have  made  autopsies  of  persons  who  had 
died  of  pestilence  in  1286.  During  the 
later  thirteenth  and  early  fourteenth  centu- 
ries, occasional  dissections  were  made,  and 
it  was  at  this  time  that  the  anatomies  of 
Mondino,  de  Mondeville  and  da  Varignano 
were  written.  Annual  dissections  were 
scheduled  in  1340  for  the  physicians  and 
surgeons  of  Montpellier,  and,  within  a few 
decades,  dissections  were  made  at  Venice, 
Lerida,  Vienna  and  Paris.  The  city  of 
Bologna  after  1442  granted  to  the  univer- 
sity a male  and  female  cadaver  for  annual 
dissection.  Sometimes,  the  apathy  of  the 
authorities  who  provided  the  material  inter- 
fered with  the  dissection  schedule,  and  fre- 
quently teachers  and  physicians  were  forced 
to  insist  upon  their  rights  lest  the  custom 
die  out.  Such  petitioning  of  authority  was 
required  at  Montpellier  in  1376,  1377  and 
1396,  as  well  as  in  the  following  century. 
The  difficulty  of  obtaining  material  is  at- 
tested by  the  record  of  a trial  in  Bologna 
in  1319  of  four  masters  who  were  accused 
of  removing  the  body  of  an  executed  crim- 
inal from  its  grave. 

During  the  early  period  of  dissection, 
when  preservation  was  unknown  beyond  the 
external  application  of  incense  and  sweet- 
smelling oils,  the  rapid  decomposition  of  a 
body  in  the  warm  Italian  climate  necessi- 
tated a hurried  dissection.  Not  more  than 
four  days  could  be  allowed,  and  the  order 
of  dissection  (abdomen,  thorax,  head  and 
extremities)  was  determined  by  the  order 
of  decomposition  of  the  parts.  The  rarity 
of  dissection  and  the  paucity  of  material, 
together  with  the  current  pedagogical  prac- 
tice of  teaching  from  ancient,  medical 
books,  tended  to  make  a dissection  an  occa- 
sion for  the  display  of  erudition,  rather  than 
for  investigation.  The  professor  read  his 
textbook  to  an  aggregate  of  physicians  and 
students,  while  an  assistant  outlined  the  in- 
cisions and  dissection  procedure  for  a serv- 
ant, who  actually  handled  the  body.  Occa- 
sional preparations  were  made  by  drying  the 


parts  in  the  sun  or  after  long  maceration  in 
water.  Bones  might  be  cleaned  by  boiling 
or  burial. 

Essentially  the  same  procedures  obtained 
until  the  latter  part  of  the  fifteenth  century 
when  the  renaissance  artists  invaded  the 
demonstration  room  and  charnel  house  in 
their  search  for  more  accurate  information 
on  the  muscles  and  shapes  of  the  human 
body.  These  men,  less  affected  by  the  tradi- 
tions of  ancient  anatomy  than  were  the  phy- 
sicians, frequently  dissected  for  themselves. 
Differ,  Michelangelo  and  Leonardo  fol- 
lowed this  practice. 

By  the  middle  of  the  sixteenth  century, 
professional  anatomists,  such  as  Vesalius, 
Fabricius  and  Columbus,  broke  from  tradi- 
tion and  began  to  dissect  cadavers  them- 
selves. When  it  became  evident  that  much 
might  be  learned  from  dissection,  the  im- 
portance of  cadavers  increased,  but  popular 
prejudice  opposed  the  dismemberment  of 
the  dead  so  strenuously  that  cadavers  were 
as  difficult  to  procure  as  formerly.  Vesa- 
lius, in  order  to  secure  sufficient  material, 
had  to  rob  the  gallows ; Rondelet  even  dis- 
sected his  dead  son.  Dissection  material 
was  so  scarce  at  Frankfort-am-Main  that 
dissections  were  performed  during  but  eight 
years  out  of  the  whole  seventeenth  century. 
Cortessi  of  Messina  obtained  only  two  crim- 
inal cadavers  in  twenty- four  years.  Rolfink 
at  Jena  was  able  to  make  annual  dissections 
(after  1629)  only  by  robbing  graves.  In 
twenty-four  years,  Hoffman,  for  a time  an 
important  opponent  of  Harvey,  was  able  to 
dissect  only  twenty  bodies.  During  the 
twenty  years  preceding  1712  in  Prague,  only 
three  dissections  were  made.  Cadavers  were 
hard  to  obtain  at  Leyden,  Tubingen  and 
Vienna,  and  even  the  most  outstanding  anat- 
omists studied  and  taught  from  miserable 
and  inadequate  material.  A dearth  of  dis- 
secting material  was  the  natural  consequence 
of  the  stigma  attached  to  criminal  cadavers 
which  were  generally  considered  as  little 
more  than  carrion.  Despite  the  despicable 
character  of  the  cadaver  which  aroused  gen- 
eral prejudice  and  affected  the  availability 
of  material,  there  was  no  lack  of  interest 
when  a body  was  scheduled  for  dissection. 

During  the  seventeenth,  and  in  fact  into 
the  eighteenth,  century,  demonstrations 
were  attended  by  civic  dignitaries  and  the 
nobility,  as  well  as  by  physicians  and  stu- 
dents. Frequently,  the  demonstrations  as- 
sumed the  characteristics  of  a festival,  in 
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which  the  dissection  was  a ceremony,  ac- 
companied by  ritual,  entertainment  and  even 
music.  It  was  during  this  same  period  that 
dissecting  chambers  began  to  be  outfitted 
with  skeletons,  stuffed  animals  and  dried 
anatomical  preparations  which  later  were  to 
lead  to  the  anatomical  museum. 

As  critical  dissections  were  more  intensely 
pursued,  new  dissecting  techniques  ap- 
peared. The  injection  of  tubular  organs, 
blood  vessels  and  lymphatics  with  colored 
fluids  to  determine  the  continuity  of  tubular 
systems  became  a common  procedure. 
When  mixtures  of  colored  waxes  were 
passed  into  the  vessels,  it  was  noticed  that 
bodies  did  not  putrefy  as  readily  as  when 
untreated.  In  1666,  at  the  behest  of  the 
Dutch  government,  the  anatomist  Ruysch 
injected  the  body  of  the  English  admiral, 
Berkeley,  who  had  been  killed  in  action,  in 
order  that  the  body  might  be  interred  at 
home.  Johannes  Jacob  Ran  (1668-1719) 
of  Leyden  injected  bodies  in  his  laboratory 
to  keep  them  from  putrefying.  Monro  and 
Cassebohm  standardized  injection  methods 
by  injecting  a thin  colored  turpentine  into 
the  vessels  followed,  by  a waxy  medium. 
This  method,  crude  as  it  was,  persisted  in 
the  anatomical  schools  for  a hundred  years. 
The  injections  did  not  actually  prevent  pu- 
trefaction, but  rather  delayed  it,  and  thus 
the  dissecting  rooms  were  characterized  by 
the  reeking  stench  of  decomposing  bodies. 
The  septic  condition  of  anatomical  rooms 
was  frequently  reflected  in  the  health  of 
anatomists.  Adrianus  Spigelius  of  Padua, 
who  died  in  1625,  was  the  first  outstanding 
anatomist  to  die  from  a dissecting  injury, 
and  four  anatomists  who  died  of  a putrid 
miasma  are  referred  to  by  Jesse  Foot,  John 
Hunter’s  biographer. 

Conditions  at  the  beginning  of  the  nine- 
teenth century  are  described  in  Tuson’s  dis- 
secting manual,  according  to  which  the  dis- 
section was  carried  on  in  a fireless  room 
with  windows  open  to  the  winter  cold.  The 
student  was  advised  to  dress  warmly  and  to 
watch  his  diet  in  order  to  avoid  the  possible 
effects  of  bad  air.  “The  food  shoidd  be 
nutritious  and  generous,  and  it  is  proper  to 
take  a small  quantity  of  wine,  at  a time 
when  the  body  and  mind  is  debilitated  by 
long  sitting  at  lectures  and  dissections ; but 
avoid  all  excess  of  fluids  and  solids.  Tem- 
perance is  strictly  necessary.”  The  student 
was  further  advised  to  avoid  wounds  or 
pricks,  and  to  suck  the  injured  part  if  the 


skin  were  abraided.  Horner’s  Dissector 
noted  that  when  the  parts  were  exposed, 
they  either  dried  or  putrefied  rapidly  so  that 
it  was  unwise  to  skin  more  of  the  body  than 
was  necessary  to  expose  the  parts  studied. 
This  applied  to  bodies  injected  with  the 
colored  wax  method  which  had  been  used 
since  the  time  of  Ruysch.  Although  arsenic, 
alcohol,  corrosive  sublimate  and  alum  were 
known  to  anatomists,  these  substances  on 
the  whole  were  used  only  in  the  museum, 
rather  than  in  the  dissecting  room.  Some- 
times, mixtures  of  salt,  potassium  nitrate, 
sodium  carbonate,  molasses,  starch  and 
water,  which  would  preserve  the  bodv  for 
as  long  as  two  months  in  winter,  when  in- 
jected into  the  arteries,  were  used.  Gan- 
nel  in  France  by  the  use  of  alum,  arsenic, 
creosote  and  numerous  other  substances  per- 
fected embalming  methods  so  that  the  prac- 
tice of  embalming  became  more  wddespread. 
After  the  demonstration  of  the  bacterial 
nature  of  putrefaction,  antiseptics  were 
added  to  the  emblaming  fluids.  The  addi- 
tion of  glycerine  or  hygroscopic  salts  to  the 
embalming  fluids  obviated  the  necessity  of 
storing  the  embalmed  bodies  in  solutions  of 
brine  or  preserving  fluids.  The  introduc- 
tion of  formaldehyde  solutions  by  J.  and  F. 
Blum  in  1893  was  an  outstanding  contribu- 
tion to  the  preservation  of  bodies,  and,  at 
present,  the  combination  of  formaldehyde 
with  antiseptics,  such  as  phenol,  is  probably 
the  most  common  method  of  preservation. 
Although  bodies  are  now  rendered  antiseptic 
and  not  likely  to  putrefy,  the  treatment  is 
still  not  ideal,  since  it  destroys  the  natural 
color  of  structures  and  hardens  them. 

Until  the  innovation  at  Berlin  and  Strass- 
burg  early  in  the  eighteenth  century  of  stu- 
dent dissection,  the  demonstration  method 
was  the  recognized  plan  for  teaching  anat- 
omy. This  was  the  method  of  William 
Hunter,  of  the  first  Monro  and  of  Albinus 
in  Europe;  of  Cadwallader,  of  Bard  and  of 
Middleton  in  America.  Often,  the  same 
specimens  preserved  in  spirits  or  dried  were 
shown  to  a score  of  classes.  Toward  the 
close  of  the  eighteenth  century,  the  competi- 
tion among  the  private  schools  and  universi- 
ties led  to  the  widespread  establishment  of 
student  dissection,  and  the  anatomist  who 
could  not  furnish  his  students  with  a well 
supplied  table  suffered  loss  of  students  as 
well  as  loss  of  reputation.  Under  such  a 
system,  the  bodies  of  executed  criminals 
were  inadequate.  This  fact,  coupled  with 
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the  inconvenience  of  applying  for  them,  re- 
sulted in  the  widespread  development  of 
irregular  methods.  Grave-robbing  had  been 
practiced  since  the  renaissance  period,  but 
only  in  a desultory  fashion.  By  the  last 
decades  of  the  eighteenth  century,  a some- 
what enlightened  authority  in  Germany, 
Austria  and  France  provided  sufficient  dis- 
secting material,  but  in  the  British  Isles  and 
America  there  was  no  such  provision. 

The  practice  of  body-snatching,  though 
providing  material,  had  many  undesirable 
features,  particularly  after  professional 
grave-robbers  arose  in  the  field.  As  early 
as  1721  and  1722,  the  College  of  Surgeons 
expressed  its  disapproval  of  this  practice. 
Public  opinion  bitterly  condemned  the  dese- 
cration of  graves,  and,  even  among  crim- 
inals, the  prospect  of  dissection  was  more 
dreaded  than  that  of  death  on  the  gallows. 
In  Edinburgh  and  in  London,  demonstrators 
in  anatomy,  medical  students  and  profes- 
sional body-snatchers  provided  bodies  for 
the  schools.  The  actual  stealing  of  a dead 
body  was  not  larceny,  because  a corpse  is 
not  property  according  to  English  law ; 
therefore,  body-snatching,  except  for  the 
trespass  on  cemetery  property  and  the  steal- 
ing of  property  within  the  grave,  was  only 
a misdemeanor.  So  common  was  the  prac- 
tice of  grave-robbing  that  it  was  often  the 
custom  for  towns  to  hire  guards  to  watch 
the  cemeteries  during  the  night.  The  dis- 
approval of  grave-robbery  expressed  itself 
in  the  Glasgow  Riot  of  1813  which  resulted 
in  the  jailing  of  the  anatomy  professor  and 
his  assistants,  who,  however,  were  later  ac- 
quitted. The  increase  in  the  number  of 
medical  students  and  the  difficulties  of  ob- 
taining an  adequate  supply  of  dissecting 
material  caused  an  increased  demand  for 
bodies,  so  that  the  professional  body- 
snatcher  or  resurrectionist  became  a regret- 
table, but  essential,  adjunct  to  anatomical 
study.  These  were  frequently  despised 
characters  to  whom  betrayal  or  blackmail 
was  not  unusual.  Occasionally,  bodies 
were  even  stolen  from  one  dissecting  room 
to  be  resold  at  a neighboring  medical  school. 
As  the  demand  increased,  the  price  of  bodies 
rose  from  a few  dollars  to  as  much  as  a 
hundred  dollars.  Cadavers  were  frequently 
shipped  into  England  or  Scotland  from 
neigboring  countries,  especially  Ireland,  a 
practice  which  precipitated  scandal  when 
rotting  corpses  failed  to  reach  their  desti- 
nation. Dr.  MacCartney  of  Trinity  Col- 


lege tried  to  induce  certain  of  his  friends  to 
will  their  bodies  in  lieu  of  burial  with  a view 
of  decreasing  the  necessity  for  body-snatch- 
ing. Although  this  scheme  had  little  support, 
some  few,  including  the  political  philoso- 
pher, Jeremy  Bentham,  became  anatomical 
subjects.  In  1828,  the  police  of  London  es- 
timated that  there  were  a hundred  profes- 
sional resurrectionists  at  work  in  the  city. 
A rather  extensive  literature  on  the  activi- 
ties of  these  men,  as  well  as  students  who 
indulged  in  the  practice,  is  available  to  those 
enjoying  gruesome,  but  exciting,  literature, 
Dickens,  Stevenson,  Scott,  De  Quincey, 
Southey  and  Mark  Twain,  among  others, 
have  left  writings  which  voice  the  prevail- 
ing opinions  of  their  times.  The  poem  by 
Thomas  Hood,  in  which  the  spirit  of  a dead 
girl  talks  to  her  lover,  is  typical: 

I thought  the  last  of  all  my  cares 
Would  end  with  my  last  minute ; 

But  though  I went  to  my  long  home, 

I didn’t  long  stay  in  it. 

The  body-snatchers  they  have  come, 

And  made  a snatch  at  me ; 

It’s  very  hard  them  kind  of  men 
Won’t  let  a body  be ! 

You  thought  that  I was  buried  deep, 

Quite  decent  like  and  chary, 

But  from  her  grave  in  Mary-bone, 

They’ve  come  and  boned  your  Mary. 

The  objections  of  the  public  to  body- 
snatching  and  the  statements  of  unwillingly 
involved  anatomists  during  the  early  part  of 
the  nineteenth  century  were  supplemented 
by  articles  in  the  Lancet  demanding  legal 
sources  of  dissecting  material.  It  was  not, 
however,  until  public  opinion  was  excited 
by  the  Burke  and  Hare  atrocities  at  Edin- 
burgh that  legislative  authorities  were 
moved  to  action.  The  trial  of  Burke  and 
Hare,  in  1828,  revealed  that  sixteen  persons 
had  been  lured  to  the  rooms  of  these  men, 
intoxicated,  and  then  suffocated.  The  bod- 
ies of  the  victims  had  then  been  sold  for 
dissecting  purposes,  principally  to  Robert 
Knox,  who  at  that  time  had  the  largest 
anatomy  classes  in  Europe,  numbering  over 
five  hundred.  Public  feeling  was  so  out- 
raged in  Edinburgh  that  mobs  collected  and 
burned  the  dissecting  room  of  Robert  Knox 
to  the  ground.  Within  a few  months,  a 
bill  was  introduced  in  the  House  of  Com- 
mons empowering  the  overseers  of  the  poor 
to  give  up  bodies  to  the  medical  schools,  if 
no  relatives  could  be  found  to  pay  burial 
expenses.  Believing  that  such  a bill  dis- 
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criminated  against  the  poor,  the  House  of 
Lords  vetoed  the  measure,  and  it  was  not 
until  other  murders  occurred  in  London  in 
1831  that  Parliament  passed  the  Warburton 
Act  (August  1,  1832),  which  gave  anatom- 
ists authority  to  receive  and  dissect  bodies 
upon  application  to  the  Secretary  of  State. 

In  America,  where  the  anatomical  teach- 
ing was  closely  patterned  after  the  English 
and  Scotch  systems,  grave-robbery  was 
practiced  by  medical  students  and  young 
doctors,  although,  as  in  England,  occasional 
executed  criminals  were  given  to  the  medi- 
cal schools.  Public  sentiment  against  body- 
snatching  in  New  York  became  so  aroused 
in  1788  that  the  Doctors’  Riot  was  precipi- 
tated. Several  persons  were  killed  in  the 
mob  which  surrounded  the  jail  where  the 
doctors  had  taken  refuge.  At  Baltimore,  in 
the  same  year,  the  body  of  a criminal,  in- 
tended for  dissection,  was  taken  from  the 
doctors  by  an  inflamed  mob.  In  1789,  the 
New  York  legislature  passed  an  act  pun- 
ishing grave-robbing  and  the  dissection  of 
material  knowingly  so  obtained.  The  act 
further  added  dissection  to  the  death  pen- 
alty in  certain  instances.  Massachusetts 
since  1774,  had  punished  duelling  by  death 
followed  by  dissection.  The  first  true  ana- 
tomical act  in  the  country,  however,  ap- 
peared in  Massachusetts  in  1831  and  per- 
mitted anatomists  to  use  the  bodies  of  de- 
ceased persons  which  would,  otherwise,  be 
buried  at  state  expense.  Within  the  next 
two  decades,  several  states,  a few  of  them 
only  temporarily,  passed  similar  anatomical 
acts.  Fifty  years  after  the  enactment  of  the 
Massachusetts  law,  twenty-four  states  had 
passed  acts  of  varying  degrees  of  liberality, 
while  fourteen  still  had  no  such  laws.  The 
earlier  laws  permitted  dissection  and  pro- 
vided legal  means  by  which  the  anatomist 
could  apply  for  material.  A few  years  after 
the  Civil  War,  several  states,  such  as  Michi- 
gan, New  York,  Pennsylvania  and  Ohio,  had 
either  passed  new  laws  or  amended  old 
ones,  making  it  mandatory  that  all  bodies 
for  which  the  state  was  responsible  be  sent 
to  the  medical  schools.  During  the  past 
fifty  years,  a number  of  other  states  have 
passed  mandatory  types  of  laws.  The  change 
in  attitude  from  the  earlier  legislation  in 
which  anatomists  were  permitted  to  ask  for 
bodies  to  a state  in  which  all  the  bodies,  not 
otherwise  claimed,  were  given  into  the  cus- 
tody of  the  medical  schools  was  a distinct 
advance.  Such  laws  not  only  discouraged 


grave-robbing  and  the  evils  arising  from  it, 
but  also  provided  adequate  material  for  the 
anatomist  and  gave  him  legal  protection. 

The  history  of  dissection  reveals  an  inter- 
esting fact.  The  main  outlines  of  human 
anatomy  were  described  from  rare  and  un- 
preserved corpses  before  the  time  of  Har- 
vey ; the  details  were  gained  during  the  sev- 
enteenth and  eighteenth  centuries  from 
stolen  bodies;  while  todav,  with  an  abun- 
dance of  antiseptic  and  non-putrefying 
material,  nothing  remains  for  the  practical 
anatomist  but  the  study  of  minute  details 
of  human  variation. 

W.  T.  D. 


EARLY  RISING 

“God  bless  the  man  who  first  invented  sleep !” 

So  Sanc.ho  Panza  said,  and  so  say  I : 

And  bless  him  also,  that  he  didn’t  keep 
His  great  discovery  to  himself;  nor  try 
To  make  it — as  the  lucky  fellow  might— 

A close  monopoly  by  patent-right. 

Yes — bless  the  man  who  first  invented  sleep 
(I  really  can’t  avoid  the  iteration), 

But  blast  the  man,  with  curses  loud  and  deep, 
Whate’er  the  rascal’s  name,  or  age,  or  station, 
Who  first  invented,  and  went  around  advising, 

That  artificial  cut-off,  early  rising. 

“Rise  with  the  lark,  and  with  the  lark  to  bed,” 
Observes  some  solemn,  sentimental  owl ; 

Maxims  like  these  are  very  cheaply  said; 

But,  ere  you  make  yourself  a fool  or  fowl, 
Pray  just  inquire  about  his  rise  and  fall, 

And  whether  larks  have  any  beds  at  all. 

The  time  for  honest  folks  to  be  a-bed 
Is  in  the  morning,  if  I reason  right; 

And  he  who  cannot  keep  his  precious  head 
Upon  his  pillow  till  it’s  fairly  light, 

And  so  enjoy  his  forty  morning  winks, 

Is  up  to  knavery — or  else  he  drinks ! 

Thompson,  who  sung  about  the  “seasons,”  said, 

It  was  a glorious  thing  to  rise  in  season; 

But  then  he  said  it  lying  in  his  bed, 

At  ten  o’clock  A.  M. — the  very  reason 
He  wrote  so  charmingly.  The  simple  fact  is, 

His  preaching  wasn’t  sanctioned  by  his  practise. 

’Tis  doubtless  well  to  be  sometimes  awake, 

Awake  to  duty,  and  awake  to  truth, 

But  when,  alas ! a nice  review  we  take 
Of  our  best  deeds  and  days,  we  find,  in  sooth, 
The  hours  that  leave  the  slightest  cause  to  weep 
Are  those  we  passed  in  childhood  or  asleep! 

’Tis  beautiful  to  leave  the  world  awhile 
For  the  soft  visions  of  the  gentle  night; 

And  free,  at  last,  from  mortal  care  or  guile. 

To  live  as  only  in  the  angels’  sight, 

In  sleep’s  sweet  realm  so  cosily  shut  in, 

Where,  at  the  worst,  we  only  dream  of  sin. 

So  let  us  sleep,  and  give  the  Maker  praise. 

I like  the  lad  who,  when  his  father  thought 
To  clip  his  morning  nap  by  hackneyed  phrase 
Of  vagrant  worm  by  early  songster  caught, 
Cried,  “Served  him  right ! It’s  not  at  all  surprising. 
The  worm  was  punished,  sir,  for  early  rising.” 

By  John  G.  Saxe  (1816-1887). 
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THE  DOCTOR'S  CONTRIBUTION 
(The  Detroit  News) 

Appreciation  of  the  services  of  the  medical  pro- 
fession grows.  The  doctor  has  had  a big  share  in 
the  advance  of  science  that  has  lengthened  the  aver- 
age life  and  made  life  for  everybody  more  worth 
living. 

Particularly  in  times  of  depression,  the  physician 
is  a staunch  defender.  It  is  a fine  credit  to  the 
medical  profession  that  it  has  stood  ready  to  serve 
and  has  placed  the  estimate  of  its  responsibility  to 
relieve  suffering  above  the  expectation  of  returns  in 
fees. 

How  heavy  has  been  the  sacrifice  made  by  the 
physicians  of  the  country  lately  has  been  revealed 
through  a survey  conducted  by  the  magazine,  Medi- 
cal Economics.  Says  an  article  in  the  current  num- 
ber : “As  his  contribution  to  charity,  the  average 

American  doctor  works  one  day  out  of  every  four 
for  nothing.  Furthermore,  under  present  economic 
conditions,  he  is  unable  to  collect  for  another  quarter 
of  his  working  hours.  Thus  half  of  the  physician’s 
time  is  devoted  to  free  work,  the  grand  total  reach- 
ing more  than  $1,000,000  a day.’’ 

Such  information  should  stir  the  consciences  of  a 
great  many  people.  Those  who  find  themselves  in 
better  circumstances  with  the  improvement  of  con- 
ditions, should  take  thought  of  their  unpaid  obliga- 
tions. The  doctor  is  worthy  of  his  hire,  and  his 
huge  burden  of  “involuntary  charities”  should  be 
lightened. 

GROWING  AULD  GRACEFULLY 

Gracefully  growing  a’  over  th’  years, 

Way  up  tae  th’  three  score  an’  ten ; 

Up  tae  th’  time  when  th’  auld  gray  appears, 
An’  somber  auld  dreams  come  tae  men. 

Don’t  let  th’  stress  an’  th’  strife  sae  tae  you 
That  a’  o’  yer  livin’  is  gone, 

Cling  tae  th’  silver  that’s  shinin’  a’  through 
Th’  cloods  o’  distress  i’  th’  dawn. 

Don’t  be  a grouch,  it  gets  under  th’  skin 
O’  neebors  an’  frien’s  wha  come  ben. 

Yer  crabbet  an’  creak  when  hate  enters  in 
An’  th’  smile  leaves  th’  soul  o’  men. 

There’s  smiles  up  in  Heav’n,  th’  earth’s  fu’  o’ 
smiles, 

There’s  oceans  o’  smiles  on  th’  wend ; 

Get  awa  frae  yersel’  an’  live  in  thae  smiles 
An’  gracefully  grow  tae  th’  end. 

Weelum. 


TREATMENT  OF  MYASTHENIA  GRAVIS 
WITH  GLYCINE  AND  EPHEDRINE 

Boothbyf  states  that,  of  twelve  patients  suffering 
from  myasthenia  gravis  treated  with  ephedrine  and 
glycine,  ten  have  shown  definite  improvement,  and 
four  of  these  have  shown  marked  improvement. 
Two  did  not  respond  to  treatment  except  that  the 
progress  of  the  disease  was  apparently  arrested;  one 
of  the  two  died  from  causes  not  directly  attributable 
to  the  myasthenic  syndrome.  The  author  believes 
that  by  the  careful  use  of  either  ephedrine  or  glycine, 
and  more  often  of  the  two,  the  condition  of  most 
patients  having  myasthenia  gravis  can  be  improved 
sufficiently  to  permit  them  to  return  to  work  or  at 
least  to  enjoy  a useful  life.  Time  alone  will  tell 
whether  this  improvement  can  be  maintained.  The 
disease  occurs  much  more  frequently  than  is  gen- 
erally supposed. 

t Archives  of  Internal  Medicine. 
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BEWARE  OF  GROETP  HOSPITAL 
INSURANCE  PLANS 

Considerable  publicity  has  been  given  to 
the  providing  of  hospital  care  under  the  so- 
called  group  insurance  plan.  Its  adoption 
by  communities  has  been  sponsored  and  in- 
spired by  lay  groups  and  at  times  by  County 
Medical  units. 

Warning  is  given  not  because  of  the  pro- 
viding of  hospital  care  but  for  the  reason 
that  following  a period  of  successful  opera- 
tion, additional  features  will  be  demanded 
and  incorporated.  These  features  are  those 
of  professional  services. 

Many  of  the  present  medical  problems 
had  their  inception  in  innocent  proposals. 
There  is  abundance  of  evidence  that,  as  time 
went  by,  medical  service  features  were  added, 
resulting  in  providing  free  medical  care. 
While  the  group  hosiptal  plan  states  that  it 
is  to  provide  only  hospital  services,  who  can 
tell  how  soon  the  addition  of  professional 
services  will  be  demanded  ? Once  estab- 
lished under  lay  and  hospital  control  with 
no  or  only  a minority  medical  representation 
on  the  governing  body,  it  would  not  be  diffi- 
cult to  expand  the  benefits  to  include  medical 
care  and  control  to  be  vested  in  lay  adminis- 
tration. 

The  plan  of  Mutual  Health  Services,  pub- 
lished in  this  issue,  provides  for  hospital, 
nursing,  dental,  and  medical  services.  If 
Mutual  Health  Services  is  finally  approved 
and  the  experiment  inaugurated,  the  pa- 
tient’s hospital  needs  will  be  met.  Pending 
this  experiment,  the  warning  is  given  to  be- 
ware of  group  hospital  plans  and  to  not  con- 
fuse the  problem  while  our  experiment  is 
being  made.  We  have  sat  by  and  seen  too 
many  innocent  projects  instituted  that  later 
developed  into  vicious  movements,  to  our 
great  regret.  Do  not  permit  group  hospital 
care  plans  to  become  one  more  of  these  un- 
desirable projects  unless  it  is  under  absolute 
professional  control. 


CHEAP  EXAMINATIONS 

Scarcely  a month  passes  without  the  re- 
ceipt of  a half  dozen  letters  from  members 
complaining  of  fees  fixed  by  insurance  com- 
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panies  and  chain  stores  for  services  and 
physical  examinations. 

Certain  insurance  companies  seem  to  in- 
sist on  a three  dollar  fee  for  office  examina- 
tions for  life  insurance.  Chain  stores  fix  a 
fee  of  one  dollar  for  an  employee’s  exami- 
nation. 

As  long  as  doctors  will  make  examina- 
tions for  these  low  fees  these  companies  will 
decline  to  pay  more.  The  answer  has  been 
given  by  the  St.  Clair  and  Bay  County 
Medical  Societies  in  an  official  action  declin- 
ing to  accept  these  cheap  fees.  If  similar  ac- 
tion is  recorded  by  every  county  unit  the 
problem  will  be  solved. 


POST-GRADUATE  OPPORTUNITIES 
In  the  April  and  this  issue  of  The  Jour- 
nal announcements  are  made  of  post-grad- 
uate opportunities  provided  for  members  by 
the  Department  of  Graduate  Medicine  of  our 
University  in  cooperation  with  our  State  So- 
ciety. Members  are  urged  to  embrace  these 
provisions  that  are  arranged  for  their  bene- 
fit. Write  to  the  Director  of  Department  of 
Post-Graduate  Medicine,  University,  for 
specific  information. 

MUTUAL  HEALTH  SERVICES 
By  action  recorded  in  the  special  meeting 
of  our  House  of  Delegates  held  on  April  12, 
1934,  the  plan  for  Mutual  Health  Services 
proposed  by  our  Committee  on  Economics 
was  approved  in  principle.  Its  experimental 
application  was  authorized. 

The  minutes  of  that  Special  Session,  the 
Committee’s  Report  and  the  detailed  outline 
of  the  plan  are  published  in  this  issue. 
Every  member  should  study  this  new  pro- 
posal. It  ushers  in  a new  era  in  medicine 
in  Michigan. 


OUR  POST-GRADUATE  PROGRAM 

Dean  Brett  (University  of  Toronto)  . . . “Of 
course,  he  (the  practitioner)  has  his  literature,  but 
from  all  I have  heard  it  is  a problem  for  him  to 
keep  abreast  of  this.” 

Dean  Edsall  (Harvard  Medical  School  ...  “I 
think  the  point  you  mention  is  probably  the  most 
important  point  with  regard  to  medical  education 
that  we  have  before  us.  . . . When  the  practitioner 
gets  cut  loose  from  an  educational  center  he  finds 
difficulty  in  keeping  reasonably  in  contact  with  the 
new  developments.  He  cannot  under  present  condi- 
tions keep  pace  with  what  is  happening  although  he 
earnestly  desires  to  do  so.”  (Report  Annual  Meet- 
ing, Association  of  American  Universities,  1932,  p. 
148.) 

The  products  of  research  and  invention 
have  added  greatly  to  the  safety  of  our  peo- 


ple and  made  their  lives  more  interesting 
and  livable.  Labor  saving  devices  on  farm 
and  in  factory ; the  radio,  with  both  enter- 
tainment and  education,  and  the  automobile, 
widening  the  scope  of  interest  and  oppor- 
tunity, all  have  been  \try  important  factors 
in  our  national  life. 

It  is  interesting  to  note  that  new  commer- 
cial products — the  results  of  research  and 
invention  in  their  respective  fields — reach 
the  consumer  very  speedily  and  directly 
while  the  products  of  research  and  invention 
in  the  field  of  medical  science  are  not  made 
available  to  any  considerable  number  of  our 
people  for  many  years,  and  many  remedies 
and  procedures  of  real  importance  never  be- 
come available  to  more  than  a favored  few. 

While  inability  to  purchase  medical  serv- 
ice is  in  a considerable  measure  responsible, 
the  most  important  factor  is  that  the  only 
medium  between  supply  and  demand  in 
Medicine — the  doctor — is  handicapped  in 
the  delivery  of  service.  This  lag  in  medical 
service  continues  to  present  a problem  baf- 
fling alike  to  both  educator  and  doctor,  and 
is  one  in  which  the  public  is  deeply  con- 
cerned. 

The  Michigan  State  Medical  Society  was 
among  the  first  of  the  state  societies  to  as- 
sume responsibility  in  this  very  important 
field  of  education.  The  consistency  with 
which  this  program  has  gone  forward 
forms  an  interesting  chapter  in  the  history 
of  our  Society. 

The  entrance  of  the  University  into  this 
effort  and  the  enlistment  of  support  from 
the  Detroit  College  of  Medicine  were  at  the 
request  of  the  Society  upon  its  realization 
that  more  prolonged  and  more  academically 
arranged  opportunities  must  become  a part 
of  the  program. 

The  arrangement  for  the  current  year  is 
by  far  our  most  attractive  presentation.  The 
subject  matter  has  been  carefully  selected 
and  we  consider  ourselves  very  fortunate  in 
securing  the  services  of  our  teaching  group. 

Aside  from,  or  supplemental  to,  these 
courses,  provision  is  made  for  those  with 
special  problems.  The  Director,  or  the 
Chairman  of  the  Committee  in  Detroit, 
would  be  glad  to  consider  your  problem  with 
you. 


DUES 

Unless  you  have  paid  your  1934  dues  you  are  now 
in  suspension  and  without  medico-legal  protection. 
See  your  County  Secretary  to  secure  reinstatement. 


266 


SOCIETY  ACTIVITY 


Jour.  M.S.M.S. 


ECONOMIC  MOVEMENTS 

The  preventing  of  the  institution  of  undesirable 
health  services  and  plans  will  not  be  accomplished 
by  merely  declaiming  against  them.  Earnest  study 
and  presentation  of  measures  that  are  understand- 
able by  laymen  is  the  only  course  that  will  defeat 
undesirable  proposals. 

We  are  being  criticized  by  laymen  and  legislators 
because  our  attitude  and  action  has,  in  the  past  and 
in  the  main,  been  characterized  by  condemnations 
and  obstructive  measures.  We  object  but  fail  to  ad- 
vance a plan  or  plans  that  will  be  acceptable  to  the 
public  and  the  profession.  The  public’s  conclusion 
is  that  we  are  incapable  of  presenting  a solution  to 
the  demands  of  society.  By  inaction  we  have  in- 
spired laymen  to  attempt  solution.  These  lay  at- 
tempts are  growing  in  number  and  in  variety.  These 
laymen  or  these  lay  controlled  foundations  will  be 
successful  in  promoting  plans  unless  organized 
medicine  abandons  its  present  attitude,  and  devotes 
aggressive,  intense  efforts  towards  solving  the  prob- 
lem by  advancing  an  acceptable  plan  for  Mutual 
Health  Services. 

We  are  proud  of  the  fact  that  in  Michigan  the 
profession  has  taken  the  initiative  and  is  on  the 
eve  of  instituting  a plan  under  the  profession’s  con- 
trol. The  claim  is  not  made  that  our  plan  is  per- 
fect or  that  it  is  the  final  answer.  It  is  an  experi- 
ment which  we  trust  will  aid  us  to  formulate  a 
satisfactory  solution  of  the  desires  of  society  as  to 
medical  services. 

Our  members  are  urged  to  subscribe  sympathetic 
support  and  aid  in  the  experiment.  Objectionable 
features  may  be  uncovered — if  so,  our  experiences 
will  cause  their  correction  because  our  medical  rep- 
resentatives control  and  direct  the  experiment. 

Unless  we  initiate  this  experiment  and  study  we 
shall  be  practically  defenseless  in  preventing  the  in- 
troduction of  lay  conceived  and  lay  directed  plans 
and  operation.  Our  eventually  perfected  plan  and 
its  medically  supervised  control  and  operation  will 
be  our  strongest  defense  in  preventing  the  institu- 
tion of  undesirable  proposals. 

It  has  been  repeatedly  stated  that  medicine,  repre- 
sented by  its  organizational  officers,  should  take  the 
initiative  and  lead.  Michigan’s  profession,  through 
its  State  Medical  Society,  is  now  evidencing  sound 
leadership. 


UNIVERSITY  OF  MICHIGAN  MEDICAL 
SCHOOL 

Intensive  Post-Graduate  Courses 

Diseases  of  Metabolism,  May  14-18,  University 
Hospital,  Ann  Arbor. 

*Proctology,  May  28-June  2,  Receiving  Hospital, 
Detroit. 

*Obstetrics,  Gynecology  and  Gynecological  Pathol- 
ogy. June  4-9,  Receiving  Hospital,  Detroit. 

Practitioners’  Course,  June  18-22,  Receiving  Hos- 
pital, Detroit. 

Traumatic  Emergency  and  Minor  Surgery,  June 
25-29,  Receiving  Hospital,  Detroit. 

All  dates  inclusive. 

Roentgenology,  June  25-August  3,  University  Hos- 
pital, Ann  Arbor. 


DISEASES  OF  METABOLISM 
University  Hospital,  Ann  Arbor 
May  14-18,  1934 

Unless  otherwise  designated,  class  will  meet  in 
Medical  Seminar  Room,  Simpson  Memorial  Institute 

Monday,  May  14 

Morning 

9:00-10:00  Registration.  Room  2040,  Univer- 
sity Hospital. 

10:00-12:00  Metabolic  Mixture.  Water  Ex- 
change. Inorganic  Ion  Exchange. 

Dr.  Newburgh 

Afternoon 

2 :00-  400  The  Normal  Diet.  Miss  MacKinnon 
4:00-  5:00  Discussion. 


Tuesday,  May  15 

Morning 


9:00-10:00 


10:00-12:00 


2:00-  4:00 
4 :00-  5 :00 


Metabolism  in  Diabetes.  Room 
3410,  LTniversity  Hospital. 

Dr.  Newburgh 

Principles  of  Dietetic  Treatment. 

Dr.  Newburgh 

Afternoon 


Calculation  of  Diets. 

Miss  MacKinnon 


Discussion. 


UNIQUE  BOOK-FINDING  SERVICE  LOCATES 
“HARD-TO-OBTAIN”  VOLUMES  IN 
WORLD-WIDE  SYSTEM 

Every  person  at  one  time  or  another  is  confronted 
with  the  problem  of  wanting  a particular  book  that 
is  no  longer  available  through  the  regular  publish- 
ing or  bookstore  channels.  When  a volume  has 
reached  that  stage  of  scarcity,  it  is  designated  as 
“out-of-print”  and  commences  to  lead  an  elusive 
existence. 

The  American  Library  Service,  New  York  City, 
organized  thirteen  years  ago  a world-wide  system 
to  track  down  and  snare  out-of-print  books  in  any 
language  and  on  any  subject.  They  have  been  sin- 
gularly successful  in  this  field.  This  service  also  ex- 
tends to  back  numbers  of  all  magazines. 

Whether  the  book  is  technical  or  historical,  genea- 
logical or  literary,  or  just  a school  book  through 
which  a grown-up  wants  to  recapture  his  youth  by 
re-reading,  the  American  Library  service  has  built 
up  a system  adept  at  finding  it. 

The  American  Library  Service  also  conducts  spe- 
cial departments  for  the  purchase  of  books,  whether 
a single  volume  or  a complete  library,  as  well  as 
autographs  of  literary  or  historical  value.  It  also 
supplies  current  books  of  all  publishers. 


9:00-12:00 


1 :00-  2 :00 


2 :00-  4 :00 


Wednesday,  May  16 

Morning 

Diabetic  Clinic.  Room  G 106,  Uni- 
versity Hospital.  Dr.  Newburgh 

Miss  MacKinnon 

Afternoon 

Teaching  of  Patients.  Room  G 
106,  University  Hospital. 

Miss  MacKinnon 

Preparation  of  Diabetic  Diets. 
Room  B 114,  University  Hospital. 

Miss  Cartmill 


Thursday,  May  17 

M orning 

9:00-10:00  Correlation  of  Various  Classifica- 
tions of  Renal  Disease. 

Dr.  Lashmet 

10:00-11:00  Normal  Physiology  and  Abnormal 
Variations  of  Kidney  Function. 

Dr.  Lashmet 

11:00-12:00  Nature  of  Edema.  Dr.  Lashmet 


*The  programs  in  Proctology  and  in  Obstetrics,  Gyne- 
cology and  Gynecological  Pathology  are  not  completed  in 
time  for  publication,  but  will  be  available  upon  application 
by  the  time  The  Journal  is  delivered. 
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Afternoon 

2:00-  4:00  Functional  Tests  in  Renal  Disease. 

Dr.  Lashmet 

4:00-  5:00  Treatment  of  Renal  Disease. 

Dr.  Lashmet 


9:00-12:00 


2 :00-  4 :00 
4 :00-  5 :00 


Friday,  May  18 

Morning 

Calcium  Metabolism.  Normal  and 
Abnormal.  Room  3410,  University 
Hospital.  Dr.  Freyberg 

Afternoon 

Preparation  of  Nephritic  Diet. 

Miss  Enke 

Discussion. 


TEACHING  STAFF 

L.  H.  Newburgh,  M.D.,  Professor  of  Clinical  Investigation 
in  Internal  Medicine 

F.  H.  Lashmet,  M.D.,  Assistant  Professor  of  Internal  Med- 
icine 

R.  H.  Freyberg,  M.D.,  Instructor  in  Internal  Medicine 
Genevieve  Cartmill,  B.E.,  Instructor  in  Dietetics,  Department 
of  Internal  Medicine;  Dietitian,  Metabolism  Service 
Frances  MacKinnon,  A.B.,  Dietitian,  Diet  Therapy  Clinic 
Gladys  Enke,  B.S.,  Dietitian,  Ward  Service 


PRACTITIONERS’  COURSE 

Receiving  and  Herman  Kiefer  Hospitals 
Detroit,  Michigan 
June  18-22,  1934 

Monday,  June  18 

Moaning 

8:00  Registration.  Receiving  Hospital 

8:30  Symposium  on  Gastro-intestinal  Disease. 
Peptic  Ulcer. 

a.  Differential  Diagnosis  from  Clin- 
ical Standpoint. 

b.  Differential  Diagnosis  from  X-ray 
and  other  Laboratory  Standpoints. 

Dr.  Hugo  A.  Freund 
Dr.  Wm.  A.  Evans 

10:00  c.  Medical  Treatment. 

Dr.  C.  E.  Vreeland 
11 :00  Gastro-intestinal  Neuroses.  Dr.  H.  A.  Reye 
Afternoon 

1 :30  Complications  of  Peptic  Ulcer  and  In- 
dication for  Surgical  Treatment. 

Dr.  F.  G.  Buesser 

2 :30  Amebic  Dysentery  and  Ulcerative  Co- 
litis. Diagnosis  and  Treatment. 

Dr.  B.  C.  Lockwood 

4:00  Gross  specimens.  Gastro-intestinal  Dis- 
ease. Dr.  O.  A.  Brines 


Wednesday,  June  20 

Morning 

8:00  Diabetes  mellitus.  Requirements  for 
Diagnosis.  The  Pre-Diabetic  State. 

Dr.  Richard  McKean 
9:00  Principles  of  Treatment. 

Dr.  Richard  McKean 

10:00  Laboratory  Procedures.  Preparation  of 

Diets.  Dr.  Daniel  P.  Foster 

Afternoon 

1 :30  Hypertensive  and  Arterial  Sclerotic 
Heart  Disease.  Associated  Conditions. 
Prognosis.  Management. 

Dr.  C.  G.  Jennings. 

2 :30  Coronary  Occlusion.  Angina  Pectoris. 

Dr.  Robt.  L.  Novy 

3:30  Circulatory  Problems  in  Relation  to  Ob- 
stetrics and  Surgery.  Dr.  E.  P.  Spalding 


Thursday,  June  21 

Morning 

Treatment  of  Heart  Disease. 

Dr.  Robt.  L.  Novy 
Clinical  Bedside  Demonstration. 

Dr.  W.  B.  Cooksey 
Dr.  Douglas  Donald 
Dr.  Robt.  L.  Novy 
Dr.  E.  D.  Spalding 
Nephritis.  Dr.  Alpheus  Jennings 

Afternoon 

Problems  in  the  Treatment  of  Diabetes. 
Case  Demonstration.  The  Use  of  In- 
sulin. Dr.  Richard  McKean 

Complications  of  Diabetes.  The  Disease 
in  Middle  Life  and  in  Old  Age. 

Dr.  Daniel  P.  Foster 


Friday,  June  22 

Morning 

Herman  Kiefer  Hospital 
Dr.  Bruce  Douglas  and  Staff 
8:00  Pulmonary  Tuberculosis.  Requirements 
for  the  Diagnosis. 

9:00  The  X-ray  in  Diagnosis  and  in  Deter- 
mination of  Activity  of  Foci. 

10:00  Tuberculosis  in  Children. 

The  Tuberculin  Test. 

Indication  for  Collapse  Therapy. 

Afternoon 

1 :30  Surgical  Indications  and  Results  in  Pul- 
monary Tuberculosis.  Dr.  E.  J.  O’Brien 
2 :30  Contagious  Diseases.  Dr.  John  E.  Gordon 


8:00 

9:00 

11:00 
1 :30 
3:00 


Tuesday,  June  19 

Morning 

8 :00  Gall  Bladder  Disease.  Clinical  Picture. 
Differential  Diagnosis.  When  to  Operate. 

Dr.  R.  J.  Schneck 

9:00  Agranulocytosis.  Dr.  Hugo  A.  Freund 

10:00  Ano-rectal  Disease.  Methods  of  Exam- 
ination. Office  Procedures.  Clinic. 

Dr.  L.  J.  Hirschman 

Afternoon 

1 :30  Symposium  on  Heart  Disease.  Classi- 
fication, History  Taking,  Signs  and 
Symptoms  of  Heart  Failure. 

Dr.  Norman  E.  Clarke 

2 :30  Pathologic  Physiology. 

Dr.  Douglas  Donald 

3 :30  X-ray  and  Electrocardiography  in  Heart 

Disease.  Dr.  Douglas  Donald 

Dr.  J.  C.  Kenning 


TRAUMATIC  EMERGENCY  AND  MINOR 
SURGERY 

Receiving  and  Herman  Kiefer  Hospitals 
Detroit,  Michigan 

June  25-29,  1934 
Monday,  June  25 

Morning 

8:00  Registration  Receiving  Hospital 

8:45  Immediate  Care  in  Traumatic  Injury, 
and  Recognition  and  Treatment  of  Shock. 

Dr.  Roy  D.  McClure 

10:00  Differential  Diagnosis  in  Acute  Abdom- 
inal Conditions. 

Indications  for  Exploration 

Choice  of  Procedures 

Operative  Clinic  Dr.  H.  K.  Shawan 
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Afternoon 

1 :30  Factors  in  Estimation  of  Surgical  Risk. 

Dr.  E.  D.  Spalding 

2 :30  Pre-operative  and  Post-operative  Care. 

Dr.  L.  J.  Morand 

3:30  Injuries  to  the  Eye. 

Dr.  Don  M.  Campbell 

Tuesday,  June  26 

Morning 

8:00  Clinic.  Plastic  Surgery. 

Principles  and  Technic  in  Care  of  Skin 
Lesions  and  Injuries. 

Skin  Grafting.  Dr.  C.  L.  Straith 

10:00  Clinic.  Recognition  and  Treatment  of 
Injuries  to  Kidney,  Ureter  and  Bladder. 

Dr.  H.  W.  Plaggemeyer 
Afternoon 

1 :30  Clinic.  Genito-Urinary  Tract.  Acute 
and  Chronic  Infections  and  Secondary 
Lesions.  Dr.  F.  H.  Cole 

3 :00  Clinic.  Peripheral  Vascular  Insuffi- 
ciency. Varicose  Veins.  Buerger’s  Dis- 
ease. Dr.  E.  A.  Osius 

Wednesday,  June  27 
Moaning 

8:00  Diagnosis  of  Cranial  and  Spinal  Injuries. 

The  Neurological  Examination. 

Dr.  H.  A.  Reye 

9:00  Traumatic  Neuroses.  Dr.  H.  A.  Reye 

10 :00  Demonstration  of  Cases. 

Dr.  Frederic  Schrieber 
Dr.  E.  S.  Gurdjian 
Dr.  J.  C.  Kenning 
Afternoon 

Herman  Kiefer  Hospital 
1 :30  Surgery  of  Chest. 

Including  Care  of  Accidental  Injuries 
as  well  as  the  Newer  Surgical  Methods 
in  Care  of  the  Tuberculous. 

Dr.  E.  J.  O’Brien 
Thursday,  June  28 
Morning 

8:00  Clinic.  Major  and  Minor  Injuries. 

Dr.  W.  J.  Cassidy 

10:00  Office  and  Emergency  Treatment  of  Ano- 

Rectal  Conditions.  Dr.  L.  J.  Hirschman 
Afternoon 

1 :30  Infections  of  Hand.  Indications  and 
Technique  for  Drainage  and  other  Sur- 
gical Intervention.  Dr.  C.  S.  Kennedy 

3 :00  Burns.  Recent  American  Medical  As- 
sociation presentation,  with  use  of  Lan- 
tern Slides  and  Moving  Pictures. 

Dr.  Clyde  I.  Allen 
Friday,  June  29 
Morning 

8:00  Fractures.  Dr.  A.  D.  LaFerte 

Dr.  F.  C.  Kidner 

11 :00  Osteomyelitis.  Dr.  G.  C.  Penberthy 

Afternoon 

1 :30  Injuries  to  the  Newborn.  Dr.  David  J.  Levy 
2:30  Prevention  and  Repair  of  Injuries  to 

Birth  Canal.  Dr.  Ward  F.  Seeley 


ROENTGENOLOGY 
University  Hospital,  Ann  Arbor 
June  25- August  3,  1934 

Medical  Roentgenology:  Advanced  Course.  The 
first  half  of  this  course  consists  of  an  intensive 
systematic  laboratory  study  of  the  physical  princi- 
ples of  x-ray  production,  the  mechanics  of  x-ray 


apparatus,  and  the  chemistry  of  photography.  The 
second  half  will  be  devoted  to  instruction  in  film 
interpretation  and  fluoroscopic  procedures. — Profes- 
sor Fred  F.  Hodges  and  Staff. 

For  information  address  Department  of  Post- 
Graduate  Medicine,  University  Hospital,  Ann  Arbor, 
Michigan. 


MICHIGAN  STATE  MEDICAL  SOCIETY 
and 

DEPARTMENT  OF  POST-GRADUATE  MEDI- 
CINE, UNIVERSITY  OF  MICHIGAN 
POST-GRADUATE  CONFERENCE— FOUR- 
TEENTH COUNCILLOR  DISTRICT 
at 

Adrian — Masonic  Auditorium 
Thursday,  May  10,  1934 
Afternoon 

2:30  Prevention  and  Repair  of  Birth  Injuries  to 
the  Mother — Dr.  H.  H.  Cummings,  Ann  Ar- 
bor. 

3 :30  Differential  Diagnosis  in  Acute  Abdominal 
Disease — Dr.  Eugene  Potter,  Ann  Arbor. 

4:30  Diagnosis  and  Treatment  of  Pneumonia — Dr. 

E.  D.  Spaulding,  Detroit. 

6 :30  Dinner. 

Address — The  Recognition  and  Management 
of  Speech  Defects — Professor  John  R.  Muys- 
kens,  Ann  Arbor. 

Dr.  H.  H.  Cummings,  Councillor. 


A.  M.  A.  MEETING 

This  will  be  held  in  Cleveland  the  week  of  June 
10.  To  register  and  attend  it  is  necessary  to  present 
your  1934  Fellowship  Card. 
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DICKINSON-IRON  COUNTY 

The  Dickinson-Iron  County  Medical  Society  met 
on  March  29,  at  7 p.  m.,  at  the  Milliman  Hotel  for 
a dinner  meeting.  The  president,  W.  J.  Kofmehl, 
presided,  and  the  following  members  answered  roll 
call : Drs.  Haight,  Kofmehl,  Libby,  Hayes,  Hamlin, 
Fredling,  Browning,  Alexander,  Crowell,  Smith, 
Frederickson,  Drury,  Boyce,  Walker,  Huron  and 
Menzies.  It  was  voted  to  keep  the  annual  dues 
of  the  society  at  $12.00. 

Dr.  Clifford  Menzies  of  the  Ford  Hospital,  Iron 
Mountain,  was  elected  a member. 

We  highly  appreciated  the  following  program : 
Dr.  Moses  Cooperstock  of  the  Northern  Children’s 
Clinic  speaking  on  “Asthma,  An  Allergic  Disease,” 
and  Dr.  Eugene  Elzinga,  orthopedic  surgeon  for  the 
Michigan  Crippled  Children’s  Commission,  speaking 
on  “Acute  Osteomyelitis.” 

Charles  P.  Drury,  Secretary. 


LIVINGSTON  COUNTY 

Twelve  members  and  seven  guests  including  repre- 
sentatives of  the  Livingston  County  Dental  Associa- 
tion met  at  the  State  Sanatorium  on  Friday  eve- 
ning, April  6,  1934,  and  enjoyed  a fine  chicken  dinner. 

The  business  session  that  followed  included  the 
reading  and  approval  of  the  minutes  of  the  March 
meeting.  A preliminary  report  of  the  Committee 
on  “Preventive  Medicine”  was  mentioned  by  the 
secretary.  He  reported  that  the  Committee  had  met 
as  guests  of  Doctor  Melius  at  a dinner  in  Brighton 
on  the  evening  of  April  3.  Commissioner  Vaughn, 
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of  the  Health  Department  of  Detroit,  very  kindly 
met  with  the  Committee  and  discussed  his  plans  in 
full,  and  the  possibilities  for  Livingston  County  was 
a live  subject  of  speculation.  A detailed  recom- 
mendation for  public  health  and  preventive  medicine 
activities  in  our  County  Society  will  probably  not 
be  formulated  before  the  fall  months  of  this  year. 

The  secretary  reported  his  attendance  at  the  an- 
nual conference  of  county  secretaries.  He  also  an- 
nounced that  a University  Hospital  Post-Graduate 
Extension  Course  for  our  Councilor  District  would 
be  held  at  Adrian  in  the  afternoon  and  evening 
of  May  10. 

The  president,  Doctor  Leslie,  urged  the  members 
of  the  Society  to  support  the  coming  referendum 
on  a State  Bond  issue  because  of  its  vital  importance 
to  the  immediate  welfare  of  the  people  of  Michigan 
and  because  certain  of  the  state  institutions,  includ- 
ing the  Sanatorium  at  Howell,  will  profit  by  the 
building  construction  that  they  will  receive  if  this 
Act  is  approved. 

An  informal  discussion  took  place  concerning  the 
possible  action  of  the  House  of  Delegates  at  a spe- 
cial meeting  to  be  held  in  Flint  on  April  12.  While 
no  details  of  the  action  to  be  taken  there  were  avail- 
able to  the  Society,  it  was  felt  that  any  precipitous 
action  on  the  part  of  the  House  of  Delegates  in  the 
field  of  medical  insurance  might  conceivably  be  un- 
fortunate at  this  time.  While  this  was  the  sense  of 
some  members  on  this  mute  subject,  it  was  felt  that 
we  were  too  much  in  the  dark  to  instruct  our  dele- 
gate as  to  the  proper  action  to  take  at  Flint,  should 
this  subject  come  up  for  action,  and  that  we  would 
rely  entirely  upon  the  exercise  of  his  good  judgment 
in  the  matter. 

Following  the  business  session  the  Society  was 
fortunate  in  hearing  Dr.  Charles  L.  Brown,  Profes- 
sor of  Medicine  at  the  University  of  Michigan,  give 
a very  clear  and  practical  discourse  on  the  subject 
of  “Medical  Diseases  of  the  Kidney.”  Doctor  Brown 
clarified  many  of  our  difficulties  concerning  the  dis- 
tinction between  nephritis  and  nephrosis.  He 
touched  on  the  problem  of  treatment  in  some  detail 
and  referred  to  the  use  of  neutral  diets  and  altera- 
tions of  the  acid-base  equilibrium  in  the  elimination 
of  edema.  The  importance  of  focal  infection  was 
stressed,  and  all  in  all  it  was  a most  practical  talk 
on  a very  difficult  subject  and  was  widely  appreciated 
by  those  fortunate  to  hear  it. 

R.  S.  Anderson,  M.D.,  Secretary. 


SAINT  CLAIR  COUNTY 

A regular  meeting  of  the  Society  was  held  at  the 
Harrington  Hotel,  Port  Huron,  Michigan,  Tuesday, 
March  20,  1934.  At  6 :30  p.  m.  supper  was  served  to 
nineteen  members  and  three  guests  and  before  the 
meeting  convened  four  additional  members  were 
present. 

The  meeting  was  called  to  order  at  8 p.  m.  by  the 
president,  Dr.  A.  B.  Armsbury.  The  minutes  of  the 
preceding  meeting  were  read  and  approved.  Several 
communications  from  the  office  of  the  secretary  of 
the  Michigan  State  Medical  Society  were  read.  Dr. 
Henry  C.  Wass  of  Saint  Clair,  Michigan,  was  elected 
to  active  membership  in  the  Society.  The  applica- 
tion for  membership  of  Dr.  Ralph  M.  Burke  of  Em- 
mett, Michigan,  was  read  and  referred  to  the  Cen- 
sors for  action. 

The  president  then  introduced  the  guest-speaker 
of  the  evening,  Dr.  Julius  H.  Powers  of  Saginaw, 
whose  subject  was  “Hand  Infections.”  Dr.  Powers 
interspersed  his  remarks  with  lantern  slide  views  to 
bring  out  salient  points  in  the  consideration  of  his 
subject.  The  speaker  stressed  the  following  points: 
lateral  incisions  for  felon,  teno-synovitis  and  arm 
drainage  rather  than  incisions  directly  onto  the  ten- 


dons and  nerves,  crucial  incision  in  carbuncle  with 
undercutting,  the  use  of  vaselin  gauze  for  drains 
which  should  as  a rule  be  removed  within  forty- 
eight  hours,  no  early  incision  in  lymphangitis  but 
rather  a late  incision  after  localization,  the  use  of 
general  anesthesia  for  incision  and  adequate  drain- 
age rather  than  insufficient  drainage  referred  to  as 
a medical  incision  so  often  the  case  when  no  anes- 
thetic is  used  and  the  constriction  of  the  limb  at 
a higher  level  for  one  hour  after  incision  to  avoid 
systemic  toxemia. 

Discussion  was  opened  by  Doctor  Thomas,  fol- 
lowed by  Doctors  Smith,  Sites,  Burley,  MacKenzie 
and  Heavenrich.  Doctor  Powers  then  closed  the 
discussion. 

Upon  motion  by  Doctor  Heavenrich  the  speaker 
was  given  a rising  vote  of  thanks  by  the  Society  for 
his  long  trip  and  fine  address. 

The  meeting  adjourned  at  9:30  p.  m. 


A regular  meeting  of  the  Society  was  held  at  the 
Harrington  Hotel,  Port  Huron,  Michigan,  Tuesday, 
April  3,  1934. 

Supper  was  served  to  about  twenty-five  members 
and  guests  and  prior  to  the  beginning  of  the  pro- 
gram twenty-eight  members  and  four  guests  were 
present. 

The  meeting  was  called  to  order  by  President 
Armsbury.  The  minutes  of  the  preceding  meeting 
were  read  and  approved.  An  application  for  mem- 
bership was  received  from  Dr.  Wilbur  S.  Henderson 
and  referred  to  the  Censors  for  action  at  the  next 
meeting.  Dr.  Ralph  M.  Burke  of  Emmett  was 
elected  to  active  membership  in  the  Society.  A let- 
ter from  Doctor  Kidner  of  Detroit  was  read  and  the 
Society  selected  one  of  the  three  tentative  subjects 
suggested  by  Doctor  Kidner  for  the  meeting  of  May 
15,  1934,  at  which  time  Doctor  Kidner  is  to  be  our 
guest-speaker. 

A letter  was  read  from  the  Chamber  of  Commerce 
naming  the  Public  Health  Committee  of  that  organ- 
ization comprising  Doctors  Attridge,  Cooper  and 
Battley.  Doctor  Cooper,  chairman  of  the  Medico- 
legal Committee  of  the  Society,  read  an  opinion  from 
the  office  of  the  Prosecuting  Attorney  with  regard 
to  physicians  divulging  diagnoses  to  the  Welfare 
Commission  of  the  County  in  cases  where  persons 
on  the  welfare  list  were  receiving  treatment.  The 
opinion  expressed  was  that  such  information  so  re- 
ceived by  the  physician  is  not  a privileged  com- 
munication and  therefore  may  be  divulged  to  the 
Welfare  Commission,  but  notwithstanding  the  phy- 
sician should  endeavor  to  secure  the  permission  of 
the  patient  before  so  doing.  A motion  to  record 
said  opinion  and  place  the  letter  on  file  was  carried. 

The  president  read  a letter  from  the  Probate 
Judge  advising  the  members  of  the  Society  to  re- 
frain from  sending  CCC  cases  to  the  hospital  for 
treatment  unless  the  same  were  most  urgent.  The 
Judge  further  stated  that  unless  this  was  observed 
there  was  a danger  of  the  County  Supervisors 
rescinding  their  action  to  permit  local  hospitalization 
owing  to  the  expense  involved.  Doctor  Heavenrich 
reported  to  the  Society  that  the  Kroger  Grocery 
Company  was  protected  by  adequate  insurance  in 
compensation  cases  and  that  the  local  physicians 
would  be  allowed  regular  fees  for  their  services  in 
such  cases.  The  doctor  further  stated  that  he  was 
advised  the  company  would  allow  a fee  of  two  dol- 
lars for  making  physical  examinations  of  new  em- 
ployees. 

The  president  appointed  a special  committee  con- 
sisting of  Doctors  Burley  and  Brush  to  call  upon 
the  management  of  the  Harrington  Hotel  and 
arrange  for  better  dining  room  service  for  our 
meetings. 

At  the  request  of  the  president,  Doctor  Heaven- 
rich introduced  the  guests-peaker  of  the  evening: 
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Jour.  M.S.M.S. 


Dr.  Carl  F.  Moll  of  Flint.  Doctor  Moll  addressed 
the  Society  upon  the  subject  “Sciatica”  and 
stressed  the  following  points : His  belief  that  occu- 
pation and  exposure  to  wet  and  cold  were  both 
etiologic  factors,  that  the  condition  was  a great  trial 
to  industrial  insurance  companies,  health  insurance 
companies,  and  also  to  the  physician,  that  males 
were  preponderantly  affected,  that  thin  rather  than 
fat  persons  were  more  often  affected,  that  a care- 
ful taking  of  histories  would  frequently  elicit  trauma 
although  care  should  be  observed  not  to  encourage 
the  patient  to  do  so,  that  a thorough  painstaking 
physical  examination  should  be  made  in  every  case 
and  an  effort  made  to  find  basic  organic  disease  or 
focal  infection,  that  rest  in  bed  with  a weight  placed 
on  affected  leg  and  foot  in  extension  apparatus  was 
probably  the  best  treatment  in  his  opinion.  Discus- 
sion by  Doctors  Sites,  Attridge,  MacKenzie  and 
Heavenrich  followed.  A rising  vote  of  thanks  was 
given  Doctor  Moll  for  his  long  trip  and  splendid 
address. 

George  M.  Kesl,  Secretary-Treasurer. 


MONROE  COUNTY 

The  members  of  the  Monroe  County  Medical 
Society  and  their  ladies  had  a Valentine  bridge 
party  at  the  Monroe  Country  Club  February  15, 
1934.  They  invited  the  dentists  of  the  county  and 
their  ladies.  A large  number  attended  and  enjoyed 
the  excellent  dinner,  Valentine  decorations,  the 
bridge  game,  and  also  the  other  refreshments  be- 
sides the  dinner.  All  present  expressed  their  ap- 
preciation to  the  committee  in  charge,  Dr.  and  Mrs. 
J.  J.  Siffer,  of  Monroe,  and  asked  for  another  such 
party  before  the  summer  recess. 

The  March  meeting  of  the  society  was  held  March 
15,  at  the  Park  Hotel,  Monroe,  beginning  with  a 
steak  dinner.  Dr.  C.  D.  Brooks,  of  Detroit,  pre- 
sented the  subject  “Biliary  Tract  Disease”  in  his 
usual  highly  informative  and  entertaining  fashion. 
He  illustrated  his  talk  with  lantern  slides. 

Florence  Ames,  M.D.,  Secretary. 
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State  Medical  Journal  May  1934 
Dear  Auxiliary  Members : 

It  is  time  for  us  to  begin  thinking  about  attending 
the  annual  meeting  of  our  National  Auxiliary,  which 
will  be  held  in  Cleveland,  June  11  to  15,  1934. 

Mrs.  Clyde  Cummer,  wife  of  the  president  of  the 
Ohio  State  Medical  Society,  has  been  appointed  so- 
cial chairman  of  the  Auxiliary  meetings.  Every 
effort  is  being  made  to  make  our  visit  to  Cleveland 
a huge  success. 

The  Carter  Hotel,  in  the  center  of  the  city,  has 
been  selected  for  headquarters  and  all  the  Auxiliary 
activities  will  be  taken  care  of  under  the  Carter 
roof.  This  year  the  Auxiliary  will  be  on  the  first 
two  floors,  with  the  Exhibits  and  Committee  rooms 
easy  of  access  from  the  main  lobby  of  the  hotel. 

A most  unusual  and  interesting  program  has  been 
planned  for  the  business  meetings  of  the  Auxiliary. 
The  rest  of  the  time  will  be  filled  with  many  enter- 
taining trips  and  social  affairs  arranged  by  our 
Cleveland  hostesses.  You  will  be  kept  so  busy  that 
your  husband  will  scarcely  realize  that  you  are  with 
him. 


Because  this  convention  is  being  held  so  near  us, 
I feel  this  year  is  an  opportune  time  for  our  Mich- 
igan members  to  attend.  I know  I do  not  need  to 
urge  those  of  you  who  have  attended  previous  Na- 
tional Conventions.  I do  hope  as  many  of  you  as 
possible  will  plan  to  attend  this  year.  I can  assure 
you  that  you  will  not  only  enjoy  yourselves  im- 
mensely, but  you  will  also  make  many  pleasant 
friendships,  receive  new  ideas  and  inspirations  for 
your  auxiliary  work,  and  will  come  home  feeling 
you  have  had  a very  profitable  vacation. 

(Mrs.  E.  L.)  Irene  H.  Whitney. 

Bay  County. — Mrs.  Robert  H.  Criswells  was 
hostess  to  the  Women’s  Auxiliary  to  the  Bay  County 
Medical  Society  at  her  home,  2131  Center  Ave.,  Bay 
City,  on  March  14.  Following  the  buffet  dinner, 
which  was  attended  by  twenty-four  members,  Mrs. 
Paul  Urmston  reported  on  the  State  Auxiliary 
Executive  Board  meeting  held  in  Detroit  in  January. 
Dr.  Clyde  Tarter,  of  Standish,  then  spoke  on  “Pre- 
ventatives  to  Tuberculosis,”  illustrating  his  talk  with 
slides. 

(Mrs.  Edwin  C.)  Josephine  Miller, 
Publicity  Chairman. 

Kent  County — Dr.  William  R.  Torgerson  dis- 
cussed the  medical  and  economic  problems  of  Puerto 
Rico  and  Dr.  H.  E.  Veldman  spoke  on  China  from 
the  medical  viewpoint  at  a meeting  of  the  Woman’s 
Auxiliary  to  the  Kent  County  Medical  Society,  which 
was  held  at  2 o’clock  Wednesday  afternoon,  March 
21,  in  the  club  rooms  of  the  Medical  Arts  Building. 
Fifty  members  were  present. 

' Mrs.  W.  D.  Lyman  presided  at  the  tea  urn,  ar- 
rangements for  the  tea  being  in  charge  of  Mrs. 
Reuben  Mauritis  and  Mrs.  Lyman. 

(Mrs.  W.  R.)  Orba  Dean  Torgerson, 

Secretary. 

Oakland  County. — Twenty-four  members  of  the 
Oakland  County  Medical  Auxiliary  enjoyed  a lunch- 
eon at  the  Willow  Tea  Room,  in  Royal  Oak,  on 
March  16.  N.  J.  Quickstad,  superintendent  of 
schools  in  Royal  Oak,  gave  an  interesting  account 
of  some  aspects  of  Mental  Hygiene.  A business 
meeting  followed  the  talk.  Plans  are  being  made 
to  entertain  the  Jury  Club  in  the  near  future.  There 
will  be  Hygeia  exhibits  at  the  Webster  School,  in 
Pontiac,  and  at  the  Auburn  Heights  School  for  their 
May  P.  T.  A.  programs. 

(Mrs.  R.  H.)  Helen  C.  Baker, 
Publicity  Chairman. 

l-Vayne  County. — Several  very  fine  artists  are  listed 
among  the  membership  of  the  Woman’s  Auxiliary  to 
the  Wayne  County  Medical  Society.  That  all  might 
enjoy  their  work,  an  art  exhibit,  by  and  for  mem- 
bers of  the  Auxiliary,  was  held  during  March.  Mrs. 
Jack  Agins  was  co-chairman  of  the  Program  Com- 
mittee for  this  event. 

All  who  had  done  any  work  in  oil  painting,  sculp- 
ture, water  colors,  etching,  dry-point,  or  pencil  and 
ink  were  invited  to  contribute.  Mr.  Sarkis  Sarki- 
sian, Mr.  John  Pappas,  and  Miss  Mildred  Williams 
made  up  the  impartial  jury  chosen  by  Mrs.  George 
Kemperman  to  select  the  exhibits. 

The  exhibit  opened  on  Sunday  afternoon,  March 
11,  with  a musical  tea  at  the  club  house.  On  this 
occasion  Mrs.  H.  Lee  Simpson  gave  a most  interest- 
ing and  enlightening  talk  on  “Modern  Art.”  In  the 
absence  of  Mrs.  Claire  L.  Straith,  president  of  the 
Auxiliary,  Mrs.  Frank  W.  Hartman,  vice  president 
and  program  chairman,  introduced  the  speaker. 
Much  enjoyment  was  added  to  the  program  by  the 
playing  of  a group  of  Russian  Gypsy  Classics  by 
Dr.  and  Mrs.  Jack  Agins.  The  Board  of  Directors 
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acted  as  hostesses,  and  Mrs.  Wm.  J.  Stapleton,  Jr., 
and  Mrs.  A.  B.  McGraw,  presided  at  the  tea  table. 

The  display  was  on  view  at  the  club  house  each 
afternoon  until  March  15.  It  was  also  a feature  of 
the  regular  monthly  meeting  of  Tuesday,  March  13. 
On  this  occasion  Mrs.  Simpson  again  gave  a short 
talk  on  art,  her  subject  being  “Understanding  Con- 
temporary Expression.” 

She  said  that  people  who  have  not  studied  art  are 
prone  to  criticize  what  they  personally  do  not  under- 
stand or  have  not  experienced.  It  is  only  natural 
to  like  paintings  of  scenes  which  we  know  and  ex- 
periences which  we  have  had.  Those  who  have 
spent  some  time  in  the  country  prefer  pastoral 
scenes,  while  those  who  have  always  lived  in  the 
city  prefer  pictures  of  city  life  and  people.  To 
appreciate  art  we  must  cast  our  personal  prejudices 
aside  and  seek  to  understand  the  feeling  that  the 
artist  has  endeavored  to  express  within  the  limita- 
tions imposed  upon  him  by  the  materials  he  has 
used. 

All  who  attended  the  series  of  Ancient  History 
lectures,  sponsored  by  the  Study  Group  of  the  Aux- 
iliary, regretted  the  completion  of  the  course.  It  is 
hoped  that  the  meetings  will  be  continued  next  year. 

On  March  6,  Mrs.  Roger  V.  Walker,  chairman  of 
the  Social  Committee,  entertained  the  members  of 
the  executive  board  of  the  Woman’s  Auxiliary,  at 
luncheon  in  her  home,  preceding  the  monthly  board 
meeting. 

The  Auxiliary  served  refreshments  after  the  de- 
lightful plays  presented  by  the  Dramatic  Section  of 
the  Wayne  County  Medical  Society  at  the  Players’ 
Playhouse,  on  Saturday,  March  10. 

(Mrs.  Clifford)  Lorraine  E.  Loranger, 
Publicity  Chairman. 
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COMMUNICABLE  DISEASES 

Scarlet  fever  incidence  is  unusually  high  at  pres- 
ent, with  7,716  cases  reported  for  the  first  three 
months  of  the  year.  This  is  considerably  above  that 
for  the  same  period  in  1933,  and  the  1933  level  was 
in  turn  far  above  the  average  for  the  preceding  five 
years.  The  total  number  of  deaths  in  1933  was  157 
as  compared  to  112  for  1932,  a 40  per  cent  increase. 
The  peak  of  the  seasonal  curve  usually  continues 
until  Ma}'  before  there  is  much  tendency  to  decline. 
In  1933  the  peak  occurred  in  May. 

While  there  is  a question  as  to  whether  the  actual 
incidence  of  scarlet  fever  is  on  the  increase  or 
whether  we  are  merely  having  a better  degree  of 
reporting,  it  would  appear  that  the  number  of  cases 
is  greater  than  heretofore. 

The  number  of  mild  cases  now  occurring  results 
in  many  being  unreported.  There  are  a great  many 
that  have  no  medical  attention.  Nevertheless,  it  may 
be  that  there  is  some  tendency  toward  increase  in 
virulence,  at  least  in  some  local  communities. 

The  Michigan  Department  of  Health  receives 
many  calls  for  Dick  test  toxin  and  toxin  for  active 
immunization.  These  products  are  no  longer  being 
distributed.  Scarlet  fever  antitoxin  has  been  sup- 
plied in  limited  quantities  and  its  use  has  been  ad- 
vised therapeutically  only  for  the  severely  toxic  case. 


In  the  LTpper  Peninsula  there  are  a number  of 
scattered  communities,  particularly  in  the  western 
section,  in  which  there  are  some  rather  intensive 
outbreaks.  For  the  most  part,  the  northern  half  of 
the  lower  peninsula  is  relatively  free.  The  tier  of 
counties  on  the  southern  border  is  also  rather  free, 
judging  from  the  number  of  reported  cases.  Some 
of  the  more  populous  counties  which  have  a lower 
than  average  incidence  are  Bay,  Saginaw,  St.  Clair, 
Macomb,  and  Wayne.  Those  which  have  been  show- 
ing a very  high  incidence  are  Genesee,  Kalamazoo, 
Muskegon,  Ingham,  and  Kent. 

Health  officers  and  physicians  are  urged  to  keep 
on  the  lookout  for  scarlet  fever  cases,  particularly 
those  that  are  mild  or  that  have  atypical  symptoms. 
All  cases  which  can  be  so  diagnosed  should  be  re- 
ported and  quarantined  according  to  the  regulations. 


Comment  has  been  made  from  time  to  time  during 
the  last  year  or  two  regarding  the  extremely  low 
incidence  of  smallpox.  There  has  recently  been  an 
increase  in  the  reported  cases  of  this  disease.  It  is 
evident  that  quite  a few  of  the  cases  reported  as 
smallpox  are  chickenpox,  but  there  has  been  some 
increase  in  the  number  of  cases  w'hich  are  apparently 
bona  fide. 

The  principal  focus  has  been  in  the  rural  parts 
of  Houghton  County.  Whatever  other  cases  of  the 
disease  there  may  actually  be  in  the  state,  they  are 
very  much  scattered.  From  January  1 to  March 
31,  the  number  of  cases  of  smallpox  reported  totalled 
thirty-three. 


The  incidence  of  typhoid  fever  is  about  normal 
for  the  season,  there  being  a minimum  number  of 
cases.  One  small  outbreak  of  more  than  usual  in- 
terest occurred  on  Beaver  Island.  Three  cases,  all 
using  milk  from  the  same  source,  occurred  in  March. 
The  milk  supply  in  question  was  a small  one,  with 
only  five  families  concerned.  The  outbreak  is  of 
interest  because  of  its  location  and  the  season  of  the 
year,  and  the  epidemiological  possibilities.  The  car- 
rier who  was  the  source  of  the  outbreak  was  located. 

Several  cases  of  typhoid  have  occurred  recently 
in  the  city  of  Saginaw.  Three  of  these  were  ap- 
parently water-borne  and  due  to  the  use  of  a private 
well. 

All  other  cases  occurring  throughout  the  state 
have  been  scattered. 


Diphtheria  continues  to  show  a downward  trend, 
the  number  of  cases  so  few  that  it  might  be  said 
to  be  a rare  disease.  However,  this  should  not  be 
considered  as  conclusive  evidence  that  the  fight 
against  diphtheria  has  been  won.  Considerably  more 
immunization  must  be  done  among  young  children 
before  this  can  be  an  assured  fact. 


The  season  for  measles  is  at  hand,  and  it  cannot 
be  said  too  often  that  this  is  a dangerous  disease  for 
young  children.  If  a child  contracts  measles  before 
he  is  a year  old  his  chances  of  dying  are  more  than 
50  times  greater  than  if  he  has  the  disease  between 
the  ages  of  five  and  fifteen.  A high  incidence  of 
this  disease  is  not  expected  throughout  the  state  this 
year,  but  undoubtedly  there  will  be  quite  a few 
communities  that  will  have  their  “measles  year”  re- 
sulting in  sharp  outbreaks.  Health  officers  and  phy- 
sicians are  again  reminded  that  a baby  or  young 
child  who  is  known  to  have  been  exposed  to  the  dis- 
ease may  be  protected  previous  to  the  fifth  or  sixth 
day  after  exposure  by  the  use  of  convalescent  serum 
or  whole  blood  from  an  immune  person. 


Dr.  R.  B.  Howard,  District  Health  Officer  of  the 
four-county  consolidated  district  made  up  of  Alpena, 
Cheboygan,  Montmorency  and  Presque  Isle  Counties, 
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with  headquarters  at  Rogers  City,  has  resigned.  Dr. 
Gordon  B.  Moffat,  Acting  Health  Officer  of  Genesee 
County,  has  been  appointed  to  fill  the  vacancy  and 
will  assume  his  duties  at  Rogers  City  on  May  1. 

Dr.  Leslie  Lambert,  who  is  at  present  taking  post- 
graduate work  at  the  School  of  Hygiene  and  Public 
Health  at  Johns  Hopkins  Lhfiversity,  will  resume  his 
work  as  Genesee  County  Health  Officer  on  Tune  1. 

C.  D.  B. 


KAHN  TEST  REESTABLISHED 

Reestablishment  of  the  Kahn  test  in  the  labora- 
tories of  the  Michigan  Department  of  Health  on 
April  15,  1934,  was  made  possible  by  an  appropria- 
tion of  the  second  special  session  of  the  Legislature. 
Since  the  discontinuance  of  the  test  on  July  15,  wide 
protest  has  come  from  physicians  of  the  state,  espe- 
cially those  in  rural  areas. 

The  test  will  apply  only  to  patients  who  cannot 
afford  to  pay  the  commercial  laboratory  fee.  The 
new  examination  blank  for  specimens  carries  the 
following  statement  to  be  signed  by  the  physician: 
“I  certify  that  this  patient  has  stated  to  me  that  he 
(she)  cannot  pay  the  regular  commercial  laboratory 
fee  for  this  blood  test.” 


SUICIDES  AND  HOMICIDES 

The  number  of  suicides  in  Michigan,  which  has 
mounted  steadily  since  its  spectacular  rise  in  1930, 
dropped  in  1933.  Only  816  persons  took  their  own 
lives  last  year,  in  contrast  to  the  high  mark  of  937 
in  1932. 

The  increase  in  suicides  has  been  widely  com- 
mented upon  as  an  accompaniment  of  the  depression. 
It  began  in  1930  when  812  suicides  were  reported 
compared  to  674  in  1929.  Another  sharp  rise  fol- 
lowed in  1931,  when  the  number  went  up  to  925, 
to  mount  to  937  in  1932.  The  drop  to  816  in  1933 
makes  that  year  almost  exactly  balance  1930. 

Homicides  have  decreased  steadily  within  the  past 
five  years.  They  dropped  from  395  in  1929  to  337 
in  1930,  to  285  in  1931,  to  267  in  1932,  and  to  239 
in  1933. 


VIOLENT  DEATHS  IN  1933 

In  the  year  1933,  9 per  cent  of  all  the  deaths  in 
Michigan  were  due  to  violence.  There  were  4,344 
such  deaths,  3,289  accidents,  239  homicides,  and  816 
suicides.  This  is  a slight  increase  over  the  8.5  per 
cent  of  1932. 

It  is,  of  course,  inevitable  that  there  should  always 
be  some  deaths  due  to  accidents,  no  matter  how 
careful  we  are,  but  when  we  consider  that  1,259  of 
the  accidental  deaths  in  1933  were  due  to  the  use 
of  the  automobile,  it  must  be  evident  that  there  is 
something  radically  wrong  with  our  control  of  the 
highways.  This  included  seventy-nine  deaths  due 
to  railroad  and  automobile  collision  and  ten  due  to 
street  car  and  automobile  collision,  the  other  1,170 
being  due  to  automobiles  alone.  This  included  not 
only  the  accidents  to  cars,  but  to  pedestrians  as 
well.  We  are  not  able  to  differentiate  between  these 
figures.  This  is  a slight  increase  from  the  1932 
total  of  1,222  deaths  due  to  these  causes. 

The  next  most  important  cause  of  accidental 
deaths  was  falls,  with  753  deaths  due  to  this  cause 
compared  with  651  in  1932. 

Drownings  followed  falls,  with  281  deaths  in  1933, 
a sharp  reduction  from  the  346  in  1932. 

1 There  was  a slight  decrease,  also,  in  the  number 
of  deaths  from  burns  and  a marked  decrease  in 
deaths  from  conflagration.  Firearms  showed  an  in- 
crease, and  deaths  due  to  excessive  cold  were  mark- 
edly increased,  there  being  twenty  deaths  from  this 
cause  in  1933  compared  with  three  in  1932.  On  the 


other  hand,  there  were  seventy-nine  deaths  from 
sun-stroke,  as  compared  with  only  thirty  in  1932. 

The  number  of  deaths  from  each  accidental  cause 
in  1933  and  in  1932  appears  in  the  following  table : 


1933  1932 

Accidental  Absorption  of  Gas 65  82 

Acute  Poisoning  56  57 

Conflagration  45  63 

Burns  184  188 

Suffocation  36  48 

Drowning  281  346 

Firearms  - 94  86 

Cutting  or  Piercing 10  10 

Falls  - 753  651 

Injury  by  Animals.. 32  27 

Excessive  Cold  20  3 

Excessive  Heat  79  30 

Lightning  12  4 

Electricity  20  20 

Other  Accidents  130  142 

Mines  and  Quarries  8 7 

Agricultural  Machinery  20  10 

Elevators  10  7 

Other  Machinery  28  31 

Other  Railroad  Accidents 78  83 

Other  Street  Car  Accidents 11  16 

Motorcycle  Accidents 19  7 

Other  Land  Transportation 23  22 

Air  Transportation  16  17 

Railroad  and  Auto  Collision 79  86 

Street  Car  and  Auto  Collison 10  6 

Auto  Accidents  1,170  1,130 

Total  Auto  1,259  1,222 

Total  3,289  3,179 


Total  Auto  1,259  1,222 

Total  3,289  3,179 

W.  J.  V.  D. 


DR.  J.  FRANK  HACKETT 
' Dr.  J.  Frank  Hackett,  son  of  Dr.  William  A. 
Hackett  of  Detroit  died  at  Harper  Hospital  on 
April  10th.  Dr.  Hackett  had  been  a sufferer  from 
Bright’s  disease  for  nearly  five  years  before  he  died. 
He  was  born  in  Detroit  in  1899,  where  he  received 
his  preliminary  education.  After  graduating  from 
the  old  Central  High  School  he  attended  the  Uni- 
versity of  Michigan,  where  he  obtained  his  degree 
of  M.D.  in  1924.  A year’s  internship  was  spent  in 
Harper  Hospital,  following  which  he  entered  upon 
a two-year  period  of  study  offered  by  the  Mayo 
Foundation  at  Minnesota.  Dr.  Hackett  opened  an 
office  on  Livernois  Avenue,  Detroit,  but  after  one 
year  and  a half  of  practice  he  moved  to  Silver  City, 
New  Mexico,  where  he  spent  two  years.  Returning 
to  Detroit  in  1929  he  entered  government  service 
and  was  sent  to  St.  Louis,  where  he  remained  until 
about  a year  ago.  He  is  survived  by  his  widow, 
Rose ; a brother,  J.  B.  Hackett  and  his  father,  Dr. 
William  Hackett,  all  of  Detroit. 


DR.  DON  D.  KNAPP 

Dr.  Don  D.  Knapp  of  Flint  died  of  heart  disease 
at  his  home  on  March  19,  1934.  He  was  bom  at 
Fenton,  fifty-two  years  ago,  where  his  father,  Dr. 
Leonard  E.  Knapp,  practiced  for  many  years.  Dr. 
Don  Knapp  was  former  health  officer  of  Flint  and 
up  to  the  time  of  his  death  he  was  president  of  the 
staff  of  Hurley  Hospital.  He  began  practice  in 
Flint  in  1910.  “The  credit  of  our  simple  yet  effec- 
tive Code  of  sixteen  Rules  which  has  established  a 
successful  participating  plan  of  taking  care  of  the 
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medical  needs  of  the  indigent  is  entirely  his,”  writes 
one  of  his  colleagues.  “He  had  acquired  a rare  ex- 
perience in  Public  Health  work  by  serving  as  health 
officer  when  the  City  was  small  and  clinics  were  not 
in  vogue  and  then  again  three  years  ago  after  the 
Health  Department  had  established  and  maintained 
a full  coterie  of  free  clinics.  This  experience  cou- 
pled with  a keen  analytical  perception  of  sensing 
abuses,  of  placing  departmental  responsibilities,  and 
a sympathetic  understanding  of  human  suffering 
gave  him  a rare  judgment  of  fairness  which  is  sel- 
dom encountered.”  Regarding  his  personal  qualities 
the  Flint  News  contained  the  following  tribute : 
“Known  to  his  wide  acquaintance  as  a kindly,  mod- 
est— even  retiring — man,  his  colleagues  in  the  medi- 
cal profession  respected  him  for  these  same  quali- 
ties. He  was  always  mentioned  as  a gentleman  of 
the  quiet  type  who  found  much  pleasure  outside  his 
professional  life  in  his  hobby  of  gardening.  Dr. 
Knapp  was  not  only  a student  of  medical  science 
but  a capable  botanist.  A year  after  Dr.  Knapp 
started  his  medical  work  in  Flint,  he  was  made  city 
health  officer.  Plis  interest  in  public  health  prob- 
lems never  slackened  and  at  the  time  of  his  death 
he  was  serving  as  president  of  Hurley  hospital  staff. 
He  was  a member  of  the  committee  representing 
the  Genesee  County  Medical  Society  that  drafted  a 
plan  for  the  care  of  the  indigent  sick  by  the  county 
welfare  administration.  This  plan  is  in  use  not  only 
in  Genesee  county  but  also  in  most  other  counties  in 
Michigan  and  many  of  its  points  were  reflected  in 
federal  recommendations  to  states  for  handling  sick 
dependents.  “Dr.  Knapp  will  be  greatly  missed,  not 
only  for  the  valuable  service  he  rendered  the  com- 
munity, but  also  for  the  qualities  of  friendliness  and 
character  for  which  he  was  prized.” 


DR.  BYRON  LONEY 

Dr.  Byron  Loney  of  Detroit  died  on  March  16, 
1934.  He  was  born  at  Walla  Walla,  Washington,  in 
1883.  In  1895  his  father  died  and  in  1903  his  mother 
also  died.  The  son  moved  to  Toronto,  where  he  was 
raised  by  a maiden  aunt,  a teacher  in  the  Toronto 
schools.  Byron  Loney  studied  medicine  and  in  1916 
obtained  the  degree  of  Bachelor  of  Arts  and  Bach- 
elor of  Medicine  at  the  University  of  Toronto. 
After  graduation  he  came  to  Detroit  to  serve  his 
interneship,  and  in  1918  he  became  lieutenant  in  the 
Medical  Corps  of  the  United  States  Army  at  Camp 
Custer  and  received  his  discharge  the  following 
year.  He  became  associated  with  the  late  Dr.  Max 
Baffin  until  1923,  when  he  was  appointed  medical 
officer  of  the  Detroit  Edison  Company,  a position  he 
held  up  to  the  time  of  his  death.  Dr.  Loney  was  a 
member  of  the  Wayne  County  Medical  Society, 
Michigan  State  Medical  Society  and  of  the  Amer- 
ican Medical  Association  as  well  as  Detroit  Academy 
of  Surgery  and  a Fellow  of  the  American  College 
of  Surgeons.  In  1919  he  married  Louise  McKinnon, 
who  survives  him.  He  also  leaves  one  son,  Robert, 
12,  a daughter,  Mary,  8,  and  two  brothers,  W.  T. 
Loney  of  Saginaw,  Michigan,  and  Milton  R.  Loney 
of  Walla  Walla,  Washington. 


DR.  JAMES  N.  GARBER 
Dr.  James  N.  Garber  of  Detroit  died  at  Grace 
Hospital,  April  7,  1934.  Dr.  Garber  was  born  in 
Pennsylvania  on  November  2,  1868.  He  obtained  his 
Bachelor  of  Science  from  Ohio  Northern  Univer- 
sity in  1904  and  also  graduated  in  medicine  from 
the  Detroit  College  of  Medicine  and  Surgery  in  1907. 
He  established  the  Garber  Hospital,  corner  of  Trum- 
bull and  Marquette  Avenue,  Detroit,  in  1902.  He  is 
survived  by  his  widow  and  one  son,  Ralph.  Dr.  Gar- 
ber was  a member  of  Wayne  County  Medical  So- 
ciety, Michigan  State  Medical  Society,  and  American 
Medical  Association. 


GENERAL  NEWS  AND 
ANNOUNCEMENTS 


Delegates  are  requested  to  present  a report  upon 
the  Special  Session  at  their  next  county  meeting. 


We  are  glad  to  report  the  recovery  of  Councilor 
George  C.  Hafford  from  serious  injuries  received 
in  an  automobile  accident  while  en  route  to  Florida. 


The  sympathy  of  our  members  is  extended  to 
President  G.  L.  Le  Fevre,  by  reason  of  the  death 
of  his  brother  on  April  10,  1934. 


A postgraduate  conference  will  be  held  in  Alpena 
on  May  9.  This  conference  is  in  honor  of  Dr.  D.  A. 
Cameron  of  Alpena,  who  has  completed  fifty  years 
of  practice  in  that  community. 


Dr.  William  Seymour,  of  Detroit,  has  tendered 
his  resignation  to  the  Public  Welfare  Commission. 
Dr.  Seymour  was  appointed  to  the  commission  by 
Mayor  Frank  Doremus  in  1923  to  fill  the  vacancy 
created  by  the  resignation  of  Dr.  Max  Baffin.  Dr. 
Seymour,  however,  maintains  his  position  as  attend- 
ing surgeon  on  the  staff  of  the  Receiving  Hospital. 


According  to  the  Michigan  Maternal  Health 
League  No.  6,  187  babies  were  born  to  indigent  and 
welfare  families  in  Detroit  in  1933.  According  to 
statistics  given  out  by  the  Welfare  Department, 
City  Physician’s  office  and  the  Board  of  Health  the 
estimated  cost  to  the  municipality  is  $169.28  for  each 
infant  the  first  year  of  life. 


Dr.  T.  J.  Carney  and  Dr.  R.  A.  Wilcox,  owners 
of  the  Carney-Wilcox  hospital  in  Alma,  completed 
a business  deal  with  the  Michigan  Masonic  Grand 
Lodge  officers  on  Saturday  evening  whereby  they 
became  the  owners  of  the  Michigan  Masonic  Home 
property  on  North  State  street,  including  the  hos- 
pital building  and  also  the  lot  upon  which  the  old 
home  is  being  razed. 

The  doctors  plan  to  make  the  hospital  into  a 
county  general  hospital  where  doctors  of  this  county 
may  bring  their  charges.  But  due  to  the  fact  that 
the  Masonic  Home  is  now  being  wrecked  and  torn 
down,  the  grounds  having  to  be  filled  in  and  graded, 
it  probably  will  be  faff  before  the  hospital  will  be 
equipped  and  ready  for  use.  It  is  a new,  modern 
building,  fireproof,  and  contains  twenty-four  rooms. 

It  is  expected  the  present  Carney-Wilcox  hospital 
will  be  retained  to  use  for  convalescent  patients. 


DETROIT  COLLEGE  OF  MEDICINE  ALUMNI 
DAY 

Annual  Alumni  Day  of  the  Detroit  College  of 
Medicine  and  Surgery  (now  the  Wayne  University 
College  of  Medicine)  will  be  held  on  Thursday, 
June  7th.  Beginning  at  9 A.  M.  at  the  College  Audi- 
torium, diagnostic  medical  clinics  will  be  held  by 
Dr.  Charles  Phillips  Emerson,  Professor  of  Medi- 
cine, Indiana  University  School  of  Medicine  and 
William  Carpenter  MacCarty,  director  of  the  De- 
partment of  Surgical  Pathology  of  the  Mayo  Clinic. 
Dr.  Emerson  was  on  the  Alumni  Clinic  program  in 
Detroit  several  years  ago  and  his  presentation  was 
so  outstandingly  brilliant  that  few  who  heard  him 
then  would  willingly  miss  him  this  time.  Dr.  Mac 
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Carty’s  international  reputation  in  general  pathology 
and  cancer  diagnosis  particularly  is  well  known  as 
an  added  feature.  These  two  men  will  also  conduct 
a clinico-pathological  conference.  The  Detroit  Der- 
matological Society  has  arranged  a skin  clinic  which 
is  expected  to  exceed  in  interest  and  teaching  value 
previous  clinics  for  which  they  are  rightfully  famous. 
A noon-day  luncheon  has  been  arranged  for  at  the 
College  Auditorium. 

The  banquet  will  be  held  at  the  Hotel  Statler  and 
will  be  in  part  a testimonial  dinner  to  Doctors  An- 
gus McLean,  Don  M.  Campbell  and  Andrew  Bid- 
dle. Doctor  James  W.  Inches  will  be  the  principal 
speaker  of  the  evening.  The  banquet  is  the  occa- 
sion of  Class  Reunions  of  the  following  classes  and 
the  chairman  of  each  of  these  classes  has  been  com- 
municated with  and  he  in  turn  will  contact  each 
member  of  his  class:  1934,  1929,  1924,  1919,  1914, 
1909,  1904,  1899,  1894,  1889,  etc. 


AMERICAN  MEDICAL  GOLFERS  PLAY  IN 
CLEVELAND,  JUNE  11 

The  American  Medical  Golfing  Association  will 
hold  its  twentieth  annual  tournament  at  the  May- 
field  Country  Club  in  Cleveland  on  Monday,  June 
11,  1934. 

Thirty-six  holes  of  golf  will  be  played  in  compe- 
tion  for  the  fifty  trophies  and  prizes  in  the  eight 
events.  The  trophies  include  the  Association  Cham- 
pionship for  thirty-six  holes  gross,  the  Association 
Handicap  Championship  for  thirty-six  holes  net,  the 
Choice  Score  Handicap  Championship  for  thirty- 
six  holes  gross,  the  low  gross  Eighteen  Hole  Cham- 
pionship, the  low  net  Eighteen  Hole  Handicap 
Championship,  the  Maturity  Event  limited  to  Fel- 
lows over  60  years  of  age,  the  Oldguard  Champion- 
ship limited  to  competition  of  past  presidents,  and 
the  Kickers  Handicap.  Gther  events  and  prizes  will 
be  announced  at  the  first  tee. 

Dr.  Homer  K.  Nicoll  of  Chicago  is  president  and 
Dr.  Charles  Lukens  of  Toledo  and  Dr.  John  W. 
Powers  of  Milwaukee  are  . vice-president  _ of  the 
American  Medical  Golfing  Association,  which  was 
organized  in  1915  by  Dr.  Will  Walter,  Dr.  Wendell 
Phillips  and  Dr.  Gene  Lewis,  and  now  totals  1,100 
members  representing  every  state  in  the  Union.  The 
living  past  presidents  include  Dr.  Wendell  Phillips 
of  New  York,  Dr.  Thomas  Hubbard  of  Toledo,  Dr. 
Fred  Bailey  of  St.  Louis,  Dr.  Edward  Martin  of 
Philadelphia,  Dr.  Robert  Moss  of  San  Antonio,  Dr. 
Charlton  Wallace  of  New  York,  Dr.  Will  Walter  of 
Chicago  and  Charlottesville,  Va.,  Dr.  James  Eaves 
of  San  Francisco,  Dr.  Chester  Brown  of  Danbury, 
Conn.,  Dr.  Samuel  Childs  of  Denver,  Dr.  W.  D. 
Sheldon  of  Rochester,  Minn.,  Dr.  Walter  Schaller 
of  San  Francisco,  Dr.  Edwin  Zabriskie  of  New 
York,  Dr.  Frank  Kelly  of  Detroit  and  Dr.  John 
Walsh  Croskey,  Philadelphia. 

CLEVELAND  COMMITTEE 

The  Cleveland  Committee  is  under  the  chairman- 
ship of  Dr.  John  B.  Morgan,  1301  Medical  Arts 
Building,  Cleveland,  Ohio.  He  will  be  assisted  by 
Drs.  R.  H.  Birge,  A.  V.  Boysen,  E.  F.  Freedman, 
F.  T.  Gallagher,  Secord  Large,  E.  P.  McNamee, 
J.  J.  Marek,  Theodore  Miller,  U.  V.  Portmann  and 
M.  A.  Thomas. 

The  Mayfield  Country  Club  of  Cleveland  is  de- 
scribed by  Chairman  Morgan  as  “probably  the  finest 
course  in  the  district,  and  certainly  one  of  the  most 
interesting.  Many  championships  have  been  held  on 
this  course,  and  I am  sure  the  visiting  doctors  will 
be  delighted  with  it  in  every  sense  of  the  word. 
It  has  a most  beautiful  club  house,  and  we  can  prom- 
ise a merry  nineteenth  hole  and  a dinner  fit  for  a 
chamnion.” 


APPLICATION  FOR  MEMBERSHIP 

All  male  Fellows  of  the  American  Medical  As- 
sociation are  eligible  and  cordially  invited  to  become 
members  of  the  A.  M.  G.  A.  Write  to  the  Execu- 
tive Secretary,  Bill  Burns,  4421  Woodward  Avenue, 
Detroit,  for  an  application  blank.  Participants  in  the 
A.  M.  G.  A.  tournament  are  required  to  furnish 
their  home  club  handicap,  signed  by  the  secretary. 
No  handicap  over  25  is  allowed,  except  in  the  Kick- 
ers’. No  trophy  is  awarded  a Fellow  who  is  absent 
from  the  annual  dinner. 

The  twentieth  tournament  of  the  American  Medi- 
cal Golfing  Association  promises  to  be  a happy 
affair,  attended  by  some  two  hundred  medical  golf- 
ers from  all  part  of  the  United  States. 
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Acknowledgment  of  all  books  received  will  be  made  in 
this  column  and  this  will  be  deemed  by  us  a full  acknoivl- 
edgcment  to  those  sending  them.  A selection  will  be  made 
for  review,  as  expedient. 

ALLERGY  IN  GENERAL  PRACTICE.  By  Samuel  M. 
Feinberg,  M.D.,  F.A.C.P.,  Assistant  Professor  of  Medi- 
cine and  Attending  Physician  in  Asthma  and  Hay  Fever 
Clinic,  Northwestern  University  Medical  School;  Pro- 
fessor of  Medicine  in  the  Cook  County  Graduate  School 
of  Medicine;  Attending  Physician,  Cook  County  Hospital, 
Chicago.  Illustrated  with  23  engravings  and  a colored 
plate.  Lea  and  Febiger,  Philadelphia,  1934. 

Feinberg’s  Allergy  in  General  Practice  is  written, 
as  intimated,  primarily  for  the  general  practitioner. 
It  is  mainly  devoted  to  Asthma  and  Hay  Fever, 
which  are  dealt  with  from  the  etiologic,  diagnostic 
and  treatment  viewpoints.  Other  allergic  diseases 
are  summarized  in  a clear  and  helpful  manner.  A 
generous  reference  list  of  original  work  on  allergic 
disorders,  is  presented  as  a bibliography. 


AMERICAN  JOURNAL  OF  DIGESTIVE  DISEASES 
AND  NUTRITION.  Editor  in  Chief,  Dr.  Frank 
Smithies,  Chicago,  Illinois.  Vol.  I,  No.  1. 

The  reviewer  is  pleased  to  welcome  this  new  jour- 
nal  to  the  field  that  seems  not  overcrowded,  namely 
that  branch  of  Medicine  which  is  concerned  with 
Diseases  of  Nutrition  and  Digestion.  The  domain  is 
large.  The  departments  represented  here  are  Clini- 
cal Medicine,  Diseases  of  Digestion,  Nutrition,  Para- 
sitology, Therapeutics,-  Roentgenology,  Abdominal 
Surgery,  Surgery  of  the  Lower  Colon  and  Rectum. 
The  editorial  council  as  well  as  Editors  are  nation- 
ally known  in  their  various  fields  of  work.  This 
new  magazine  has  a wider  appeal  than  represented 
by  those  whose  work  is  limited  to  gastro-enterology. 


PRACTICAL  ANESTHESIA  FOR  DENTAL  AND 
ORAL  SURGERY.  LOCAL  AND  GENERAL.  By 
Harry  M.  Seldin,  D.D.S.  Director  of  the  Division  of 
Dentistry,  Department  of  Hospitals,  City  of  New  York; 
Honorary  President  of  the  Eastern  Society  of  Dental 
Anesthetists;  Formerly  Chief  of  the  Department  of 
General  Anesthesia,  New  York  University,  College  of 
Dentistry.  525  pages,  illustrated  with  203  engravings. 
Published  1934.  Lea  & Febiger,  Philadelphia,  Pa.  Price 
$7.00. 

This  work  meets  the  need  of  a comprehensive,  ac- 
curate and  practical  textbook  on  dental  anesthesia 
which  includes  of  course  anesthesia  in  jaw  fractures 
which  will  meet  the  need  not  only  of  the  dental  pro- 
fession but  also  of  the  medically  trained  oral  surgeon. 
Explicit  directions  are  given  on  both  local  and  gen- 
eral anesthesia.  Indications  for  each  kind  of  anes- 
thetic are  clearly  set  forth.  Sufficient  knowledge  of 
anatomy  and  physiology  is  presented  to  render  the 
anesthetic  technic  intelligible.  Likewise  simple  and 
accurate  means  are  taught  in  the  way  of  estimating 
the  physical  state  of  the  patient. 
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ROENTGENOLOGIC  ASPECTS  OF  GASTRO-ENTEROLOGY* 


CHARLES  G.  SUTHERLAND,  M.D.f 
Section  on  Roentgenology,  The  Mayo  Clinic 

ROCHESTER,  MINNESOTA 

December  28,  1895,  before  the  Physico-medical  Society  at  Wurzburg,  Wilhelm  Konrad 
Roentgen  read  a paper,  modestly  entitled  “Concerning  a New  Ray.”  In  May  of  the  fol- 
lowing year  Becker,  in  Berlin,  filled  the  stomach  and  a portion  of  the  intestine  of  a guinea- 
pig  with  liquor  plumbi  subacetatis  and  made  a roentgenogram  of  this;  the  exposure  re- 
quired was  given  as  twenty-five  minutes.  Cannon  reported  to  the  American  Physiological 
Society  in  May,  1897,  that,  by  mixing  a small  quantity  of  bismuth  subnitrate  with  the 
food  of  cats,  he  had  been  able  to  study  the 
the  movements  of  the  gastric  content  with 
the  aid  of  the  fluoroscopic  screen.  He  stat- 

*Read  before  the  Medical  and  Surgical  Staffs  of  the 
Grandview  Hospital,  Ironwood,  September  12;  the  Mar- 
quette-Alger  County  Medical  Society,  Marquette,  September 
13,  and  before  the  Iron-Dickinson  County  Medical  Society, 

Iron  River,  Michigan,  September  14,  1933. 

tCharles  G.  Sutherland,  M.B.  (Univ.  Toronto,  1907), 

M.D.,  F.A.C.R.,  is  Associate  in  Section  on  Roentgenology, 

The  Mayo  Clinic ; Assistant  Professor  of  Roentgenology, 

The  Mayo  Foundation  for  Medical  Education  and  Research, 

Graduate  School,  University  of  Minnesota,  Rochester,  Min- 
nesota. 


ontractions  of  the  gastric  musculature  and 


ed:  “In  this  study  of  the  uninjured  animal 
during  normal  digestion,  an  unsuspected 
nicety  of  mechanical  action  and  a surprising 
sensitiveness  to  nervous  conditions  have 
thereby  been  disclosed.”  In  September, 
1899,  Williams  and  Cannon  fed  to  two  chil- 
dren a mixture  of  about  30  c.c.  of  bismuth 
subnitrate  with  bread  and  milk,  and  ob- 
served with  the  fluoroscopic  screen  the 
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movements  of  the  stomach  during  respira- 
tion and  the  changes  in  shape  of  the  stom- 
ach during  the  digestive  process.  Of  a third 
child,  whom  he  had  examined  roentg'eno- 
scopically,  Williams  made  roentgenograms 
at  intervals  of  one  to  two  hours.  In  1901 
Cannon  obtained  roentgenograms  of  the 
large  and  small  intestine  of  the  cat  by  use 
of  the  opaque  enema.  Rieder,  in  1904,  ad- 
vocated ingestion  of  comparatively  large 
quantities  of  bismuth  subnitrate,  to  study 
the  motor  functions  of  the  stomach  and  to 
demonstrate  roentgenographically  the  con- 
tour, as  well  as  the  size,  shape  and  position 
of  the  different  portions  of  the  gastrointes- 
tinal tract.  He  considered  this  medium  to  be 
entirely  harmless,  and  predicted  that  it 
would  be  of  great  value  to  medical  practice 
and  would  contribute  materially  to  the  diag- 
nosis of  gastric  and  intestinal  diseases. 
Hemmeter,  in  1906,  published  the  results  of 
experimental  production  of  ulcers  in  rabbits 
and  visualization  by  means  of  roentgen  rays 
of  the  denuded  areas  that  he  had  coated  with 
bismuth.  He  administered  an  aqueous  sus- 
pension of  bismuth  to  three  patients,  after 
they  had  undergone  a period  of  fasting,  and 
succeeded  in  demonstrating  niches  on  the 
lesser  curvature.  In  one  of  these  cases,  the 
finding  was  confirmed  at  operation. 
Schwarz,  in  1908,  succeeded  in  showing  the 
duodenum  roentgenographically,  and  accu- 
rately described  the  filling  of  the  first  por- 
tion, with  rapid  emptying  of  the  descending 
and  horizontal  portions.  He  also  recognized 
the  first  portion  of  the  duodenum  as  the  al- 
most exclusive  situation  of  duodenal  ulcer. 
Reiche  reported  a case  in  1909  in  which  he 
had  visualized  a large  niche  on  the  lesser 
curvature  of  the  stomach,  and  subsequent 
examinations  demonstrated  that  the  bismuth 
meal  had  been  retained  for  seven  and  a half 
hours.  At  necropsy  an  ulcer  perforating  to 
the  pancreas  was  found.  Bachem  and  Guen- 
ther introduced  barium  sulphate  as  a substi- 
tute for  the  bismuth  preparations  in  1910 
and  stressed  several  advantages,  the  greatest 
of  which  was  the  absolute  nontoxicity  of  the 
barium  salt.  The  excellent  shadow  produced 
in  the  roentgenogram,  the  not  objectionable 
taste,  and  the  inexpensiveness  of  the  product 
were  other  advantages.  In  the  same  year 
Haudek  published  his  experiences  in  the  di- 
agnosis of  ulcer,  stressing  the  niche  and  its 
permanence  of  situation  at  all  angles  and 
planes  during  palpatory  manipulation.  Faul- 
haber,  in  1910,  and  ITolzknecht,  in  1911, 


confirmed  the  experience  of  Reiche  and 
Haudek,  and  their  findings  were  accepted 
generally  as  a solid  basis  for  the  diagnosis 
of  gastric  ulcer.  Holzknecht  called  the  duo- 
denum by  its  accepted  anatomic  name,  “bul- 
bus  duodeni,”  and  Haudek  reported  having 
observed  a niche  in  duodenal  ulcer  similar 
to  that  seen  in  gastric  ulcer.  Cole,  in  a se- 
ries of  papers  in  1911,  1912  and  1914,  stat- 
ed that  duodenal  deformity  was  the  pathog- 
nomonic sign  of  duodenal  ulcer.  Barclay  in 
England  and  Pfahler,  Hulst,  Case,  George 
and  Leonard,  and  Carman  in  America,  were 
early  contributors  to  the  literature  on  the 
anatomy,  physiology  and  pathology  of  the 
stomach  and  gastro-intestinal  tract,  as  re- 
vealed by  roentgenoscopic  observations  and 
roentgenograms. 

In  most  epochal  developments  in  medicine 
there  are  usually  two  groups  concerned,  the 
discoverers,  and  those  with  the  inherent 
ability  and  the  facilities  at  their  disposal  to 
apply  the  discoveries  to  the  everyday  prob- 
lems of  practice  wherever  they  may  be  indi- 
cated. Carman  and  Miller  came  to  The 
Mayo  Clinic  January  1,  1913,  with  an  inti- 
mate knowledge  of  the  discoveries  and  at- 
tainments pertaining  to  the  roentgenoscopic 
and  roentgenographic  demonstration  of  le- 
sions involving  the  gastro-intestinal  tract. 
They  had  at  their  disposal  a large  clientele, 
everything  required  in  equipment  to  exam- 
ine the  patients  properly,  and  an  established 
record  system  that  allowed  them  full  access 
to  all  information  pertinent  to  the  clinical, 
surgical  and  pathologic  findings  in  each  case. 
They  first  developed  a comprehensive  sys- 
tem of  recording  all  their  observations  and 
interpretations,  and  made  this  an  integral 
part  of  the  system  of  the  clinic.  Carman 
attended  the  surgical  clinics  at  the  hospitals 
and  was  present  at  the  operation  in  all  cases 
in  which  the  patient  had  been  subjected  to 
roentgenologic  examination  of  the  gastro- 
intestinal tract.  He  saw  the  abdominal  vis- 
cera in  situ  and  compared  the  physiologic 
manifestations  under  anesthesia  with  those 
he  had  observed  roentgenoscopically.  He 
visualized  the  lesions  before  surgical  inter- 
vention, and,  after  the  specimens  had  been 
excised,  he  went  to  the  laboratory,  where  he 
was  able  to  compare  the  gross  macroscopic 
appearance  with  the  shadow  it  had  cast  on 
the  roentgenoscopic  screen  and  on  the  roent- 
genographic plate.  He  studied,  in  the  micro- 
scope, the  evidence  of  the  lesion,  and  check- 
ed this  with  his  own  interpretations.  He  be- 
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came  conversant  with  the  various  surgical 
procedures  carried  out  for  the  various  types 
of  lesions  and,  keenly  alert  to  every  oppor- 
tunity, he  developed  a wide  knowledge  of 
post-operative  appearances  of  the  normal 
and  abnormal  gastro-intestinal  tract.  Car- 
man and  Miller  kept  in  constant  touch  with 
the  literature,  particularly  that  bearing  on 
their  chosen  specialty,  noted  all  reported 
characteristic  findings  and  evaluated  them 
all  from  experiences  in  their  own  daily  rou- 
tine. Constantly  reviewing  their  own  ma- 
terial, they  segregated  the  outstanding  varia- 
tions from  the  normal,  noted  the  best  repro- 
ductions of  the  normal,  identified  various 
types  of  the  abnormal,  took  account  of  find- 
ings which  seemed  to  indicate  abnormality 
but  which  on  subsequent  examination  were 
not  present,  and  all  other  observations  of 
possible  interest.  It  has  long  been  the  prac- 
tice at  the  clinic  to  dictate  comprehensive 
notes  on  all  the  surgical  findings  immediate- 
ly on  completion  of  the  operation.  These 
are  transcribed,  with  the  pathologic  report, 
and  filed  with  the  general  records  of  the 
clinic  and  all  other  notes  pertaining  to  each 
patient.  For  convenience  of  access,  such  of 
these  as  were  pertinent  to  the  correlation  of 
the  findings  were  copied  onto  the  fluoro- 
scopic sheets  and  the  records  retained  in  the 
department  of  roentgenology.  The  files  of 
the  department  were  in  numerical  se- 
quence, similar  to  those  of  the  general  rec- 
ord file.  Periodic  recapitulation  of  the  cases 
in  which  the  roentgenologic  findings  agreed 
or  disagreed  with  the  clinical,  surgical  and 
pathologic  findings  provided  an  accurate 
check  on  the  accuracy  or  lack  of  accuracy  of 
interpretations.  The  clinical  and  surgical 
consultants  were  provided  with  tangible  evi- 
dence of  the  value  of  roentgenologic  inter- 
pretation in  the  presence  of  various  types  of 
lesions,  and  in  some  of  the  functional  or  re- 
flex disturbances  of  the  gastro-intestinal 
tract,  and  out  of  this  grew  a close  coopera- 
tion that  was  beneficial  to  all  concerned. 
With  complete  clinical  and  other  notes  con- 
tained in  the  history  sheets  made  con- 
veniently available,  and  the  salient  features 
correlated  in  their  own  departmental  rec- 
ords, Carman  and  Miller  were  able  to  review 
the  great  mass  of  material  on  which  was 
based  their  concept  of  the  roentgenologic  di- 
agnosis of  diseases  of  the  alimentary  tract. 
At  the  beginning  of  their  work,  they  asked 
for,  and  received,  the  clinical  history,  and 
reviewed  this  prior  to  their  examination. 


Increasing  experience  revealed  a tendency 
to  attempt  to  make  the  roentgenologic  inter- 
pretation fit  the  history,  and  very  early  in 
their  work  this  practice  was  abandoned.  Re- 
view of  their  early  records  revealed  a much 
larger  number  of  “indeterminate”  findings 
during  the  period  in  which  this  practice  per- 
sisted. Although  the  various  observations 
were  charted  by  underlining  them  on  espe- 
cially devised  forms,  the  practice  of  tran- 
scribing these  in  the  report  was  abandoned 
and  only  the  roentgenologic  diagnosis  was 
sent  to  the  clinician.  Correlation  by  consul- 
tation between  the  roentgenologist,  and  the 
clinician  or  surgeon,  was  encouraged  and  in 
all  cases  of  doubt  the  patient  was  examined 
again,  with  especial  attention  directed  to  the 
confirmation  of  the  presence  or  absence  of 
the  type  of  lesion  suspected  by  the  consult- 
ants. Under  this  arrangement  the  percent- 
age of  accuracy  increased  perceptibly,  confi- 
dence in  the  roentgenologic  method  of  diag- 
nosis was  established,  and  a keener  apprecia- 
tion of  the  value,  as  well  as  of  the  limita- 
tions, of  the  method  was  engendered.  Cor- 
relation of  clinical  and  histologic  findings  in 
cases  in  which  the  roentgenologic  findings 
were  negative,  proved  these  to  be  equally  as 
accurate  as  the  positive  findings.  This  mate- 
rially widened  the  scope  of  roentgenologic 
investigation.  The  rare  finding  of  a major 
lesion  involving  the  gastro-intestinal  tract, 
when  the  symptoms  offered  little,  if  any, 
suggestion  of  it,  also  played  a part  in  popu- 
larization of  the  roentgenologic  method. 

As  the  purpose  of  this  paper  is  to  prove 
the  value  of  the  roentgenologic  method  in 
the  diagnosis  of  diseases  of  the  gastro-intes- 
tinal tract,  a review  of  the  findings  of  one 
recent  year  will  best  illustrate  some  of  the 
points  that  are  of  particular  interest.  In  that 
period  24.37  per  cent  of  the  total  number 
of  patients  registered  in  the  clinic  were  re- 
ferred for  roentgenologic  investigation  of 
the  gastro-intestinal  tract  or  gallbladder. 
The  esophagus,  stomach  and  duodenum 
were  examined  in  49.8  per  cent,  the  gall- 
bladder in  29  per  cent,  and  the  colon  in  21.2 
per  cent  of  these  cases ; the  part  to  be  ex- 
amined was  specified  by  the  clinician  and 
each  examination  was  separate  from  the 
others.  Many  times,  two  or  more  examina- 
tions were  requested  of  the  same  patient. 
The  stomach,  esophagus  and  duodenum 
were  studied  in  36  per  cent;  the  stomach 
and  gallbladder  in  18.9  per  cent;  the  stom- 
ach, gallbladder  and  colon  in  5.3  per  cent, 
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and  the  stomach  and  colon  in  9.8  per  cent. 
The  gallbladder  only  was  investigated  in 
15.1  per  cent;  the  gallbladder  and  colon  in 
1.5  per  cent,  and  only  the  colon  in  13.4  per 
cent.  It  will  be  interesting  to  those  of  lesser 
opportunity,  who  are  disturbed  by  the  pau- 
city of  positive  findings  in  their  daily  rou- 
tine, to  know  that  in  this  group  the  findings 
were  negative  in  70  per  cent  of  the  examina- 
tions of  the  stomach,  in  70  per  cent  of  the 
examinations  of  the  colon,  and  in  64.8  per 
cent  of  the  examinations  of  the  gallbladder. 
Deducting  multiple  examinations  of  individ- 
ual patients,  findings  were  positive  in  23.6 
per  cent  of  examinations  of  the  stomach,  in 
19.4  per  cent  of  the  examinations  of  the 
colon,  and  in  24.1  per  cent  of  the  examina- 
tions of  the  gallbladder.  In  a comparatively 
large  number  of  the  cases  in  which  the  find- 
ings were  negative,  surgical  intervention  for 
other  disorders  had  been  carried  out  and  op- 
portunity was  therefore  afforded  for  exam- 
ination of  the  gastro-intestinal  tract  and  the 
gallbladder  and  to  make  surgical  notes  on 
these.  In  less  than  5 per  cent  of  cases  lesions 
were  found  that  should  have  been  demon- 
strable by  roentgenologic  methods  and  were 
not  so  demonstrable.  One  cannot  take  credit 
for  this  high  degree  of  accuracy,  without 
acknowledging  the  part  played  by  the  clini- 
cian in  requesting  reexamination  of  patients 
whose  clinical  history  strongly  suggested  the 
existence  of  a lesion.  As  I mentioned  pre- 
viously, the  roentgenologic  diagnosis  is 
based  solely  on  the  roentgenoscopic  findings 
as  checked  by  the  roentgenographic  findings, 
and  little  of  the  history  is  known  to  the 
roentgenologist  other  than  that  concerning 
former  operative  procedures  which  might 
have  a bearing  on  the  present  roentgenologic 
picture.  The  clinician  correlates  the  clinical 
findings  with  the  report  of  the  roentgeno- 
logic and  other  laboratory  findings,  and 
when  these  are  not  in  agreement,  consulta- 
tion is  invited ; in  all  cases  in  which  there  is 
any  question,  reexamination  is  requested 
and  carried  out. 

Roentgenologic  investigation  of  the  gas- 
tro-intestinal tract  should  follow  a definite 
routine,  and  cooperation  of  the  patient  is  es- 
sential to  the  success  of  the  examination.  In 
order  that  there  can  be  no  misunderstanding 
the  following  instructions  to  the  patient  are 
printed  on  the  envelope  carrying  the  refer- 
ring card:  “On  the  evening  previous  to  the 
examination,  as  near  7 p.  m.  as  practicable, 
eat  the  type  of  supper  to  which  you  have 


been  accustomed.  If  you  are  not  in  the  habit 
of  eating  an  evening  meal,  eat  one  of  mod- 
erate size.  Do  not  eat  or  drink  anything  in 
the  morning  just  preceding  the  examina- 
tion.” This  card  is  presented  at  the  gastric 
laboratory  where  analysis  of  the  gastric  con- 
tent is  carried  out,  and  the  patient  is  then 
referred  to  the  roentgenologic  laboratory 
for  examination.  The  referring  card  is 
placed  in  a fresh  envelope  on  which  are 
printed  the  instructions:  “Do  not  eat  or 

drink  anything  between  now  and  the  time 
you  report  for  the  examination.”  The  prac- 
tice of  roentgenologic  observation  of  the 
progress  of  a meal  through  the  gastro-intes- 
tinal tract  at  intervals  for  six  hours,  intend- 
ed to  reveal  retention,  has  been  abandoned  at 
the  clinic;  after  careful  study  of  the  results 
obtained  it  was  not  felt  justifiable.  In  spe- 
cial studies  for  evidences  of  retention  or  le- 
sions of  the  small  bowel,  60  gm.  of  barium 
sulphate  is  administered  in  60  gm.  of  any 
cooked  wheat  cereal  to  which  a little 
skimmed  milk  and  sugar  may  be  added,  and 
frequent  periodic  examinations  are  made 
during  the  period  of  six  hours.  Patients 
are  examined  usually  in  the  standing  posi- 
tion ; if  additional  information  is  desired 
they  may  be  placed  on  the  horizontal  table 
in  the  prone  or  the  supine  position.  The 
contrast  substance  is  made  by  mixing  equal 
measures  of  barium  sulphate,  guaranteed 
free  from  impurities,  and  water.  The  bari- 
urn  is  kept  in  suspension  by  a motor  driven 
mixing  device  and  is  taken  from  this  as  re- 
quired. Approximately  10  ounces  (300  c.c. ) 
are  given  to  the  patient,  with  instructions 
first  to  take  about  two  swallows  and  wait  for 
further  instructions.  Fluoroscopic  observa- 
tion and  palpatory  manipulation  commence 
synchronously  with  ingestion  of  the  medi- 
um. With  this  small  amount  of  barium  in 
the  stomach,  particular  attention  should  be 
paid  to  observation  of  the  walls ; approxima- 
tion of  these  by  deep  palpation  will  allow 
visualization  of  the  rugae  as  parallel,  vertical 
strands,  and  irregularity  of  these  suggestive 
of  lesions  or  filling  defects,  particularly  on 
the  posterior  walls,  that  might  be  obscured 
by  larger  quantities  of  the  contrast  medium. 
Small  niches  on  the  curvatures,  particularly 
the  lesser,  might  be  more  easily  detected  at 
this  stage  than  later.  The  patient  is  then  in- 
structed to  resume  drinking  the  mixture. 
The  barium  should  be  watched  in  its  prog- 
ress along  the  esophagus  for  any  suggestion 
of  lesion  or  abnormality.  When  indicated, 
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a subsequent  examination  after  the  patient 
has  been  given  a mixture  of  3 parts  barium 
sulphate  and  1 part  of  acacia  may  be  neces- 
sary accurately  to  define  the  lesion.  This 
mixture  passes  more  slowly,  and  has  a tend- 
ency to  adhere  to  the  walls  of  the  esopha- 
gus. Ordinarily,  the  stream  of  barium 
passes  along  the  esophagus  and  lesser  cur- 
vature of  the  stomach  in  a comparatively 
straight  line.  Any  deviation  of  the  stream 
above  the  cardiac  orifice  suggests  the  possi- 
bility of  a congenitally  short  esophagus  in 
a diaphragmatic  hernia.  A deviation  and 
narrowing  of  the  stream  at  or  immediately 
below  the  cardiac  orifice  is  indicative  of  car- 
cinoma involving  the  cardiac  end  of  the 
stomach.  In  either  type  of  lesion  it  will  be 
necessary  to  observe  the  patient  on  the 
horizontal  table,  in  the  prone  and  in  the 
supine  position  accurately  to  delineate  the 
defect  and  to  confirm  or  rule  out  the  exist- 
ence of  one  or  the  other.  Infrequently  the 
barium  will  be  held  in  the  fundus  of  the 
stomach  for  an  interval,  and  later  commence 
to  empty  in  a thin  narrow  stream ; this  is 
known  as  a cascade  type  of  stomach  or  “the 
cup  and  spill”  form  of  deformity,  as  Bar- 
clay has  named  it.  It  is  a spastic  phenom- 
enon, and  may  be  associated  with  distention 
of  the  colon  by  gas,  large  extrinsic  tumors, 
or  ascites,  and  in  the  majority  of  cases  will 
pass  following  a short  period  of  relaxation. 
Reexamination  after  administration  of  an 
antispasmodic  substance  may  be  necessary  in 
the  rare  case  to  straighten  out  the  stomach 
and  to  restore  the  normal  contour. 

Benign  gastric  ulcer  is  most  commonly 
characterized  by  a projection  from  the 
boundary  of  the  shadow  representing  the 
barium-filled  crater  of  the  ulcer,  usually  on 
the  lesser  curvature.  The  “niche,”  as  it  has 
been  designated,  is  continuous  throughout 
with  the  boundary  of  the  shadow,  and  if  the 
rugae  can  be  visualized  they  show  a tend- 
ency to  converge  toward  the  lesion.  This 
description  applies  to  perforating  ulcer;  oc- 
casionally a perforated  ulcer  is  seen  in  which 
the  crater  is  beyond  the  boundary  of  the 
shadow ; with  the  patient  in  the  upright  po- 
sition it  may  even  reveal  a small  air  bubble 
above  the  fleck  of  barium.  This  is  spoken 
of  as  the  accessory  pocket,  and  represents  an 
ulcer  that  has  perforated  into  the  contiguous 
structures.  An  incisura,  indenting  the  great- 
er curvature  of  the  stomach,  is  often  asso- 
ciated with  gastric  ulcer,  and  may  vary  from 
a shallow  indentation  to  one  sufficiently  deep 


almost  to  bisect  the  stomach,  causing  hour- 
glass deformity.  Prepyloric  narrowing  is 
frequently  seen  with  ulcer  on  the  lesser 
curvature.  Carcinomatous  ulcer  tends  to  be 
flatter  than  benign  ulcer  and  to  have  a wider 
base.  “In  a general  way,  ulcers  project  as  an 
addition  to  the  gastric  cavity,  whereas  carci- 
nomas encroach  on  the  gastric  lumen.” 
Whenever  tire  base  of  an  ulcer  exceeds  3 
cm.  in  diameter  the  ulcer  is  likely  to  prove 
cancerous.  In  some  cases  it  is  possible,  by 
palpatory  manipulation,  to  demonstrate  a 
crater  which  has  the  appearance  of  a con- 
verging meniscus  lens,  bordered  by  a zone  of 
absence  of  the  contrast  medium;  this  has 
been  designated  as  the  meniscus  ulcer.  Car- 
man, in  the  revised  edition  of  his  book,  pub- 
lished in  1920,  stated:  “l  here  is  a small 
percentage  of  cases  in  which  the  roentgeno- 
logic distinction  between  benign  and  malig- 
nant ulcer  is  impossible.  At  operation  the 
lesion  is  macroscopically  an  ulcer  and  only 
microscopic  examination  can  give  final  judg- 
ment. A small  cancer  may  have  an  incisura 
as  its  sole  index.  Some  ulcers  of  the  stom- 
ach are  malignant.  Whether  they  start  as 
malignant  ulcers  or  change  from  benign  ul- 
cer to  cancer,  no  one  knows.  Consequently, 
the  medical  treatment  of  gastric  ulcer  on 
the  one  hand,  and  procrastination  against 
surgery  by  the  patient  and  physician  on  the 
other,  may  occasionally  deprive  the  patient 
of  the  only  chance  for  cure.”  Subseqeunt 
experience  in  the  clinic  has  proved  that 
there  is  a small  group  each  year  in  which 
the  roentgenologic  and  even  macroscopic 
appearances  are  those  of  benign  ulcer,  but 
microscopic  examination  reveals  carcinoma. 
The  pathognomonic  characteristic  of  carci- 
noma of  the  stomach  is  the  solution  of  the 
continuity  of  the  contour  seen  whenever  the 
contour  can  be  brought  into  relief.  There  is 
sharp  demarcation  of  the  normal  from  the 
abnormal,  and  in  the  region  involved  by  the 
tumor  the  contour  is  markedly  narrowed 
and  irregular  and  the  edge  has  a keen  ap- 
pearance. If  one  can  visualize  a knife  blade, 
the  cutting  edge  is  the  simulant  of  carcino- 
ma and  the  back  of  the  blade  is  that  of  the 
normal  and  the  benign  lesion. 

Seventy  per  cent  of  all  gastric  carcinomas 
occur  in  the  pyloric  end  of  the  stomach  and 
these  are  predominantly  of  the  scirrhous  and 
the  mucoid  types.  Fungus  carcinoma  more 
commonly  involves  the  walls  of  the  stom- 
ach, producing  multiple,  irregular,  filling  de- 
fects as  a result  of  masses  of  tumor  pro- 
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jecting  into  the  gastric  lumen  and  indenting 
the  contrast  medium.  The  margins  of  the 
filling  defects  in  the  fungus  carcinomas  have 
the  same  irreguarity  of  outline  and  keenness 
of  edge  as  the  other  two  types.  Rarely,  the 
fungoid  carcinomas  will  produce  large  filling 
defects  on  the  greater  curvature.  Filling  de- 
fects of  various  form  are  seen  comparative- 
ly frequently  on  the  greater  curvature  in 
roentgenograms.  Roentgenoscopic  examina- 
tion with  palpatory  manipulation  will  reveal 
the  great  majority  to  be  pseudodefects  from 
colonic  or  other  extraneous  pressure.  True 
filling  defects,  deforming  the  greater  curva- 
ture, are  rare,  so  interpretation  of  lesions 
involving  the  greater  curvature  should  sel- 
dom, if  ever,  be  made  on  roentgenographic 
evidence  alone.  Benign  tumors  of  the  stom- 
ach are  rare,  their  pathognomonic  charac- 
teristic is  a smooth-margined  filling  defect 
and  retention  of  the  continuity  of  the  con- 
tour at  any  and  all  angles  and  planes  of  ob- 
servation. Polypoid  carcinomas  may  show 
all  the  characteristics  of  benign  tumors 
when  ulceration  of  the  tumor  is  absent. 
Therefore,  all  interpretations  of  benign  tu- 
mor should  be  qualified  with  the  statement 
“possibly  malignant,”  and  surgical  interven- 
tion is  indicated  whenever  situation  and  ex- 
tent of  the  involvement  indicates  operability 
of  the  lesion.  Extrinsic  masses  may  project 
into  the  gastric  lumen  by  pressure  on  the 
gastric  wall  and  simulate  very  closely  the 
roentgenologic  signs  of  benign  intrinsic 
tumors. 

The  operability  or  nonoperability  of  car- 
cinoma of  the  stomach  depends  on  the  ex- 
tent of  the  involvement  of  the  lesser  curva- 
ture and  the  habitus  of  the  patient.  The 
greater  the  distance  from  the  incisura  angu- 
laris  toward  the  cardiac  end  of  the  stomach, 
the  less  chance  there  is  of  the  surgeon  being 
able  to  get  above  the  lesion.  In  the  hyper- 
sthenic (short,  heavy)  type  of  person  the 
stomach  on  the  whole  is  less  accessible  than 
it  is  in  the  hyposthenic  (long,  thin)  type. 
Occasionally  the  lesion  might  be  operable 
from  this  angle,  but  fixation  of  the  involved 
portion,  suggesting  perforation  or  extension 
to  contiguous  structures,  might  place  it  in 
the  inoperable  class.  Hour-glass  deformity 
may  result  from  carcinoma  of  the  stomach, 
and  has  a tendency  to  be  of  the  “dumb-bell” 
variety.  The  characteristic  sharp  demarca- 
tion of  the  margins,  and  the  keen-edged  ap- 
pearance of  the  involved  portion,  lend  it  dis- 
tinguishing features.  A diffusely  infiltrative 


type  may  involve  the  whole  stomach,  stiff- 
ening the  walls  and  narrowing  the  lumen 
markedly;  this  is  “leather-bottle  stomach,” 
or  “linitis  plastica.”  It  is  generally  accepted 
as  carcinomatous  and  inoperable.  The  py- 
lorus gapes,  and  the  contrast  medium  passes 
rapidly  into  the  duodenum  and  small  bowel. 
This  type,  as  is  also  the  scirrhous  type,  is 
often  closely  simulated  roentgenologically 
by  syphilis  of  the  stomach.  Syphilis  never 
exhibits  the  sharp  demarcation  at  the  edges, 
and  lacks  the  keen-edged  appearance  in  the 
involved  portions.  The  same  may  be  said  of 
the  hour-glass  deformities.  A clinical  note 
of  differential  value  is  the  well-being  of  the 
patient,  which,  in  the  presence  of  syphilis, 
is  usually  out  of  all  proportion  to  the  extent 
of  the  involvement  of  the  stomach.  The 
therapeutic  test  is  of  value  in  retaining  the 
hope  of  the  patient,  and  nothing  has  been 
lost  if  the  course  of  the  disease  proves  the 
lesion  to  be  carcinoma.  When  the  pyloric 
portions  are  involved  by  carcinoma,  the 
shadow  tends  to  come  to  a sharp  point, 
whereas  in  syphilis  more  of  the  lumen  is  re- 
tained or  the  shadow  is  globular  at  its  ex- 
tremity. 

The  pylorus  offers  many  problems  to  the 
roentgenologist.  I have  said  practically 
nothing  of  the  secondary  signs  of  the  vari- 
ous lesions.  Some  of  these  are  helpful  in 
differential  diagnosis,  but  none  is  character- 
istic of  a single  lesion.  All  have  been  over- 
stressed by  many  observers  who  have  ac- 
corded little  if  any  attention  to  pathogno- 
monic characteristics.  The  secondary  signs 
have  been  the  substance  of  verbose  reports 
that  have  proved  “much  ado  about  nothing” 
to  referring  physicians  and  surgeons,  and 
have  done  much  to  deprive  roentgenology 
of  the  appreciation  it  deserves.  Obstruction, 
or  rapid  emptying,  are  merely  results  of  al- 
terations of  the  pyloric  opening  by  disease 
or  reflex  factors.  Hypertonicity  and  hyper- 
peristalsis are  stimulated  in  an  attempt  to 
overcome  obstruction.  Long  continued  ob- 
struction may  wear  out  the  musculature,  and 
hypotonicity,  dilatation  and  retention  may 
result.  It  is  important  to  determine  wheth- 
er the  obstruction  is  from  organic  causes  or 
whether  it  is  the  result  of  reflex  action.  It  is 
infinitely  more  important  to  decide  whether 
the  lesion  is  on  the  gastric  or  the  duodenal 
side  of  the  pyloric  ring. 

Lesions  on  the  gastric  side  are  frequently 
malignant  and  many  more  are  potentially 
malignant ; surgical  intervention  is  impera- 
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tive  in  many  cases,  and  in  the  group  as  a 
whole  has  produced  the  best  end-results. 
Lesions  on  the  duodenal  side  of  the  pyloric 
ring  are  preponderantly  benign,  and  opera- 
tion is  indicated  only  in  selected  cases.  Peri- 
stalsis is  absent  in  regions  involved  by  carci- 
noma ; it  is  present,  although  sometimes  al- 
tered, in  regions  involved  by  benign  lesions. 
Retention  is  seen  as  a result  of  both  malig- 
nant and  benign  lesions ; it  is  seen  as  a zone 
of  decreased  density  of  the  contrast  medium 
at  the  pyloric  ring.  Loss  of  time  and  waste 
of  effort  result  from  an  attempt  to  examine 
a patient  who  has  evidences  of  marked  re- 
tention. By  placing  the  patient  in  the  hori- 
zontal, prone  position,  slightly  turned  on  the 
right  side  for  a varying  length  of  time,  emp- 
tying will  be  established  and  visualization  of 
the  pyloric  segment  will  be  possible.  The 
lesion  can  be  accurately  located  and  its  type 
determined  in  the  majority  of  cases.  A nor- 
mal contour  of  the  pyloric  antrum  with  peri- 
stalsis passing  to  the  ring,  establishes  the 
fact  that  the  lesion  is  on  the  duodenal  side. 
If  the  lesion  is  on  the  gastric  side,  the  fol- 
lowing conditions  may  be  considered:  carci- 
noma, syphilis,  gastric  ulcer,  hypertrophy  of 
the  pyloric  muscle,  hypertrophy  of  the  gas- 
tric mucosa,  benign  tumor,  and  prepyloric 
gastrospasm.  The  characteristics  of  carcino- 
ma and  syphilis  have  been  described.  Gas- 
tric ulcer  may  involve  the  pyloric  segment, 
and  detection  of  the  niche  will  establish  the 
diagnosis.  Ulcer  of  the  lesser  curvature  fre- 
quently is  the  cause  of  prepyloric  gastro- 
spasm, and  when  it  is  present,  and  an  ulcer 
has  not  been  visualized,  the  roentgenologist 
should  carefully  reexamine  the  curvature 
for  the  niche  that  may  have  been  over- 
looked. Occasionally  a similar  deformity  oc- 
curs as  a reflex  effect  of  disease  of  the  gall- 
bladder or  appendix.  Hypertrophy  of  the 
pyloric  muscle  may  produce  a smooth  mar- 
gined, tortuous  deformity  of  the  pyloric  an- 
trum, and  concomitant  partial  invagination 
of  the  muscle  into  the  base  of  the  duodenal 
bulb  has  recently  been  reported  by  Kirklin 
and  Harris  as  characteristic  of  this  lesion. 
Hypertrophy  of  the  gastric  mucosa  may 
produce  irregularities  of  contour  and  multi- 
ple small  defects  in  the  shadow  of  the  con- 
trast substance. 

Polyposis  rarely  involves  the  stomach ; 
when  it  does,  its  roentgenologic  appearance 
suggests  a bunch  of  grapes  in  the  defects  in 
the  shadow  of  the  contrast  substance. 
Small,  pedunculated  tumors  may  arise  on 


the  gastric  side  of  the  ring,  and  may  be  ex- 
truded into  the  duodenum ; these  may  de- 
form the  antrum  and  cause  a filling  defect 
in  the  duodenal  shadow. 

The  pathognomonic  characteristic  of  duo- 
denal ulcer  is  the  opposite  of  that  of  gastric 
ulcer.  In  gastric  ulcer  the  niche  projects 
from  the  boundary  of  the  shadow;  in  duo- 
denal ulcer,  an  incisura  indents  the  boun- 
dary. In  a proportion  of  duodenal  ulcers 
one  can  visualize  a niche,  but  not  sufficiently 
often  to  make  it  reliable  as  a diagnostic 
sign.  In  the  majority  of  ulcers  that  cause  a 
niche  there  will  be  a concomitant  deformity 
of  the  cap;  rarely,  with  the  aid  of  palpatory 
manipulation,  can  a roentgenologist  approxi- 
mate the  walls  of  the  duodenum  and  elicit 
the  barium-filled  crater  of  an  ulcer  in  a cap 
without  evidences  of  deformity.  In  cases  of 
recurrent  ulcer,  the  presence  of  a niche  is 
the  only  reliable  roentgenologic  sign  of  the 
lesion.  Duodenal  ulcer  involves  the  first  por- 
tion of  the  duodenum  almost  exclusively. 
The  incisura  involves  the  first  3 cm.  beyond 
the  pyloric  ring.  The  margins  of  the  inci- 
sura should  parallel  one  another  in  duodenal 
ulcer.  The  incisura  may  be  unilateral  or  bi- 
lateral, so  shallow  as  almost  to  escape  detec- 
tion, or  so  deep  that  it  bisects  the  cap.  Ex- 
perimentally, it  has  been  demonstrated  that 
ulcers  occur  and  heal  rapidly.  Study  of  ma- 
terial obtained  at  necropsy  revealed  multiple 
small,  cobweb-like  cicatrices  throughout  the 
duodenum  in  cases  of  old,  chronic  ulcer. 
These  findings  explain  the  many  bizarre  de- 
formities seen  in  the  duodenal  cap,  the  most 
extreme  of  which  are  almost  complete  oblit- 
eration of  all  evidence  of  the  first  portion 
of  the  duodenum.  There  is  definite  shorten- 
ing of  the  distance  from  the  pyloric  ring  to 
the  ampulla  of  Vater,  and  cicatrization  fre- 
quently produces  unilateral  or  bilateral 
pouching.  Retention  of  contrast  substance 
in  one  of  these  pouches  may  be  misinter- 
preted as  a diverticulum.  True  diverticula 
occur  in  the  region  of  the  ampulla  of  Vater. 
Clinically  they  are  of  little  significance. 
Remnants  of  barium  in  one  of  the  pouches 
may  be  misconstrued  as  the  niche  of  a per- 
forating ulcer.  The  number  of  apparent 
deformities  seen  in  roentgenograms,  but 
proved  on  reexamination  roentgenoscopical- 
ly  to  be  artefacts,  proves  conclusively  the 
futility  of  attempting  to  make  a diagnosis 
of  duodenal  ulcer  by  the  roentgenographic 
method  alone.  Diffuse  duodenitis  is  a dis- 
tinct pathologic  entity.  When  there  is  ede- 
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ma  and  thickening  of  the  walls,  the  charac- 
teristic cap-like  deformity  may  be  present, 
whereas  a feathery  irregularity  of  the  con- 
tour of  the  cap  is  visualized  roentgenoscop- 
ically,  and  the  contrast  medium  passes  on 
rapidly,  suggesting  extreme  “irritability”  of 
the  duodenum.  Each  year,  in  a small  group 
of  cases,  duodenal  ulcer  and  gastric  ulcer 
have  been  found  to  coexist.  Rarely  have 
duodenal  ulcer  and  carcinoma  of  the  stom- 
ach been  noted  in  the  same  case. 

In  examination  of  the  esophagus  by  the 
special  technic  described,  diverticulum  is 
characterized  by  a smooth-margined  dilata- 
tion at  the  pharyngo-esophageal  juncture 
(the  introitus)  varying  in  size  from  5 mm. 
to  more  than  10  cm.,  and  having  the  dis- 
tinguishing feature  of  emptying  from  the 
top.  With  the  patient  turned  to  the  required 
angle,  the  contrast  medium  will  he  seen  to 
spill  over  and  run  parallel  to  the  expanded 
shadow  around  and  below  the  diverticulum. 
Diverticulum  in  the  lower  part  of  the  esoph- 
agus is  seldom  seen ; it  presents  the  same 
roentgenologic  characteristics,  however. 
Cardiospasm  usually  involves  the  esophagus 
at  or  near  the  cardiac  orifice  of  the  stom- 
ach, and  causes  a smooth-margined  dilata- 
tion which  empties  through  a narrow  con- 
striction at  its  lower  extremity.  There  may 
be  tortuosity  of  the  lower  segment,  hut  the 
smooth  margin  persists.  Strictures  are  the 
result  of  healed  ulcer,  either  simple,  tuber- 
culous, or  syphilitic,  or  of  trauma,  such  as 
results  from  drinking  caustic  liquids.  The 
caliber  of  the  esophagus  may  vary  widely, 
according  to  the  amount  of  cicatrization  and 
according  to  the  presence  or  absence  of  ob- 
struction. Stricture  may  simulate  almost 
any  of  the  other  lesions,  hut  the  contour  will 
be  retained  throughout  and  will  he  smooth- 
margined,  although  often  tortuous,  and  it 
empties  at  its  lower  extremity.  Carcinoma 
usually  involves  the  middle  third  of  the 
esophagus  and  exhibits  the  characteristic  de- 
marcation at  its  margins,  with  the  keen- 
edged  appearance  of  the  involved  portion. 
The  constriction  is  usually  marked,  and  the 
amount  of  dilatation  above  is  variable.  For- 
eign particles  of  food  may  obstruct  the 
esophagus  and  occasionally  will  simulate 
carcinoma  in  their  roentgenoscopic  and 
roentgenographic  appearance. 

Lesions  of  the  small  intestine  are  best 
demonstrated  by  the  administration  of  a 
barium  meal,  with  frequent  observation  in 
the  first  hour  after  its  ingestion.  This  pro- 


cedure is  indicated  for  lesions  above  the 
middle  section  of  the  ileum. 

Lesions  of  the  large  intestine  are  most 
satisfactorily  studied  by  rectal  injection  of 
the  contrast  medium  under  fluoroscopic 
control,  with  palpatory  manipulation  of  the 
intestine  synchronously  with  the  advance  of 
the  opaque  substance  toward  the  cecum  and 
ileocecal  A'alve.  In  early  chronic  ulcerative 
colitis,  the  evidence  may  be  entirely  in  the 
rectum ; roentgenoscopy  has  some  advan- 
tages over  proctoscopy  when  eliciting  this 
evidence ; otherwise,  proctoscopy  is  prefer- 
able in  examination  for  lesions  of  the 
rectum. 

Carcinoma  is  the  lesion  of  the  colon  most 
commonly  encountered.  Any  portion  of  the 
large  intestine  may  be  involved.  As  in  the 
stomach,  any  of  three  types  may  be  present: 
( 1 ) the  scirrhous  or  fibrous  type,  character- 
ized roentgenologically  by  the  napkin-ring 
filling  defect,  sharp  demarcation  at  both  ex- 
tremities, and  a narrow,  fibrous  connecting 
strand;  (2)  the  polypoid  type,  in  which  lob- 
ulated,  cauliflower-like  masses  project  into 
the  lumen  and  displace  the  contrast  medium, 
producing  a mottled  shadow  of  lesser  den- 
sity, and  (3)  the  mucoid  type,  which  also 
reveals  the  sharply  defined  dissolution  of 
continuity  of  the  boundary  at  each  extrem- 
ity, with  irregularity  and  narrowing  some- 
what similar  to  that  of  the  scirrhous  type, 
but  of  greater  length  and  less  definition. 
This  third  type  often  will  coincide  in  situa- 
tion with  a palpable  mass.  Diverticula  are 
frequently  seen  as  small  lobulations  project- 
ing from  the  shadow  of  the  contour.  Diver- 
ticulitis is  confined  to  the  sigmoid,  and  pre- 
sents a spindle-shaped  shadow,  the  edges  of 
which  are  serrated  on  account  of  the  asso- 
ciated spasm  and  an  inflammatory  condition 
of  the  wall. 

Ulcerative  colitis  of  three  types  is  seen: 
( 1 ) the  diplostreptococcic,  ordinarily  termed 
chronic  ulcerative  colitis;  (2)  the  tubercu- 
lous type,  and  (3)  the  amebic  type.  Chronic 
ulcerative  colitis  commences  in  the  rectum 
and  involves  the  colon  progressively  toward 
the  cecum,  as  a diffuse,  symmetric  narrow- 
ing of  the  intestine  together  with  dimin- 
ished mobility  and  flexibility.  The  haustral 
markings  are  completely  obliterated,  the  co- 
lon is  definitely  shortened,  and  the  splenic 
and  hepatic  flexures  have  disappeared.  The 
contours  may  appear  uneven,  fringed,  or 
feathery,  owing  to  extensive  destruction  of 
the  mucosa,  or  they  may  appear  mottled  as 
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the  result  of  extensive,  diffuse  polyposis.  In 
the  early  stages,  the  only  roentgenologic 
evidence  of  the  lesion  may  be  local  or  gen- 
eralized increase  in  intestinal  motility  ex- 
pressed by  hyperirritability  of  the  colon. 

Tuberculous  ulcerative  colitis  commonly 
involves  the  ileocecal  region,  near  the  ileo- 
cecal valve,  or  the  cecum  and  proximal  seg- 
ments of  the  colon.  Roentgenologically,  the 
features  are  narrowing,  hyperirritability  and 
obliteration  of  mucosal  relief  with  shorten- 
ing of  the  segment.  The  shadow  tends  to  be 
ragged,  with  irregularly  arranged,  jagged 
prominences  and  depression.  Hyperplastic 
tuberculosis  is  often  primary  in  the  intestine, 
is  definitely  a granulomatous,  tumefactive 
process,  and  is  confined  to  a relatively  short 
portion  of  the  intestine,  usually  the  ileocecal 
coil,  and  is  formative  rather  than  destruc- 
tive. It  should  be  distinguished  from  neo- 
plastic and  other  forms  of  granulomatous 
involvement  rather  than  from  any  of  the 
types  of  chronic  ulcerative  colitis. 

Amebic  colitis  most  commonly  involves 
the  cecum  and  proximal  segments  of  the  co- 
lon; secondary  sites  of  preference  are  de- 
pendent portions  of  the  intestine.  The  ileum 
is  practically  never  involved,  although  the 
cecal  aspect  of  the  ileocecal  valve  is  often  in- 
volved ; this  results  in  a gaping  orifice,  due 
to  stiffening  of  its  lips.  Obliteration  of  the 
haustral  markings,  shortening,  and  narrow- 
ing, sometimes  to  almost  complete  closing 
of  the  lumen,  have  been  constant  in  the  cecal 
segment.  Slight  manipulation  of  the  ileo- 
cecal coil  when  moderate  distention  of  the 
cecum  is  present  usually  will  result  in  reflux 
into  the  terminal  portion  of  the  ileum.  The 
roentgenologic  aspect  of  amebic  colitis  is  one 
of  diminished  intensity  and  severity  in  com- 
parison with  that  of  the  other  types  of 
chronic  ulcerative  colitis. 

Polypoid  lesions  of  the  colon  include  all 
sessile  or  pedunculated  growths  projecting 
into  the  intestinal  lumen.  Early  diagnosis 
and  removal  of  these  is  important  because 
of  their  known  tendency  for  the  develop- 
ment of  malignant  characteristics.  Their 
site  of  predilection  is  the  rectum  and  the 
distal  segments  of  the  colon.  Roentgenolog- 
ically they  are  distinguishable  by  character- 
istic mottling,  produced  by  multiple  central 
polypoid  projections  into  the  lumen,  displac- 
ing the  contrast  medium  and  creating  filling 
defects  in  its  shadow.  Their  recognition  has 
been  materially  aided  by  adoption  of  the 
double  contrast  method  first  introduced  by 


Fischer,  and  developed  in  this  country  by 
Weber.  Thoroughly  efficient  preparation  is 
a prerequisite  to  success  with  this  method. 
After  examination  by  means  of  the  opaque 
enema,  the  patient  is  allowed  to  evacuate  the 
enema  and  air  is  introduced  under  roent- 
genoscopic  control.  If  evacuation  has  not 
been  sufficiently  complete,  the  air  will  some- 
times induce  further  emptying.  Enough  of 
the  contrast  medium  will  have  adhered  to 
the  walls  of  the  colon  to  allow  visualization 
of  its  intraluminal  appearance  and  to  bring 
into  bold  relief  the  outlines  of  polypoid 
masses  or  other  lesions.  Stereoscopic  roent- 
genograms afford  more  leisurely  study  of 
the  details,  and  an  opportunity  for  consulta- 
tion by  the  roentgenologist,  the  referring 
physician  and  the  surgeon.  In  most  lesions 
of  the  colon  this  double  contrast  method 
seems  to  offer  a real  advance  in  visualiza- 
tion, and  reproductions  of  these  roentgeno- 
grams for  publication  have  a quality  of  de- 
tail equal  to  the  finest  drawings. 

A consideration  of  the  diagnosis  of  gas- 
trointestinal lesions  would  not  be  complete 
without  some  reference  to  cholecystography 
in  the  visualization  of  pathologic  changes  in 
the  gallbladder  and  gallstones.  Oral  admin- 
istration of  the  dye  at  The  Mayo  Clinic  has 
been  satisfactory  in  every  respect.  The  so- 
dium salt  of  tetraiodophenolphthalein,  4 
gm.,  freshly  dissolved  in  30  c.c.  of  distilled 
water,  mixed  with  one  glass  of  grape  juice, 
orange  juice,  or  carbonated  mineral  water,  is 
taken  immediately  after  a meal  that  is  eaten 
at  the  usual  hour  in  the  evening.  This  meal 
should  be  substantial,  reasonably  free  of 
fats,  and  fats  should  be  withheld  subse- 
quently until  the  gallbladder  has  had  oppor- 
tunity to  fill  with  dye-laden  bile  and  to  con- 
centrate its  content.  During  the  period  of 
the  examination,  the  patient  should  not  take 
any  purgatives  or  any  medicines  which  af- 
fect the  digestive  tract.  Breakfast  is  not  al- 
lowed, but  water,  black  coffee,  or  clear  tea 
is  permissible.  The  first  set  of  roentgeno- 
grams is  made  at  8 a.  m.,  and  the  second  set 
at  10  a.  m.  The  patient  is  then  instructed  to 
take  the  usual  noon  meal,  but  to  include  with 
it  a glass  of  milk  and  cream  in  equal  parts, 
and  to  return  for  the  third  set  of  roentgeno- 
grams at  1 or  2 p.  m.  Painstaking  technic, 
particularly  in  the  avoidance  of  movement 
of  the  patient,  is  a prime  requisite.  The 
roentgenographic  formula  is  proportioned 
to  the  measured  thickness  of  the  patient’s 
body.  A target  film  distance  varying  from 
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25  to  28  inches  (63  to  71  cm.),  a kilovoltage 
from  70  to  95,  and  an  exposure  time  of 
from  a half-second  to  a second  are  em- 
ployed, with  a standard  milliamperage  of 
80  and  a flat  Potter-Bucky  diaphragm. 
Complete  filling  of  the  gallbladder  in  the 
first  series  of  roentgenograms  with  deepen- 
ing of  the  density  of  the  shadow  in  the  sec- 
ond series,  and  marked  shrinking  of  the  vol- 
ume of  the  shadow  in  the  third  series  is  in- 
terpreted as  evidence  of  a normally  func- 
tioning organ.  If  throughout  the  series  of 
roentgenograms  there  is  a uniform  lack  of 
density  in  the  visualized  shadow  of  the  gall- 
bladder, with  less  shrinkage  of  the  volume 
in  the  third  series,  the  organ  is  reported  as 
poorly  functioning.  The  gallbladder  may  be 
visualized  as  a faint  shadow  that  is  of  uni- 
form density  and  volume  in  the  films  of  all 
series ; subsequent  examination,  without  ad- 
ministration of  the  dye,  may  prove  this  to 
be  a nonfunctioning  gallbladder  with  reten- 
tion, or  with  thickening  and  occasionally  cal- 
cification of  its  walls.  With  good  visualiza- 
tion of  the  margin  of  the  liver,  kidney  and 
psoas  muscle,  with  no  evidence  of  a shadow 
in  the  gallbladder  after  administration  of 
the  dye,  and  with  assurance  that  the  patient 
has  followed  all  instructions,  the  interpreta- 
tion is  that  the  gallbladder  is  not  function- 
ing. Gallstones  of  sufficient  size  and  calcium 
content  can  be  visualized  as  often  as  they 
were  before  the  advent  of  the  cholecysto- 
graphic  method.  Cholesterol  stones  of  suf- 
ficient size  cause  negative  shadows,  areas  of 
decreased  density  in  the  homogeneous,  flat 
shadow  cast  by  the  dye-filled  gallbladder.  In 
such  cases,  the  findings  are  reported  as  evi- 
dence of  a normally  functioning,  poorly 
functioning  or  nonfunctioning  gallbladder 
with  stones.  Gas  in  the  intestine  overlying 
the  gallbladder  may  simulate  negative  shad- 
ows, or  may  mask  the  evidence  of  stones  ii? 
other  shadows.  Extraneous  shadows,  par- 
ticularly small  areas  of  calcification  in  the 
cartilage  of  the  ribs,  may  offer  difficulties  in 
interpretation.  Further  examination  is  in- 
dicated in  all  such  cases.  Kirklin  has  been 
able  to  distinguish  between  small,  negative 
shadows  cast  by  stones  and  neoplasms  of  the 
gallbladder,  particularly  papillomas,  adeno- 
mas, fibromas  and  myomas,  in  a considerable 
number  of  cases.  The  shadows  of  stones 
change  in  relation  to  the  general  contour  of 
the  shadow  of  the  gallbladder,  particularly 
in  the  third  series  of  roentgenograms.  The 
position  of  shadows  of  neoplasms  does  not 


change.  Correlation  of  the  cholecysto- 
graphic  observations  with  the  findings  in  all 
cases  in  which  operation  is  performed,  and 
in  which  inspection  of  and  report  on  the 
gallbladder  was  feasible,  has  established  the 
fact  that  the  lack  of  appearance  of  the  shad- 
ow of  the  gallbladder  is  the  most  accurate 
of  all  the  diagnostic  signs  of  cholecystic  dis- 
ease ; that  in  experienced  hands  the  diagno- 
sis of  poorly  functioning  gallbladder  as  evi- 
dence of  structural  change  in  the  gallbladder 
is  accurate  to  a high  degree;  and  that  the 
diagnosis  of  normally  functioning  gallblad- 
der is  the  least  accurate  from  the  compara- 
tive standpoint,  but  still  infinitely  more  re- 
liable than  any  other  method  known. 

In  this  brief  summary  of  the  salient 
points  in  roentgenologic  diagnosis  of  dis- 
eases involving  the  gastro-intestinal  tract,  I 
have  purposely  stressed  the  pathognomonic, 
direct  signs  and  have  omitted  largely  the  in- 
clusion of  secondary  signs.  I have  given  the 
findings  by  the  roentgenoscopic  method. 
Roentgenoscopy  has  proved,  in  experience  at 
the  clinic,  to  be  the  most  rapid,  most  accu- 
rate, and  at  the  same  time  the  most  economi- 
cal, of  any  single  diagnostic  method.  Exam- 
ination with  the  aid  of  the  fluoroscopic 
screen  allows  the  patient  to  be  turned  to  any 
desired  angle,  in  the  vertical  or  the  horizon- 
tal plane,  and  palpatory  manipulation  syn- 
chronous with  the  ingestion  of  the  contrast 
medium  allows  approximation  of  the  walls 
and  detection  of  lesions  that  might  easily  be 
missed  in  roentgenographic  examination 
alone.  Roentgenoscopic  examination  elimi- 
nates misinterpretation  of  artefacts  which 
have  the  appearance  of  filling  defects,  niches 
and  incisuras.  True  lesions  can  be  demon- 
strated by  persistence  of  the  evidence  in  re- 
peated examinations  at  all  angles  and  in  all 
planes  under  palpatory  manipulation.  A 
minimal  number  of  roentgenograms  are 
made  to  check  the  roentgenoscopic  findings, 
and  to  provide  tangible  evidence  of  the  le- 
sion for  more  comprehensive  consultation 
and  as  a permanent  record.  Comparison  of 
roentgenographic  with  roentgenoscopic  find- 
ings in  large  series  over  a considerable  pe- 
riod have  proved  conclusively  the  fallibility 
of  the  roentgenographic  method  alone.  It 
has  proved  advisable  for  the  roentgenologist 
not  to  have  intimate  knowledge  of  the  clini- 
cal history  at  the  time  of  his  examination, 
and  for  correlation  of  the  roentgenoscopic 
and  roentgenographic  with  the  clinical  find- 
ings to  be  effected  later.  The  roentgenolo- 
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gist  approaches  the  examination  without 
prejudice  and  forms  opinions  on  the  basis 
of  observation  only.  When  there  is  dis- 
agreement in  the  correlation  of  the  roent- 
genologic with  the  clinical  and  with  the  other 
laboratory  findings,  roentgenologic  exami- 
nation is  undertaken  again,  with  special  ef- 
fort to  elicit  or  eliminate  the  lesion  suspect- 
ed. Of  a large  series  of  patients,  carefully 
selected  by  highly  trained  clinicians  as  giv- 
ing evidence  of  potential  gastro-intestinal 
disease,  approximately  70  per  cent  were 
negative  roentgenologically.  The  conclusion 
must  be  that  in  the  routine  material  of  the 
average  practitioner  this  percentage  inevit- 
ably would  be  higher.  Apparently  gastro- 
intestinal symptoms,  by  far  most  often,  have 
a functional  basis.  Although  the  superiority 
of  the  roentgenologic  method  is  recognized, 
physicians  never  lose  sight  of  the  utility  of 
other  methods.  The  roentgenologist  must 
share  the  burden  with  his  colleagues;  the 
combined  effort  of  all  must  be  to  serve  the 
best  interests  of  the  patient. 
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PROGRESS  IN  THE  CARE  AND  TREATMENT  OF  MENTAL  DISEASES 
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BATTLE  CREEK,  MICHIGAN 

No  branch  of  medicine  has  been  so  revolutionized  during  the  last  century  as  that  of  the 
treatment  of  mental  diseases.  Until  well  into  the  nineteenth  century,  mental  disease  was 
regarded  not  only  as  an  incurable  condition,  but  a disgrace  rather  than  a misfortune.  By 
some  it  was  considered  a Divine  punishment  for  personal  guilt,  or  the  result  of  demon 
possession.  In  former  centuries,  as  a general  thing,  nothing  was  done  to  relieve  the  condi- 
tion of  those  so  afflicted.  They  were,  in  fact,  treated  worse  than  the  greatest  criminals, 
being  caged,  chained,  starved  and  beaten. 

In  1547  the  Monastery  of  St.  Mary  of 
Bethlehem  in  London  was  converted  into  an 
insane  asylum,  the  name  being  contracted  in 
common  speech  to  “Bedlam.”  The  fact  that 
this  term  is  now  used  to  denote  wild  uproar 
and  confusion  indicates  what  were  the  con- 
ditions within  its  walls.  The  patients  in 
Bedlam  were  made  a public  spectacle,  like 
animals  in  a menagerie,  visitors  being  al- 
lowed to  inspect  the  patients  on  payment  of 
a small  fee.  Thomas  Bowen  mentions  that 
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this  hospital  had  drawn  two  thousand  dol- 
lars annually  from  visitors  led  by  vulgar  cu- 
riosity, who  were  willing  to  pay  for  admis- 
sion to  see  the  patients. 

The  same  state  of  things  existed  in  other 
European  countries,  the  Lunatics’  Tower  be- 
ing one  of  the  show  places  of  Vienna.  Here 
also  the  public  were  admitted  to  view  the 
patients  on  payment  of  a small  fee. 

The  treatment  of  these  poor  unfortunates 
was  no  better  in  America  than  in  Europe. 
The  Pennsylvania  Hospital,  which  opened  in 
1772  and  received  mental  patients,  experi- 
enced considerable  difficulty  on  account  of 
the  annoyance  of  these  patients  by  the  pub- 
lic. Later  the  public  was  notified  “that  such 


286 


MENTAL  DISEASES— RILEY 


Jour.  M.S.M.S. 


persons  who  come  out  of  curiosity  to  visit 
the  house  should  pay  a sum  of  money,  a 
groat  at  least,  for  admittance.” 

Many  of  the  mentally  sick,  if  violent, 
were  locked  in  the  barns  or  sheds  of  county 
almshouses;  or,  if  harmless,  they  were  kept 
with  the  other  inmates  or  sometimes  auc- 
tioned off  to  the  lowest  bidder  for  pauper 
care. 

The  French  phvsician  Philippe  Pinel  is 
celebrated  in  medical  history  as  the  pioneer 
in  the  treatment  of  the  mentally  sick  in  a 
humane  manner.  On  visiting  them  at  Bi- 
cetre  in  1789  he  was  impressed  with  the  dis- 
astrous state  of  affairs  in  this  hospital,  and 
when  later  he  was  put  in  charge  he  proceed- 
ed to  inaugurate  drastic  reforms.  In  1798 
he  released  many  of  the  patients  from  the 
mechanical  restraints  to  which  they  had  been 
subjected. 

“It  was,”  says  Semelaigne,  “a  jubilee  ini- 
tiative of  the  reign  of  mercy.  Eighty  luna- 
tics who  had  long  been  galled  by  chains  were 
set  at  liberty.  And  it  is  mentioned  that  the 
very  act  of  liberation,  affecting  the  mind  as 
other  powerful  impressions,  restored  many 
of  them  to  tranquillity  if  not  to  sanity.” 

At  about  the  same  period,  in  1794,  the 
Quaker  William  Tuke  built  a home  or  “re- 
treat” at  York,  England,  where  mentally 
sick  persons  might  receive  humane  and  rea- 
sonable treatment.  This  action  was  the  re- 
sult of  abuse  to  which  a young  woman  be- 
longing to  the  Society  of  Friends  was  sub- 
jected during  her  confinement  in  the  York 
asvlum,  where  she  died.  Subsequent  inves- 
tigation revealed  a most  deplorable  state  of 
affairs. 

The  work  nobly  begun  by  Pinel  and  Tuke 
was  continued  in  France  hv  Escpiirol  and 
others,  and  in  England  by  Gardner  Hill, 
Conolloy,  and  others.  In  1839,  Conolloy,  in 
the  face  of  hitter  opposition,  discarded  all 
mechanical  restraints  at  the  Hanwell  Asy- 
lum, where  800  patients  were  confined.  Se- 
clusion and  the  padded  room  were  substi- 
tuted for  the  straight  jacket  and  other  me- 
chanical restraints. 

The  Friends’  Asylum  for  the  mentally 
sick  at  Frankford,  Pennsylvania,  claims  to 
be  the  first  institution  “erected  on  this  side 
of  the  Atlantic  in  which  a chain  was  never 
used  for  the  confinement  of  a patient.” 

Virginia  is  entitled  to  the  credit  of  being 
the  first  Commonwealth  to  furnish  state  care 
for  mental  cases  and  furnish  adequate  pro- 
tection for  them.  The  first  institution  de- 


signed and  used  exclusively  for  mental  dis- 
eases in  this  country  was  the  Eastern  State 
Hospital  at  Williamsburg,  Virginia,  opened 
in  1773. 

Miss  Dorothea  Dix  was,  more  than  any 
other  person,  responsible  for  the  inaugura- 
tion of  state  care  of  the  mentally  sick 
throughout  the  United  States.  Undertaking 
in  1841  to  give  Sunday  School  instruction 
to  the  female  inmates  of  the  East  Cam- 
bridge House  of  Correction,  she  found 
twenty  women,  among  whom  were  several 
mentally  sick,  crowded  together  in  one  filthy 
room  in  which  no  provision  was  made  for 
bedding  or  heat.  Shocked  at  her  discoveries, 
she  set  out  on  a tour  of  inspection,  visiting- 
jails  and  almshouses  throughout  the  state 
of  Massachusetts.  She  then  memorialized 
the  Massachusetts  legislature,  with  the  re- 
sult that  the  existing  asylum  was  enlarged 
to  make  provision  for  the  mentally  sick  con- 
fined in  jails  and  almshouses.  Miss  Dix  is 
credited  with  having  memorialized  22  dif- 
ferent state  legislatures  on  this  subject,  and 
to  have  been  instrumental  in  the  founding  of 
no  less  than  32  asylums.  State  hospitals  for 
the  mentally  sick  are  now  to  be  found  in 
every  state  without  any  exception. 

The  state  hospitals  were  for  a long  pe- 
riod merely  places  for  the  custodial  care  of 
the  mentally  afflicted,  rather  than  for  the 
clinical  study  and  treatment  of  mental  dis- 
eases. Weir  Mitchell  in  1894  called  atten- 
tion to  the  absolute  lack  of  scientific  care  of 
the'  mentally  sick  in  American  hospitals. 
“We  have  done  with  whip  and  chains  and  ill 
usage,”  he  said,  “and,  having  won  this  noble 
battle,  have  we  not  rested  too  easily  with 
having  made  the  condition  of  the  insane 
more  comfortable?” 

The  Psychiatric  Hospital. — So  great  a 
change,  however,  has  taken  place  since  that 
day  that  at  the  present  time  the  former  “in- 
sane asylum”  has  become  the  “psychiatric 
hospital”  operating  on  much  the  same  lines 
as  the  general  hospital.  As  Copp  pointed 
out : 

“The  mental  hospital  and  the  general  hos- 
pital are  essentially  alike.  Mental  factors 
predominate  in  the  former,  but  are  potent 
influences  in  the  latter.  The  difference  is  one 
of  degree  only.  All  the  imperative  require- 
ments of  the  one  must  be  met  by  the  other. 
They  are  supplementary  agencies  in  allevi- 
ating and  curing  disease  and  must  be  even- 
tually viewed  in  the  same  light  and  admin- 
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istered  in  the  same  spirit  on  even  planes  of 
humaneness  and  efficiency.” 

In  harmony  with  this  ideal,  the  require- 
ment for  mental  hospitals  now  includes  ‘‘di- 
rectors for  clinical  psychiatry,  pathologists, 
internists,  surgeons,  dentists,  and  specialists 
of  various  kinds.  Experts  in  hydrotherapy, 
massage  and  electrical  treatments  are  nec- 
essary, as  well  as  dietitians,  industrial  in- 
structors, occupational  teachers,  specialists 
in  re-educational  work,  psychologists,  social 
workers,  etc.”  They  have  long  passed  the 
stage  of  purely  custodial  care  and  have  de- 
veloped into  highly  specialized  modern  hos- 
pitals of  the  most  advanced  type. 

Among  the  various  causes  that  have  led 
to  the  great  reform  movement  in  the  treat- 
ment of  mental  cases,  possibly  the  most  im- 
portant was  the  change  of  view  with  regard 
to  the  etiology  of  the  disease,  it  being  now 
recognized  as  a disorder  of  the  body  and 
brain  that  may  be  compared  with  other  bod- 
ily ills,  yielding  to  treatment  along  the  same 
lines.  The  causative  effect  of  physical  dis- 
orders upon  mental  states  is  now  clearly 
recognized,  as  well  as  the  effect  of  the  men- 
tal state  upon  the  body.  This  interrelation- 
ship of  mind  and  body  and  their  effect  one 
upon  the  other  makes  necessary  the  sen- 
ices  of  the  psychiatrist  in  the  general  hospi- 
tal and  of  skilled  specialists  in  the  treatment 
of  bodily  disorders  in  the  mental  hospital. 
“No  hard  and  fast  line  can  be  drawn  be- 
tween the  two.” 

For  this  reason,  Dr.  Franklin  G.  Fbaugh, 
of  the  University  of  Colorado,  emphasized 
the  necessitv  of  combining  a psychiatric  out- 
look with  a physical  outlook  and  using  this 
approach  in  all  clinical  work.  “When  the 
present-day  expectations  of  psychiatric 
teaching  are  realized,”  says  Dr.  Fbaugh, 
“we  can  expect  that  the  general  practitioner 
and  internist  will  have  skill  and  interest  in 
the  early  recognition  of  mental  disease,  that 
the  school  physician  will  have,  in  addition  to 
his  ability  to  diagnose  and  treat  rickets,  an 
ecpial  ability  in  the  recognition  of  personal- 
ty disorders  in  children,  and  that  every  stu- 
dent will  leave  the  medical  school  with  a 
workable  understanding  of  the  clinical  and 
therapeutic  and  public  health  aspects  of  men- 
tal disorders.” 

It  being  recognized  that  a mental  disor- 
der may  be  partially  or  entirely  due  to 
physical  causes,  the  removal  of  which  will 
clear  up  the  mental  disturbance,  some  states 
now  have  “observation  clinics”  in  which  pa- 


tients are  kept  for  a time  before  commit- 
ment. The  patient  is  carefully  studied  from 
every  point  of  view,  given  a thorough  phys- 
ical examination  with  the  necessary  x-ray 
work  and  laboratory  tests,  dental  and  visual 
defects  corrected  and  all  foci  of  infection 
sought  for  and  removed  if  possible.  Pope 
has  emphasized  the  importance  of  focal  in- 
fections as  a cause  of  mental  aberrations, 
and  the  almost  magical  clearance  of  the 
mind  which  the  removal  of  these  foci  may 
occasion,  and  since  many  borderline  nervous 
or  mental  defects  can  be  readily  alleviated 
by  a short  period  of  study  and  treatment, 
actual  residence  in  a hospital  for  mental  dis- 
eases is  often  avoided.  This  is  of  special 
importance  in  view  of  the  fact  that,  although 
there  has  been  some  progress  in  breaking- 
down  prejudice  with  regard  to  abnormal 
mental  states,  much  still  remains  to  be  over- 
come. The  popular  notion  still  persists  to 
some  extent  that  mental  illness  is  more  or 
less  of  a disgrace,  and  commitment  to  a 
state  hospital  under  legal  restriction  leaves  a 
stigma  that  remains  even  after  the  recovery 
and  release  of  the  patient. 

New  regulations  have  recently  been  made 
in  England  to  save  sufferers  from  mental 
disorders  from  the  still  existing  prejudice. 
The  Mental  Treatment  Act  aimed  at  putting 
the  treatment  of  mental  disorders  on  the 
same  footing  as  the  treatment  of  bodily  dis- 
orders, with  out-patient  clinics,  observation 
wards  for  early  cases,  and,  more  especially, 
the  development  of  the  “voluntary  patient” 
system.  It  has  been  possible  since  the  work- 
ing of  the  Act  for  patients  to  be  received  in 
any  public  or  private  mental  hospital  with- 
out certification  or  reception  order.  A fur- 
ther novel  feature  of  the  new  method  is  the 
“temporary  patient”  system  whereby  pa- 
tients incapable  of  volition  and  likely  to 
benefit  by  temporary  treatment  are  also  ad- 
mitted to  mental  hospitals  without  certifica- 
tion. Consequently  they  are  under  no  legal 
restriction  or  disability,  as  is  the  case  with 
certification  for  commitment  to  a mental 
hospital.  Similar  arrangements  obtain  in 
many  of  the  hospitals  of  our  own  country. 

How  different  and  how  much  more  hu- 
mane and  effective  are  our  present  day 
methods,  of  the  care  and  treatment  of  those 
who  are  mentally  ill ! 

Space  will  not  allow  here  a detailed  de- 
scription of  the  examination  and  treatment 
of  all  the  different  forms  of  mental  diseases. 
The  following  is  a brief  outline  of  the 
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methods  of  examination  and  treatment 
usually  followed  by  the  writer. 

Methods  of  Examination. — The  physician 
should  approach  all  cases  of  mental  illness 
“psychobiologically.”  The  examination  of 
patients  naturally  divides  itself  into  two 
parts:  (1)  the  physical  examination;  and 

(2)  the  examination  of  his  mental  condi- 
tion. 

In  the  first  place,  a careful  history  of  the 
case  should  be  obtained.  The  family  history 
should  be  carefully  inquired  into,  particu- 
larly with  reference  to  any  nervous,  mental 
or  constitutional  disorder  in  his  ancestors  or 
blood  relatives. 

The  patient’s  past  history  should  be  care- 
fully inquired  into  to  look  for  any  previous 
acute  or  chronic  illness.  The  presence  of 
any  infectious  diseases,  either  acute  or 
chronic,  should  be  carefully  looked  for,  espe- 
cially any  syphilitic  infection.  Careful  in- 
quiry should  be  made  as  to  whether  or  not 
the  patient  has  had  any  previous  attacks  of 
any  kind  of  mental  disorder  or  a history  of 
a so-called  “nervous  breakdown.”  In  some 
forms  of  mental  illness,  such  as  the  manic 
depressive  psychoses  for  instance,  the  pa- 
tient may  have  had  previous  attacks  from 
which  he  has  recovered. 

The  present  complaint  of  the  patient  both 
as  to  any  physical  ailment  that  he  may  have 
as  well  as  his  present  mental  illness,  time  of 
onset  and  a statement  of  the  leading  symp- 
toms in  the  order  of  their  occurrence  and 
severity,  should  be  recorded,  also  history  of 
any  injuries  to  the  head  at  any  time,  includ- 
ing injuries  at  childbirth. 

Following  the  history-taking  as  above 
outlined,  the  patient  should  have  a physical 
examination  of  all  of  the  organs  of  the 
body.  Special  attention  should  be  given  to 
the  examination  of  the  head  as  to  shape  or 
asymmetry,  scars  on  scalp,  tenderness  on 
pressure,  x-ray  of  the  head  when  indicated 
as  to  condition  of  cranium,  deformities, 
sella  turcica,  sinuses  and  mastoid,  any  his- 
tory of  purulent  discharge  from  ears,  exam- 
ination of  nose,  throat  and  sinuses  for  any 
infection,  inflammation  or  other  troubles. 
A culture  should  he  made  from  the  throat 
and  tonsils  when  indicated.  Also  an  exami- 
nation of  the  mouth  including  tongue,  teeth, 
and  x-ray  of  teeth  should  be  made  when  in- 
dicated. 

A careful  examination  of  all  of  the  other 
organs  of  the  body  should  be  made.  It  is 


not  necessary  here  to  enter  into  a detailed 
description  of  this.  It  is  also  important  to 
make  careful  laboratory  examinations  of  all 
of  the  different  secretions,  excretions  and 
fluids  of  the  body,  including  the  regular 
blood  count,  differential  blood  count,  chem- 
istry of  the  blood,  metabolism  test,  serologi- 
cal examination  of  the  blood,  and  in  certain 
cases  of  the  spinal  fluid,  particularly  for  any 
evidence  of  syphilis  or  any  other  organic 
disease  of  the  nervous  system. 

A neurological  examination  should  be  re- 
corded under  a separate  head.  It  is  impor- 
tant to  have  a regular  plan  and  order  of 
making  the  examination  so  that  no  points 
will  he  overlooked.  It  is  well  to  begin  at  the 
top  and  work  downward.  In  this  examina- 
tion inquiry  should  be  made  as  to  headaches  ; 
their  location,  character,  and  cause  should  he 
sought  for,  also  the  length  of  time  the  pa- 
tient has  suffered  with  them.  There  should 
also  be  inquiry  as  to  the  following  symp- 
toms: Dizziness,  heaviness,  or  any  other 

peculiar  feeling  in  the  head,  character  and 
amount  of  sleep,  and  physical  endurance. 
Inquiry  should  be  made  for  any  worries  or 
any  emotional  depression  or  failure  in  mem- 
ory. Details  of  these  should  be  worked  out 
more  fully  in  the  mental  examination.  Ex- 
amination of  the  special  senses  should  be 
made.  The  acuity  of  vision,  errors  of  re- 
fraction, diplopia  and  nystagmus,  condition 
of  the  pupils,  whether  equal,  unequal,  or  ir- 
regular in  outline  and  their  response  to  light 
and  accommodation  should  be  recorded, 
and  an  examination  of  the  fundi  oculi.  The 
ears  also  should  be  examined  as  to  acuity, 
diminution  or  loss  of  hearing,  also  in  certain 
cases  an  examination  of  the  vestibular  ap- 
paratus and  labyrinth  of  the  inner  ear.  The 
condition  of  smell  and  taste,  mastication, 
deglutition  and  speech  should  all  be  exam- 
ined. Observation  should  be  made  as  to  the 
patient’s  gait,  posture,  and  movements,  and 
any  abnormalities  recorded.  Observation 
should  he  made  for  any  abnormal  move- 
ments, paralysis,  ataxia  or  incoordina- 
tion of  any  movements  or  muscles  of  the 
body,  and  strength  of  the  paralyzed  muscles 
carefully  tested  with  the  dynamometer.  The 
deep  and  superficial  reflexes  should  be  ex- 
amined and  a record  made  of  any  patho- 
logic reflexes.  Cutaneous  sensations  should 
be  carefully  tested  for  touch,  pain  and  tem- 
perature impressions,  also  deep  sensibility 
including  vibratory  sense,  joint  sense  and 
muscle  sense,  also  the  presence,  location  and 
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character  of  pain  or  paresthesias  or  any 
other  abnormal  sensations. 

Mental  Examination. — A single  mental 
examination  or  observation  is  not  sufficient 
in  every  case.  In  some  cases  it  is  necessary 
for  the  physician  to  make  several  observa- 
tions at  different  times.  It  is  not  always 
best,  especially  in  certain  cases,  to  arrive  at 
a positive  diagnosis  until  the  patient  has 
been  under  observation  a sufficient  length  of 
time  for  him  to  exhibit  all  of  his  different 
symptoms. 

In  making  the  mental  examination  a defi- 
nite outline  should  be  followed  which  takes 
into  account  all  the  mental  symptoms,  be- 
havior and  conduct  of  the  patient  so  that 
nothing  will  be  missed.  In  some  cases,  par- 
ticularly in  cases  of  children  and  in  patients 
who  are  mentally  retarded,  a psychometric 
test  should  be  made  and  the  patient’s  intel- 
ligence quotient  determined.  In  some  cases 
a psychoanalysis  should  be  made. 

Treatment. — There  is  probably  no  depart- 
ment of  medicine  that  has  made  greater 
progress  than  has  been  made  in  the  care  and 
treatment  of  patients  suffering  from  men- 
tal disorders.  A great  deal  more  can  be  ac- 
complished by  our  modern  methods  of 
treatment  than  was  formerly  believed  pos- 
sible. In  the  treatment  of  these  cases  care- 
ful supervision  as  to  all  details  is  necessary. 
The  location  of  buildings  where  they  are 
confined  is  very  important,  and  should  be  so 
constructed  as  to  give  the  patient  the  great- 
est amount  of  physical  comfort.  The  room 
should  be  well  ventilated,  well  lighted  and 
cheery,  the  furnishing  neat  and  adequate  for 
comfort,  and  the  decorations,  etc.,  should 
not  be  in  any  way  depressing.  The  build- 
ings should  be  in  a healthful  location,  the 
surrounding  pleasant,  and  the  grounds  am- 
ple. The  grounds  should  contain  trees, 
shrubbery  and  flowers,  and  should  be  made 
attractive  in  eA^ery  way.  Sometimes  the  pa- 
tients can  be  placed  in  a ward  with  others, 
but  very  often  it  is  better  to  have  them  in 
private  rooms. 

The  treatment  of  the  patient  may  be  di- 
vided into  two  parts : ( 1 ) the  treatment  of 
physical  ailments  ; and  (2)  special  mental  or 
psychologic  treatment.  These  two,  of 
course,  can  proceed  at  the  same  time. 

( 1 ) Physical  T reatment. — The  treat- 
ment of  any  physical  ailments  that  the  pa- 
tient may  have  would,  of  course,  be  indicat- 
ed by  the  examinations  that  have  already 
been  made.  It  is  very  important  that  all 


sources  of  toxemia  and  infection  be  re- 
moved. For  this  reason,  as  formerly  stated, 
the  patient’s  nose,  sinuses,  teeth,  alimentary 
tract,  including  the  gall  bladder  and  genito- 
urinary system,  should  all  be  carefully  ex- 
amined for  any  possible  infection  or  the 
source  of  any  toxemia.  The  alimentary 
tract  especially  should  have  careful  atten- 
tion. The  teeth  should  be  well  cared  for  and 
a toothbrush  used  after  each  meal,  and 
some  antiseptic  mouth  wash  used  to  keep  the 
teeth  and  mouth  clean.  The  services  of  a 
dentist,  of  course,  should  be  used  whenever 
indicated.  It  is  very  important  that  the  pa- 
tient’s diet  be  carefully  regulated  so  that  the 
blood  is  kept  normally  alkaline  and  he 
should  have  the  requisite  vitamins,  and  the 
food  elements  in  the  right  proportion  to 
nourish  his  body  and  to  help  him  gain  or 
reduce  weight  as  indicated.  The  regulation 
and  control  of  the  bowels  and  freeing  the 
bowels  of  putrefactive  bacteria  are  often 
very  important  in  cases  of  mental  illness. 

Probably  in  no  department  of  medicine 
is  the  use  of  the  A^arious  forms  of  physio- 
therapy more  effective  than  in  the  treatment 
of  mental  disorders.  The  different  forms 
of  hydrotherapy,  electrotherapy,  heliother- 
apy, massage,  outdoor  exercise,  special  ex- 
ercises under  a medical  director,  rest,  and 
all  of  the  different  forms  of  physiotherapy, 
can  be  used  in  the  treatment  of  mental  dis- 
orders to  the  very  best  advantage.  These 
different  remedies,  of  course,  should  be  se- 
lected according  to  the  needs  of  the  patient 
and  should  be  directed  by  the  physician  and 
carefully  applied  by  the  nurse  or  attendant. 
A great  deal  of  skill  may  be  shown  on  the 
part  of  attendants  in  the  administration  of 
the  different  forms  of  physiotherapy  and  the 
results  obtained  very  often  depend  to  a 
large  degree  on  the  manner  in  which  the 
different  treatments  are  applied  to  the  pa- 
tient. Cases  that  may  be  suffering  from  any 
form  of  syphilis  should,  of  course,  haA^e 
proper  antisyphilitic  medicinal  treatment. 

The  use  of  drugs,  especially  sedative 
drugs  and  hypnotics,  may  sometimes  be  nec- 
essary in  the  treatment  of  these  cases,  but 
the  writer  has  been  using  the  above  men- 
tioned physical  remedies  in  the  treatment  of 
a large  number  of  these  cases  and  resorting 
to  hypnotics  or  sedative  drugs  has  very  sel- 
dom been  necessary. 

(2)  Mental  Treatment. — In  order  that 
the  mental  treatment  may  be  carried  out 
successfully,  it  is  very  essential  that  the  phy- 
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sician  should  have  a thorough  understand- 
ing of  the  patient’s  mental  condition,  and 
as  far  as  possible  of  his  feelings  and  emo- 
tions. In  other  words,  he  should  understand 
his  patient.  Many  sufferers  from  mental  dis- 
orders are  misunderstood  by  their  friends. 
They  very  often  look  well,  and  it  is  diffi- 
cult for  the  friends  to  understand  how  they 
are  suffering.  They  think  that  if  they  will 
only  just  snap  out  of  their  trouble  they  will 
be  all  right.  In  many  cases  this  snapping 
out  of  trouble  is  quite  impossible  on  the  part 
of  the  patient  and  he  needs  the  help  of  the 
physician  and  nurse  to  get  readjusted.  A 
physician  who  can  enter  into'  the  patient’s 
feeling  and  have  an  understanding  of  his 
mental  state  is  the  one  that  can  give  him  the 
most  help.  It  is  always  necessary  that  the 
physician  take  considerable  time  to  interview 
and  converse  with  his  patient  and  endeavor 
to  correct  any  erroneous  ideas,  and  to  coun- 
teract his  emotional  depression  or  the  oppo- 
site,— emotional  exaltation,  overactivity,  etc. 
— whenever  present. 

In  the  treatment  it  is  a good  plan  for  the 
physician  to  have  a very  definite  daily  pro- 
gram for  the  patient  to  follow.  This  should 
include  the  different  forms  of  treatment, 
periods  of  exercise,  periods  for  rest,  and 
everything  that  might  be  considered  a part 
of  the  patient’s  daily  program.  In  applying 
what  might  be  considered  the  mental  treat- 
ment, of  course,  many  of  the  other  physical 
remedies  that  may  be  used  in  treating  the 
patient  will  also  have  their  mental  effect  and 
really  become  part  of  the  mental  treatment 
of  the  patient.  Occupational  therapy  by 
which  the  patient  is  directed  to  do  certain 
definite  things  or  make  certain  articles  often 
forms  an  important  part  of  the  mental 
treatment  of  the  patient  and  is  very  valua- 
ble in  certain  cases. 


In  certain  cases  a psychoanalysis  may  be 
necessary.  It  is  important  for  the  physician 
to  select  and  determine  the  particular  cases 
that  might  be  benefited  by  such  a treatment, 
as  in  many  cases  of  mental  disorder  a psycho- 
analysis is  not  indicated  and  would  do  no 
good,  while  in  others  it  might  accomplish 
much  good.  Selection  of  a proper  nurse  for 
the  care  of  these  patients  is  also  very  im- 
portant. The  nurse  should  have  special 
training  in  the  care  of  such  cases.  As  far 
as  possible  nurses  should  be  selected  that 
are  adapted  to  the  needs  of  each  particular 
case,  as  mental  cases  differ,  and  a nurse  that 
might  be  adapted  to  one  case  would  not  fit 
well  into  the  needs  of  another. 

The  methods  outlined  have  been  used  by 
the  writer  for  many  years  in  the  treatment 
of  a large  number  of  patients  suffering  from 
mental  disorders.  They  have  been  modified 
and  changed  from  time  to  time  as  seemed 
indicated  by  the  advancement  of  our  expe- 
rience and  knowledge.  The  writer  has 
found  that  the  proper  use  of  the  above  men- 
tioned methods  and  remedies  gives  excellent 
results  in  the  treatment  of  patients  suffering 
from  different  forms  of  mental  illness. 
Many  cases  can  be  definitely  cured  and 
others  which  may  not  be  cured  can  be  great- 
ly benefited  and  made  more  comfortable. 
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CHRONIC  NONSPECIFIC  ARTHRITIS:  ETI- 
OLOGY AND  TREATMENT,  WITH 
ESPECIAL  REFERENCE  TO 
VACCINE  THERAPY 

Benjamin  H.  Archer,  New  York,  believes  that 
there  appears  to  be  a basis  for  the  concept  that  both 
rheumatoid  arthritis  and  osteo-arthritis  are  due  to 
the  same  etiologic  agent  or  group  of  agents  and 
that  the  proliferative  and  degenerative  pathologic 
changes  by  which  the  two  types  manifest  themselves 
are  the  result  of  other  factors  than  those  of  causa- 
tion. There  seems  to  be  no  conclusive  evidence  of 
the  presence  of  streptococci  in  the  blood  and  joints 
of  patients  with  chronic  arthritis.  None  of  the  vac- 
cines employed  at  the  present  time  in  the  treatment 
of  chronic  arthritis  have  been  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry.  There  is  no  evi- 


dence at  hand  that  they  exercise  any  specific  effect 
on  the  course  of  the  disease.  Dietary  regulations 
and  vitamin  therapy  apparently  exercise  no  specific 
effect  on  the  joint  manifestations  of  patients  with 
this  disease.  In  those  cases  associated  with  foci  of 
infection  it  seems  wise  to  search  for  and  remove 
this  factor  early  in  the  course  of  the  disease.  In 
advanced  cases  the  measures  that  the  author  has 
found  to  be  of  greatest  benefit  to  the  patient  are 
orthopedic  procedures,  physical  therapy,  the  adminis- 
tration of  drugs  to  allay  pain  and  a change  of 
climate.  Present  knowledge  of  the  subject  does  not 
seem  to  warrant  the  view  that  certain  definite  meas- 
ures should  be  applied  only  to  certain  definite  types 
of  arthritis.  There  is  no  conclusive  evidence  that 
the  same  measures  do  not  apply  at  some  time  to  all 
forms  of  nonspecific  arthritis. — Journal  A.  M.  A 
(May  5,  1934). 
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A SIMPLIFIED  DIABETIC  FOOD  TABLE* 


H.  C.  ROBINSON,  A.B.,  M.D.,  F.A.C.P.f 

GRAND  RAPIDS,  MICHIGAN 

There  is  general  agreement  that  a knowledge  of  food  values  is  essential  to  diabetic  pa- 
tients. Average  individuals  have  little  conception  of  the  relative  amount  of  carbohydrate 
in  even  the  common  articles  of  diet.  Without  such  knowledge,  persons  having  diabetes 
either  live  with  no  consistent  diet  restrictions,  or  are  on  more  or  less  fixed  formulae.  While 


the  latter  are  preferable,  such  diets  become  ve 
of  strict  cooperation  and  satisfactory  results 
sirable  feature  of  easy  adjustability. 

Few  doctors  are  able  to  outline  a diabetic 
diet  beyond  the  mere  notation  in  grams  of 
carbohydrate,  protein,  and  fat.  Some  have 
not  had  the  necessary  training,  and  the 
others  cannot  afford  the  time  required.  For 
these  reasons  the  information  and  way  of 
applying  it  has,  except  for  a few  patients 
having  unusual  intelligence  and  leisure,  been 
obtained  from  trained  dietitians  generally 
available  only  at  the  better  hospitals.  Tins 
bars  many,  for  financial  reasons,  lack  of 
time,  or  dread  of  hospitals,  from  ever  avail- 
ing themselves  of  the  facts  and  instructions 
so  essential  to  their  continued  well-being. 

Many  of  the  severe  diabetic  patients  who 
take  advantage  of  this  training  find  the  diet 
getting  out  of  hand  in  times  of  stress.  They 
lose  confidence  in  themselves,  look  to  the 
physician  for  help  without  its  forthcoming, 
and  so  are  hospitalized  over  and  over  for 
readjustment.  Discouragement  and  deple- 
tion of  funds  often  occur  to  exaggerate  the 
seriousness  of  a situation,  already  difficult. 

Those  who  have  acquired  the  technic  of 
setting  up  their  own  food  prescriptions  often 
find  it  time-consuming.  When  away  from 
home  the  task  may  become  impractical.  In 
many  instances  this  has  led  to  abandonment 
of  the  calculated,  weighed,  or  measured  diet, 
and  rapid  loss  of  ability  to  resume,  it. 

The  generally  accepted  method  of  filling 
diet  prescriptions  and  computing  their  value 
is  not,  except  in  wards  devoted  to  research, 
sufficiently  accurate  to  justify  the  expense, 
and  time  required  by  the  average  patient  to 
master  the  details.'  Table  I is  a compilation 
from  Atwater  and  Bryant’s  “The  Chemical 
Composition  of  American  Food  Materials’’ 
showing  the  normal  variation  of  carbohy- 
drate, protein,  fat,  and  water  in  common 
foods.  It  makes  evident  the  errors  which 

*Read  before  the  Kent  County  Medical  Society,  April  12, 
1933. 

fDr.  Robinson  graduated  from  Harvard  Medical  School 
in  1923.  He  is  a member  of  the  Active  Staff  at  Blodgett 
Memorial  and  St.  Mary’s  Hospitals,  Grand  Rapids.  Practice 
is  limited  to  internal  medicine. 


T monotonous.  This  often  stands  in  the  way 
Moreover,  such  prescriptions  lack  the  de- 


may arise  even  with  careful  calculation  and 
weighing  of  diets. 

There  is  an  evident  need  for  simplified 
diabetic  arithmetic  and  food  tables.  The 
method  of  prescribing  a diet  should  be  so 
simple  that  it  could  be  done  by  any  doctor 
in  his  office.  Every  patient  who  can  read 
should  be  able  to  understand  and  execute  it 
without  the  necessity  of  hospitalization.  If 
such  were  the  case  fewer  doctors  would 
shirk  their  responsibility,  and  more  persons 
having  diabetes  would  be  under  supervision. 


TABLE  I. VARIATIONS  IN  THE  PERCENTAGE 

OF  CARBOHYDRATE,  PROTEIN,  FAT,  AND 
WATER  IN  SOME  COMMON  FOODS. 


FOOD 

C 

P 

F 

W 

Beef — cooked 
Roast 

Minimum 

15.1 

19.6 

38.7 

Maximum 

29.0 

41.4 

59.5 

Round  Steak 

Minimum 

19.4 

3.3 

53.5 

Maximum 

34.1 

16.9 

72.3 

Egg — boiled 

Minimum 

10.3 

9.1 

68.6 

Maximum 

16.8 

14.4 

79.9 

Cottage  Cheese 

Minimum 

16.1 

.4 

67.0 

Maximum 

25.7 

1.6 

77.0 

White  Bread 

Minimum 

47.6 

6.8 

.4 

29.8 

Maximum 

58.0 

11.0 

3.5 

40.4 

String  Beans 

Minimum 

5.1 

1.7 

.2 

83.5 

Maximum 

12.6 

2.8 

.4 

91.7 

Carrots 

Minimum 

6.5 

.7 

83.1 

Maximum 

13.8 

2.0 

.7 

91.1 

Onion 

Minimum 

4.2 

.2 

.1 

81.5 

Maximum 

15.5 

4.4 

.8 

95.2 

Apple 

Minimum 

8.8 

.1 

.1 

77.3 

Maximum 

21.3 

.8 

1.4 

90.9 

Banana 

Minimum 

16.3 

1.0 

.0 

66.3 

Maximum 

29.8 

1.6 

1.4 

81.6 

Orange 

Minimum 

11.6 

.8 

.1 

80.0 

Maximum 

18.5 

1.1 

.3 

88.3 
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TABLE  II. CHART  SHOWING  ARBITRARY  VALUE  GIVEN  TO  STANDARD  PORTIONS  OF  FOOD. 


FOOD 

STANDARD  PORTION 

COM 

POSITION 

HOUSEHOLD  MEASURES 

GRAMS 

C 

P 

F 

Coffee , tea , cocoa  shells , apices , condiments , salt , agar , 
India  gum, saccharine, flavors .washed  bran, vinegar , 
Thrice  cooked  vegetables .mineral  oil, clear  broth. 

Any  amount 

Cider .carbonated  dr inks, beer, ale. 

^ glass 

100 

10 

Sugar, syrup, honey , Jams , Jellies. 

2 teaspoons 

10 

16 

Fruits 
(fresh  or 
canned 
without 
sugar) 

20%  Bananas 
Plums 
Prunes 

Prunes (dried) .figs 

4 average  size 

^ ft  w ft 

ft  it  »» 

^ ft  tt  n 

50 

15 

10 

15%  Apples, pears 
Cherries 

Blueberries .raspberries , currants 
Apricots 

Apricots(drled) .dates 

1/3  average  size 
20  average  size 
2^  h. tablespoons 
2 average  size 
2 " " " 

65 

15 

10 

10%  Oranges, lemons, peaches 
Pineapple 

Strawberries , blackberries 
Cranberries 

1 average  size 
1 slice  or  2/3  cup 
4 h.  tablespoons 
7/8  cup 

100 

10 

5%  Grapefruit 

1 average  size 

200 

10 

Cereal 

products 

(dry) 

>» 

© 

rH 

f-i 

© 

CQ 

CD 

■p 

<0 

o 

© 

£ 

© 

o 

-rH 

K 

fl 

u 

o 

o 

© 

© 

Xi 

tS 

1^-  tablespoons 

2 

^ cup 

2x4xa  inch  slice 
2(3x3)  " 

2x4x£  " " 

A. 

£ 

5 tablespoons 
2 " " 

2#  " 

2^  ft  " 

2 " " 

2 " " 

^ ft  tt 

15 

10 

2.5 

Whole 

Meal 

Flour 

Flakes 

Puffs 

Bread 

Crackers 

Buckwheat  flour 
Potato  " 

Tapioca 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

Hominy 

X 

Starch 

X 

X 

X 

X 

x 

X 

z 

X 

X 

Rusk 

Shredded  B. 
Bren 

Grape  nuts 

Macaroni 

Spaghetti 

Vermicelli 

Noodles 

/ 

It  is  evident  that  simplification  of  food 
tables  can  be  accomplished  in  only  one  way. 
That  is,  by  assigning  to  related  foods  an  av- 
erage common  value  for  a mean  standard 
portion.  Table  II  represents  such  a chart. 
Similar  articles  of  diet  are  grouped.  Stand- 
ard portions  are  recorded  in  household 
measures  and  grams.  They  are  of  practical 
size,  comparatively  few  in  number,  and  the 
values  assigned  in  grams  are  2.5,  and  7,  or 
their  multiples. 

Such  a chart  has  many  practical  advan- 
tages. It  simplifies  and  reduces  greatly  the 
number  of  factors  to  be  remembered.  A 
food  prescription  can  be  set  up  or  adjusted 
very  rapidly  and  the  addition  becomes  so 
easy  that  it  ceases  to  be  a task. 

Table  III  shows  how  a diet  prescription 
for  115  grams  of  carbohydrate,  85  grams 
of  protein,  and  147  grams  of  fat  may  be 
worked  out  from  the  chart  (Table  II).  It 
is  easiest,  perhaps,  to  fill  the  carbohydrate 
requirement  first.  Proceeding  from  above 


downward  among  the  groups  listed  as  con- 
taining carbohydrate  (viz.,  beverages,  sug- 
ars, fruits,  cereals,  vegetables,  milk,  nuts, 
and  cream ) , selections  are  made  till  the  pre- 
scribed total  is  reached.  In  this  instance 
they  are  as  follows:  two  portions  of  10  per 
cent  fruit,  two  of  cereal,  two  of  20  per  cent 
vegetable,  two  of  5 per  cent  vegetable,  three 
of  milk,  and  two  of  20  per  cent  cream. 
This  gives  the  amount  of  carbohydrate,  115 
grams,  designated  in  the  order.  In  addition 
it  has  supplied  40  of  the  85  grams  of  pro- 
tein, and  49  of  the  147  grams  of  fat  neces- 
sary to  complete  the  prescription. 

The  next  step  is  to  make  up  the  protein 
deficit  of  45  grams  by  selection  from  the 
foods  containing  only  protein  or  protein 
and  fat  (viz.,  cheese,  eggs,  gelatin,  shellfish, 
fish,  meat,  fowl,  and  certain  nuts).  The 
choice  made  in  filling  the  prescription  is  as 
follows:  three  portions  of  cheese,  one  of 
egg,  four  of  meat,  and  one  of  bacon. 

There  remains  only  the  necessity  of  sup- 
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table  ii  (Continued) 


FOOD 

STANDARD  PORTION 

COM 

POSITION 

HOUSEHOLD  MEASURES 

GRAMS 

C 

P 

F 

Vegetables 
(fresh  or 
canned 
without 
sugar) 

20%  Potatoes 
Baked  beans 
Green  corn 
Shell  beans 

g average  size 
1 h.  tablespoon 
1 h.  " or  £ ear 
l£-  tablespoons 

50 

15 

10 

2.5 

15%  Peas, parsnips .Lima  beans, 
Jerusalem  artichokes. 

2 cup 

70 

10 

2.5 

10%  String  beans, pumpkin, turnips, beets, 
Kohlrabi .squash .carrots .onions , 

1 cup 

150 

10 

2.5 

5%  Toma toes, brussel  sprouts , okra, leeks , 
Watercress , seakale , cauliflower .globe , 
Broccoli , eggplant , artichoke .cabbage , 

Radishes , lettuce , cucumbers .spinach , 

Celery , asparagus , rhubarb , end ive , 
Marrow, sorrel .sauerkraut , beet  greens , 
Dandelions. mushrooms. Swiss  chard. 

2 cups 

300 

10 

5 

Milk 

Whole 

1 glass 

200 

10 

5 

7 

Skim 

Butter 

1 glass 

200 

10 

5 

Cheese 

Cottage (skim  milk) 

2 tablespoons 

30 

5 

Other  types 

1x1x2  inch  Diece 

20 

5 

7 

Egg 

1 

50 

5 

7 

Gelatin 

12/3  teaspoons 

5 

5 

Shellfish 

30 

5 

7 

Fish( cooked) 

Add  js  tsp.  butter  or  fat  per  portion: 

Shellfish-all 

Fish-all  except  canned  mackerel, 
sardines, and  tuna 

Pork-  Beef-  Mutton  or  Lamb- 

kidney  kidney  kidney 

liver  tripe  liver 

lung  veal  lung 

heart  dried 

sweetbread 

steak(lean) 

Chicken- 

broilers 

giblets 

1x1x2  inch  or  x cup 

SO 

“5 

T~ 

Meat  and  meat 

products 

(cooked) 

3x2xf  inch  slice 

20 

5 

7 

Fowl (cooked) 

3x2x1  inch  slice 

20 

5 

7 

Bacon(cooked) 
Sausage (cooked) 

4-6  strips 
4-6  small 

30 

5 

14 

Nuts, etc. 

Almonds , beech, cashew, filberts , peanuts , 
Hickory .pistachios, walnuts , (cocoa, chocolate) 

20 

5 

5 

14 

Brazil , butter 

25 

5 

14 

Chestnuts ,lichi 

15 

5 

Cocoanut, pecans 

20 

5 

14 

Olives 

10-15 

75 

5 

14 

Cream 

o o 

5 tablespoons 
2—  n ** 

75 

40 

2.5 

2.5 

14 

Butter, oleoraargerine, fats, oils, mayonnaise(l  pint  of  oil, 
1 egg,  and  seasoning) 

I4  tablespoons 

15 

14 

plying  28  grams  of  fat  from  the  last  group 
on  the  chart  as  the  115  grams  of  carbohy- 
drate, 85  grams  of  protein,  and  119  of  the 
147  grams  of  fat  required  have  already  been 
selected.  This  is  accomplished  by  adding 
two  portions  of  butter  or  salad  dressing. 

Any  further  additions  to  the  diet  in  the 
form  of  drinks,  seasonings,  fillers,  and  the 
like  may  be  taken  from  among  the  articles 
in  the  first  group  on  the  chart  which  have 
essentially  no  food  value. 

Division  of  the  prescription  into  three 
meals  occurs  after  the  daily  total  require- 
ment has  been  recorded  to  avoid  the  use  of 
fractional  portions.  This  preserves  the  sim- 
plicity of  the  calculations.  It  is,  of  course, 
essential  to  have  the  allotment  of  articles  of 


diet  in  mind  when  the  selection  is  made  in 
order  to  insure  their  propriety  at  any  given 
meal.  The  distribution  in  this  particular  pre- 
scription is  indicated  in  Table  III  in  por- 
tions. 

Of  course,  unless  such  a food  chart  gives 
reasonably  accurate  totals  even  simplicity 
cannot  justify  its  use  in  writing  prescrip- 
tions. In  Table  IV  the  values  in  a series  of 
diets  computed  from  arbitrary  figures  in  Ta- 
ble II  and  from  those  in  the  food  table  of 
Joslin’s  “Diabetic  Manual”  are  compared. 
When  normal  variations,  as  seen  in  Table 
I,  are  remembered,  it  would  seem  that  dif- 
ferences in  calculated  value  may  be  within 
the  range  of  unavoidable  error,  and  in  many 
instances  the  agreement  is  surprisingly  close. 


294 


SIMPLIFIED  DIABETIC  FOOD  TABLE— ROBINSON 


Jour.  M.S.M.S. 


TABLE  III. A DIET  PRESCRIPTION. 


Food 

Portions 

Value 

Meals 

C 

P 

F 

B 

L 

D 

Fruit,  10% 

Orange 

1 

10 

1 

Peaches 

1 

10 

1 

Cereal 

2.5 

Bread 

1 

10 

1 

Oatmeal 

1 

10 

2.5 

1 

Vegetable,  20% 

20 

5.0 

Potato 

2 

1 

Vegetable,  5% 

Tomato 

10.0 

Cabbage 

Celery 

Lettuce 

2 

20 

1 

1 

15.0 

Milk  (whole) 

3 

30 

21 

1 

1 

1 

Cream,  20% 

2 

5 

5.0 

28 

1 

Vz 

Vz 

Cheese 

3 

15.0 

21 

3 

Egg 

1 

5.0 

7 

1 

Meat 

4 

20.0 

28 

4 

Bacon 

1 

5.0 

14 

1 

Butter  or 
Salad  Dressing 

2 

28 

1 

1 

Total 

115 

85.0 

147 

TABLE  IV. COMPARISON  OF  VALUES  (GRAMS) 

SECURED  BY  ACCURATE  COMPUTATION  (a) 
AND  BY  THE  USE  OF  TABLE  II 
(B)  IN  A SERIES  OF  DIETS 


C 

P 

F 

C 

P 

F 

A 

54.4 

35.0 

64.0 

127.1 

81.9 

146.8 

B 

55.0 

32.5 

56.0 

130.0 

82.5 

140.0 

A 

64.0 

41.6 

72.0 

137.6 

83.3 

146.8 

B 

65.0 

37.5 

63.0 

140.0 

85.0 

140.0 

A 

74.0 

52.2 

78.0 

147.8 

84.5 

146.8 

B 

75.0 

47.5 

70.0 

150.0 

87.5 

140.0 

A 

84.0 

64.4 

90.9 

156.2 

90.3 

156.1 

B 

85.0 

60.0 

.84.0 

160.0 

92.5 

154.0 

A 

94.2 

70.2 

96.6 

161.2 

89.7 

182.1 

B 

95.0 

67.5 

91.0 

165.0 

95.0 

175.0 

A 

109.4 

76.0 

102.3 

196.7 

93.0 

142.9 

B 

110.0 

75.0 

98.0 

170.0 

90.0 

140.0 

A 

116.9 

80.1 

132.8 

182.2 

93.4 

196.3 

B 

120.0 

80.0 

126.0 

195.0 

100.0 

189.0 

The  chart  is  presented  after  successfully 
using  it  in  a charity  hospital  without  the 
services  of  a dietitian,  in  a charity  clinic, 
and  in  private  practice.  There  is  the  belief 
that  it  is  sufficiently  simple,  practical,  and 
accurate  for  general  use  among  diabetic  pa- 
tients who  cannot  avail  themselves  of  the 
service  of  a dietitian  familiar  with  diabetic 
arithmetic. 

SUMMARY 

1.  Very  careful  computation  of  the  dia- 
betic diet  is  futile  because  of  the  normal 
variation  of  carbohydrate,  protein,  fat,  and 
water  in  foods. 

2.  It  is  difficult  or  impossible  for  many 
people  to  use  existing  food  tables  intelli- 
gently in  making  up  a diet  prescription. 

3.  A food  chart  is  presented,  which  sim- 
plifies the  filling  and  computation  of  food 
prescriptions  both  for  the  doctor  and  the 
diabetic  patient,  without  sacrificing  reason- 
able accuracy. 
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SUPERFICIAL  AND  PUNCTATE  KERATITIS* 

IS  IT  ALSO  A DEPRESSION  ENTITY? 


ALFRED  DEAN,  M.D.f 

GRAND  RAPIDS,  MICHIGAN 


Saradindu  Sanyal,  M.B.,  Calcutta,  in  the  May,  1933,  issue  of  the  American  Journal  of 
Ophthalmology,  gives  a description  of  the  first  epidemic  of  superficial  keratitis  at  Calcutta 
during  the  monsoon  period,  showing  five  types  of  corneal  involvement  and  other  varia- 
tions from  the  form  reported  by  Wright  in  Madras.  Sometime  after  the  stock  market 
debacle  of  1929,  with  wages  being  cut  and  lessened  working  hours  for  the  employed,  I 
began  to  experience,  in  increasing  numbers,  industrial  patients  who  were  experiencing  cor- 
neal and  conjunctival  irritation.  These  patients  increased  in  number,  and  the  nature  of 
the  superficial  corneal  wounds  so  varying 
and  symptoms  so  inconsistent,  I began  to 
question  this  as  the  possible  source,  for  in 
these  cases  I was  unable  to  find  any  foreign 
bodies,  either  in  cornea,  conjunctiva  or  cul- 
de-sac.  Some  of  these  patients  would  still 
complain  of  the  presence  of  the  irritation 
after  being  away  from  work  for  as  much 
week.  The  irritation  possibly  would 


as  a 


not  be  so  great,  but  the  corneal  picture  un- 


discharge during  the  day,  little  or  no  photo- 
phobia, but  a feeling  that  grit  or  something 
was  in  the  eyes.  As  the  period  of  the  de- 
pression has  lengthened,  the  intensity  of  this 
condition  has  appeared  more  virulent  in 
sporadic  cases, 

CASE  HISTORIES 


der  stain  would  be  much  the  same  as  on 
the  previous  visit.  When  one  of  these  pa- 
tients complained  that  he  got  a blast  in  one 
eye,  and  I was  unable  to  find  any  emery 
dust  or  other  cause  of  irritation  except  the 
staining  of  the  cornea,  I then  used  the  fluo- 
rescein stain,  or  it  combined  with  mercuro- 
chrome,  and  would  as  a rule  find  the  same 
staining  condition  in  the  other  eye,  some- 
times milder  and  sometimes  the  staining 
would  be  more  intense.  With  these  abraded 
corneas,  I was  surprised  that  there  was  so 
little  photophobia  and  lachrymation.  This 
is  the  point  that  caused  me  to  feel  that  I 
was  dealing  with  an  entity  not  of  a trau- 
matic nature. 

As  time  progressed,  I began  to  see  pa- 
tients whom  I had  refracted  fairly  recently 
and  who  were  in  no  way  exposed  to  dust  or 
other  irritants,  who  experienced  blurring  of 
vision  and  irritation  when  using  the  eyes. 
Many  of  them  complained  of  general  lassi- 
tude. Some  complained  that  a film  seemed 
to  come  before  the  vision  when  using  the 
eyes,  but  no  discharge ; some  awoke  at  night 
to  find  the  eyes  moist,  and  a dry  and 
gritty  feeling  of  the  lids  in  the  morning. 
In  other  patients,  the  eyelids  seemed  stuck 
together  on  awakening,  but  there  was  no 

^'Presented  before  the  section  of  Otolaryngology  and 
Ophthalmology,  113th  Annual  Meeting  of  the  Michigan  State 
Medical  Society,  Grand  Rapids,  September  13,  1933. 


tDr.  Dean,  a graduate  of  Jefferson,  1911,  is  Consultant  at 
St.  Mary’s  Hospital.  He  is  a member  of  the  American  Acad- 
emy of  Ophthalmology  and  other  medical  societies.  His  spe- 
cialty is  ophthalmology. 


On  April  2,  1932,  B.  L.  K.,  aged  forty-six,  com- 
plained of  eyes  being  sore  and  inflamed,  also  of 
having  styes  frequently  since  the  first  of  the  year. 
At  the  present  he  has  photophobia  and  lachryma- 
tion, a feeling  as  if  sticks  were  in  his  eyes  and 
he  is  unable  to  do  his  work  comfortably.  The  lids 
were  stuck  together  in  the  morning,  but  the  eyes 
feel  better  and  look  better  Mondays  than  any  day 
of  the  week.  This  is  possibly  due  to  rest  and  being 
away  from  his  work  as  an  upholsterer.  In  this  case 
there  was  considerable  congestion  of  the  bulbar 
and  palpebral  conjunctiva,  flaky  scales  on  the  lid 
margins  and  at  the  roots  of  cilliae.  The  cornea  took 
a general,  but  variable,  stain,  scattered  groups  and 
punctate  dots.  The  pupillary  area  as  a rule  was 
less  involved  than  the  periphery.  The  conjunctiva 
showed  a generalized  roughening  of  both  eyes.  Lo- 
cal treatfent  for  two  weeks  and  a correction 
of  refractive  error  did  not  relieve  him  of  his  dis- 
comfort or  the  pathology.  The  corneal  staining  ap- 
peared like  the  northern  lights,  brighter  in  one  sec- 
tion and  next  time,  seeing  the  patient  three  or  four 
days  or  a week  later,  the  bright  areas  would  be 
shading  out  and  other  areas  taking  the  darker  stain. 
This  patient  remained  with  me  for  a month  and 
then  went  to  another  specialist  of  his  own  nation- 
ality who  was  generous  enough  to  call  me  about 
the  patient  and  asked  what  I would  suggest. 

In  early  May,  1932,  I had  a high  school  studertt 
with  an  inappreciable  refractive  error  who  had  bi- 
lateral suppurative  blepharitis  marginalis,  photopho- 
bia and  lachrymation,  and  a bilaterally  staining  cor- 
nea, which  I,  at  the  time,  accredited  to  x-ray  treat- 
ment of  the  lid  margins.  I am  now  inclined  to  think 
the  lid  condition  was  a secondary  condition  and  the 
corneal  condition  the  exciting  cause  and  not  of 
x-ray  production.  More  than  a year  later  his  cor- 
ner still  took  a variable,  but  not  a punctate,  stain. 

On  August,  1932,  I refracted  a woman  of  sixty- 
nine,  who,  six  weeks  later,  had  the  condition  in 
both  eyes  in  such  a way  that  it  was  impossible  to 
use  the  eyes,  deep  staining  of  cornea;  generalized 
staining  of  conjunctivae,  pain,  photophobia  and 
lachrymation  for  six  weeks  or  more ; in  fact,  I was 
not  making  her  comfortable  and  she  became  dis- 
couraged and  I saw  her  no  more. 
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On  December  3,  1932,  Dr.  H.  C.  Wolfe  asked  me 
if  I would  see  a patient  of  his  whom  he  thought 
caught  pink  eye  from  his  child  who  was  sent  home 
from  school.  The  patient,  a market  attendant  of 
thirty-two  years,  had  been  confined  to  his  home  in 
a darkened  room  for  nearly  a week  with  intense 
pain  in  his  eyes,  photophobia  and  lachrymation,  the 
condition  not  responding  to  treatment.  A corneal 
ulcer  was  feared,  and  I was  called.  The  condition 
did  not  present  the  picture  of  acute  contagious  con- 
junctivitis, nor  was  an  ulcer  present,  but  the  cornea 
and  conjunctiva  of  both  eyes  took  a deep  stain.  I 
treated  the  condition  and  prescribed  for  home  treat- 
ment and  asked  to  be  called  if  the  condition  did 
not  respond.  I was  called  four  days  later  and  at 
this  time  found  an  ulcer  2.5  x 2.5  mm.  of  the  left  cor- 
nea just  below  the  pupillary  area,  the  right  eye  con- 
siderably improved.  The  mother  and  two  boys,_  five 
and  seven,  also  had  the  eye  condition  in  a milder 
form.  It  required  nearly  three  months  of  careful 
treatment  before  healing  was  complete,  hypopion  de- 
veloped and  an  infiltrating  exudate  developed  in  the 
stroma  of  the  cornea  under  the  bed  of  the  ulcer, 
requiring  a partial  Saemisch  operation  before  heal- 
ing would  take  place.  Ten  months  and  more  have 
elapsed  since  the  acute  onset  in  this  case  and  the 
right  cornea  still  takes  the  stain,  but  less  with  each 
visit,  the  last  visit  a generalized  staining  with  no 
observable  punctae. 

While  the  former  ulcer  patient  was  still  under 
treatment,  Mr.  C.  R.  H.,  aged  fifty-five,  was  re- 
ferred to  me  December  28,  1932,  with  a central,  left 
corneal  ulcer,  the  eye  having  bothered  for  about  six 
weeks.  The  vision  was  poor  in  this  eye  from  pre- 
vious attacks  of  what  he  considered  might  be  the 
same  condition,  which  formerly  had  responded  to 
home  treatment.  This  eye,  however,  became  so 
painful  he  came  for  relief.  I found  a central  ulcer 
of  the  left  cornea  4.5  x 5 mm.  implanted  on  an  old 
corneal  scar,  signs  of  hypopion  present  and  an  in- 
verted mushroom  shaped  accumulation  of  exudate 
behind  the  ulcerated  area  and  extending  into  the 
anterior  chamber.  The  patient  insisted  on  palliative 
treatment,  which  I complied  with  for  two  weeks  and 
then  advised  an  operation.  That  was  the  last  I saw 
of  the  patient  for  eight  days;  in  the  meantime  he 
had  gone  elsewhere  for  help  and  returned  a physical 
wreck  with  a continuous  headache.  The  latter  may 
have  been  due  to  the  eye  condition  or  an  old  spe- 
cific infection,  4+,  he  harbored.  As  he  was  in  in- 
tense pain,  I gave  him  a hypodermic  of  morphine, 
unwisely,  for  I shortly  learned  that  he  was  an  old 
morphine  addict  and  I had  that  to  contend  with  be- 
fore his  recovery. 

I performed  a Saemisch  operation,  evacuating  the 
anterior  chamber  of  the  exudate,  with  immediate 
benefit,  but  later  threatened,  and  scheduled  the  eye 
for  enucleation  in  order  to  take  away  the  imaginary 
pain  that  only  morphine  relieved.  Local  and  consti- 
tutional treatment  was  employed  for  nearly  four 
months  to  clear  up  the  ulcer,  and  when  last  seen 
(ten  months  later),  the  cornea  of  the  right  eye  still 
took  the  stain  in  a less  degree  than  formerly. 

I have  had  several  others  of  these  patiens 
since  with  corneal  ulcers,  more  superficial 
than  the  two  just  referred  to,  that  cleared 
up  in  two  or  three  weeks’  time,  but  still  leav- 
ing the  cornea  that  took  the  superficial  sheen 
or  punctate  stain. 

On  February  18  of  this  year,  S.  G.,  twenty-eight, 
an  industrial  patient,  was  referred  for  a diagnosis 
call,  claiming  that  a day  or  so  before  he  got  a 
dust  blast  in  his  eyes  and  they  had  been  discharging 
since.  At  the  time  I saw  him,  he  had  a profuse 


stringy  discharge  in  both  eyes,  having  all  the  char- 
acteristics of  acute  gonorrhea,  little  swelling  of  the 
lids,  and  very  little  photophobia.  I stained  a smear 
of  it  and  found  a few  scattered  diplococci,  extra- 
cellular. I also  sent  another  to  the  State  Health 
Laboratory,  receiving  a negative  report,  and  also 
had  the  discharge  cultured  with  a negative  report. 
It  was  not  gonorrheal  because  the  discharge  less- 
ened promptly  with  treatment,  but  the  cornea  and 
conjunctiva  still  took  the  characteristic  stain  of  the 
epidemic  condition  at  the  time  and  also  more  than 
two  weeks  later  when  last  seen. 

On  June  2,  1933,  J.  M.,  aged  forty-one,  went  to 
bed  with  no  physical  complaint  of  any  nature  and 
awakened  in  the  morning  to  find  vision  hazy.  When 
later  looking  at  objects,  he  found  he  had  double 
vision  that  necessitated  closing  one  eye  in  order  to 
see  clearly.  About  10  A.  M.  he  reported  at  the  of- 
fice with  a tendency  to  double  vision  due  to  a 
paresis  of  right  internal  rectus  muscle.  Double  vi- 
sion cleared  up  before  the  day  was  over.  Negative 
urine,  blood  taken  and  reported  negative.  Had  no 
complaint  of  feeling  unwell  in  any  way  previous  to 
awakening  on  the  morning  of  June  3.  I placed  him 
on  free  elimination  and  asked  him  to  report  three 
days  later  when  I could  report  on  the  blood.  At 
this  time  I checked  over  his  eyes  and  found  they 
had  apparently  returned  to  their  normal  balance. 
There  was  no  complaint  of  photophobia  or  lach- 
rymation, but  there  was  a slight  amount  of  conges- 
tion of  the  bulbar  conjunctiva,  and  in  using  the  stain 
the  left  cornea  took  a superficial  uniform  green 
sheen,  the  right  cornea  showed  a single  superficial 
punctate  dot  on  the  nasal  side  in  the  pupillary  area, 
a green  sheen  of  the  cornea  with  a slightly  deeper 
staining  area  in  the  nasal  quadrant.  No  complaint 
of  photophobia  or  lachrymatiofi. 

On  this  same  date,  June  8,  1933,  Mrs.  H.  R.,  aged 
fifty-one,  of  Holland,  came  to  this  office,  not  because 
of  great  discomfort  with  her  eyes,  but  because  she 
had  shown  patients  to  another  office  in  the  building. 
As  I had  treated  her  for  a non-specific  irido-cyciitis 
of  the  left  eye  about  a year  previous,  she  wanted  to 
see  whether  her  glasses  were  still  satisfactory. 
When  I last  saw  her  at  the  end  of  the  former  treat- 
ment, she  still  had  some  photophobia  which  had 
continued  and  which  she  now  thought  was  a weak- 
ness left  from  the  old  trouble.  As  her  husband  had 
not  worked  for  more  than  one  and  one-half  years, 
she  put  up  with  the  discomfort  of  photophobia, 
lachrymation  and  irritation  she  experienced  in  using 
her  eyes,  rather  than  be  an  expense.  The  eyes 
checked  fairly  closely  with  present  glasses.  The  lids 
and  bulbar  conjunctiva  were  injected,  lids  not  swol- 
len, a mucopurulent  discharge  at  right  internal  can- 
thus  with  a stringy  tenacious  plug  of  it  protrud- 
ing from  the  upper  puncta;  pressure  over  sac 
caused  no  regurgitation.  She  has  had  a partially 
obstructed  tear  duct  on  the  right  side  for  years. 
The  left  eye  showed  much  old  pathology  on  the 
posterior  surface  of  the  cornea,  and  in  the  deeper 
stroma  refractile  bodies  like  fine  grains  of  sand, 
and  on  the  posterior  surface  of  the  cornea  one 
large  and  a half  dozen  smaller  disks  of  pigment. 
The  corneae  of  both  eyes  took  a deep  stain  as  did 
the.  conjunctiva,  patches  punctae,  singly  and  in 
groups,  the  left  cornea  showing  a conglomerate 
punctate  grouping  in  the  pupillary  area  and  a deep- 
ly staining  cornea.  Under  a week  of  local  treat- 
ment, the  discharge  of  the  right  eye  let  up,  the  cor- 
nea stained  but  faintly,  while  the  cornea  of  the  left 
showed  numerous  punctate  staining  areas  scattered 
over  its  surface.  The  adjustment  of  financial  and 
family  worries  has  reacted  beneficially. 

I have  a number  of  cataract  patients  who  manifest 
this  condition  in  a mild  or  aggravated  form.  Mrs. 
C.  C.  S.,  aged  sixty-one,  bilateral  senile  cataracts,  vi- 
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sion  reduced  to  20/40  and  20/200  with  correction. 
She  has  experienced  considerable  photophobia, 
lachrymation  and  congestion  of  bulbar  and  lid  con- 
junctiva, but  no  swelling  of  the  lids.  I have  ob- 
served the  condition  of  the  cornea;  for  nearly  a 
year  and  have  had  her  under  local  and  constitutional 
treatment.  The  corneae  have  taken  a variable  stain 
at  every  visit,  much  improved  at  times,  but  the 
last  time  I saw  her  the  corneae  took  a more  intense 
stain  than  at  any  previous  visit ; clouds,  sheen  and 
punctate,  singly  and  in  groups.  She  said  her  eyes 
were  much  worse  after  prolonged  mental  anguish  to 
which  she  has  been  exposed  during  the  past  year, 
the  last  shock  having  been  recently. 

Mrs.  G.  B.,  bilateral  senile  cataracts.  Vision  re- 
duced to  light  and  shadow  and  20/70.  Has  been  un- 
der observation  for  nearly  four  months  with  a _ su- 
perficial condition  of  corneae,  more  of  generalized 
discrete  punctate  condition.  Treatment  directed 
mainly  at  the  eye  with  a mature  cataract  has  caused 
the  cornea  to  clear  up  almost  entirely;  the  other 
cornea  still  takes  a variable  stain. 

Mr.  O.  R.,  bilateral  senile  cataract,  with  bilateral 
corneal  involvement.  Mature  cataract  of  left  eye 
and  an  acute  progression  in  right.  He  has  been  un- 
der observation  for  over  four  months  because  of 
photophobia  and  lachrymation  and  difficulty  in  see- 
ing. Both  corneae  take  a deep  stain,  variable  punc- 
tate grouping,  discrete  and  cloud-like  staining.  The 
conjunctiva  bulbar  and  lids  are  injected.  The  dis- 
turbed vision  of  this  patient  is  his  greatest  discom- 
fort. With  a correction  in  the  right  eye,  he  sees 
20/40  hazily,  but  reads  Jager  3 and  4 about  8 inches. 
With  +1.00  + 50  x 60  he  reads  20/20+  for  distance 
but  must  bring  reading  matter  still  closer  than  that 
without  correction. 

In  others  of  these  numerous  patients  who 
have  taken  the  corneal  stain,  I have  found 
that  some  have  complained  of  intense  itch- 
ing of  the  lids  externally;  the  skin  may  be 
dry  and  parchment-like  with  flaky  fine  dan- 
druff-like scales  at  lid  margins  and  on  side 
of  nose.  Others  complain  of  a watery  dis- 
charge that  produces  an  excoriation  of  the 
skin  at  the  external  canthus.  These  patients 
sleep,  in  greater  part,  lying  on  the  affected 
side,  the  tears  leak  out  producing  the  scald- 
ing and  chafing  that  is  aggravated  by  the 
wiping  of  the  eyes,  thus  producing  the  uni- 
lateral eczematous  eruption  occasionally  ob- 
served in  these  patients. 

The  characteristics  of  this  condition  have 
been  variable  in  ages  from  five  to  ninety 
years.  Males  are  affected  as  much  as 
females  ; marked  photophobia  and  lachryma- 
tion have  been  observed  in  only  a small  per- 
centage of  the  cases.  Sticks  or  roughen- 
ing, as  if  grit  or  some  foreign  body  were 
in  the  eyes,  is  a frequent  complaint.  Dis- 
charge, stringy,  purulent  in  nature,  has  been 
observed  in  two  and  several  others  more  re- 
cently. Flaky,  dandruff-like  scales  on  lid 
margins  and  on  surface  of  skin  at  internal 
canthus,  have  been  observed  in  nearly  all,  also 
a dry,  gritty  feeling  of  lids  in  the  morning. 
The  more  aggravated  complained  of  the  lids 


being  stuck  together  on  awakening.  Smart- 
ing and  burning  in  children  has  been  the 
predominating  complaint. 

I have  experienced  occasional  complaint 
of  pain  in  the  eyes  or  brow  pains  in  patients 
who  have,  or  have  had,  grippe  or  head  colds, 
while  other  members  in  the  same  family 
have  not  been  indisposed,  have  no  complaint, 
but  who  have  this  same  eye  pathology  in 
some  form.  Others  complain  of  headaches 
on  using  the  eyes ; others,  vision  seems 
blurred  with  or  without  glasses.  Several 
presbyopic  patients  complained  that  they 
could  see  better  to  read  with  distance  glasses 
than  through  the  reading  portion ; one  senile 
cataract  patient  who  formerly  required  a 50 
cylinder  axis  75  now  requires  a +1.00 
50  x 60  to  give  normal  distance  vision,  while 
for  reading  it  brings  his  reading  point  in- 
side of  10  inches.  Formerly,  his  presbyopic 
addition  was  a +2.00  sphere. 

Pericorneal  injection  is  not  observed  in 
the  mild  cases  and  there  has  been  very  little 
injection  of  the  lid  and  bulbar  conjunctivse 
unless  there  is  also  conjunctival  involve- 
ment. In  the  milder  cases  the  corneal  stain 
may  not  be  seen  with  focal  illumination  and 
the  loupe,  but  is  demonstrated  with  the 
hand  or  larger  slit  lamp.  Other  of  these 
cases  may  show  a superficial  staining 
(sheen-like)  in  one  eye  and  sheen  and  punc- 
tate areas  of  staining  in  the  other.  Single 
or  scattered  punctate  areas  in  the  pupillary 
area  do  not  seem  to  interfere  with  the 
vision,  while  grouping  or  conglomerate 
masses  may  interfere  to  a slight  degree  with 
distant  vision,  and,  if  centrally  located  in 
pupillary  area,  does  produce  a blurring  for 
close  work.  In  the  industrial  patients  I 
have  observed  a greater  variety  of  super- 
ficial staining  of  the  cornea;  sheen,  punctate, 
seldom  clouds,  but  striae  (hair-like),  extend- 
ing from  the  upper  limbus  to  lower,  passing 
through  pupillary  area,  shorter  striae  mostly 
from  upper  or  lower  limbus  and  radiating 
toward  pupillary  area,  then  again,  scroll  or 
hook-like  striae  near  or  in  the  pupillary  area. 
None  of  these  striae  seem  elevated  and  none 
of  the  staining  areas  suggest  being  elevated 
in  any  of  the  cases,  unless  it  be  in  the  group 
punctate  or  the  conglomerate  punctate  which 
later  may  become  one  of  the  dense,  cloudy, 
areas  of  staining.  This  elevation  is  mainly 
due  to  an  accumulation  of  mucus  and  de- 
bris on  the  surface. 

I have  not  observed  a tendency  to  anes- 
thesia of  the  cornea.  Mild  medication  may 
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produce  a smarting  or  irritation  when 
dropped  on  the  eye.  No  change  in  anterior 
chamber  or  its  contents  except  in  two  ulcer 
patients,  no  appreciable  change  in  tension 
and  no  iris  pathology  unless  there  has  been 
other  complications.  I have  not  observed 
that  the  eye  condition  has  had  an  antecedent 
cause  such  as  grippe  or  colds,  and  sinus  in- 
volvement has  been  ruled  out  in  some  of  the 
aggravated  cases.  Laboratory  reports  and 
findings  have  been  of  a negative  nature.  The 
thick  discharge  shows  pus  cells  and  breaking 
down  epithelial  cells  with  a few  scattered 
extracellular  diplococci  observed  in  one. 
Other  Michigan  doctors  report  the  negative 
laboratory  findings  in  this  condition  as  sug- 
gested in  the  (May  13,  1933)  Journal  of 
the  A.  M.  A.  under  Querrie  and  Minor 
notes,  the  editor  suggesting  “Angular  Con- 
junctivitis” and  due  to  the  diplobacillus  of 
Morax  and  Axenfeld. 

The  eye  condition  that  is  in  epidemic 
form  in  this  section  undoubtedly  falls  under 
the  description  “A  form  of  Superficial 
Keratitis,”  first  described  by  Fuchs,  1889. 
It  is  unlike  that  of  the  epidemic  reported 
from  Calcutta  in  that  this  involves  both 
eyes  (the  condition  does  not  clear  up 
promptly)  and  only  in  one  or  two  cases  ob- 
served has  the  discharge  been  of  an  acute 
nature.  The  two  severe  cases  of  ulceration 
of  the  cornea  might  fall  under  the  type  de- 
scribed by  Wright,  involving  the  entire 
thickness  of  the  cornea.  I have  seen  two, 
possibly  three,  of  the  1 and  2 type  as  that 
described  by  W.  L.  Phillipps,  in  the  Annals 
of  Ophthalmology,  January,  1913.  One 
was  free  of  this  discomfort  when  he  got 
away  from  the  stock  on  the  farm;  on  a 
heavy  sultry  day,  when  working  about  the 
horses,  the  eyes  would  be  worse.  One  was 
relieved  when  she  quit  working  in  a beauty 
parlor,  and  the  third  was  associated  with  a 
hair  dressing  establishment ; condition  im- 
proved as  soon  as  contact  was  broken.  These 
are  suspiciously  of  allergic  nature,  but  of 
dissimilar  pathology  to  what  we  are  observ- 
ing and  were  in  people  beyond  fifty  years 
of  age.  In  younger  children,  I have  ob- 
served the  sheen,  but  not  the  punctate  stain- 
ing, but  in  older  members  of  the  same  fam- 
ily who  claim  no  discomfort,  I have  ob- 
served both  sheen  and  punctate  staining. 
Some  of  the  cases  receive  prompt  relief 
from  local  treatment,  while  others  receive 
but  little  benefit.  The  nervous  type  seem  to 
be  more  susceptible  to  this  condition  than 


those  of  the  phlegmatic  type,  systemic  treat- 
ment apparently  has  not  produced  benefit, 
and  local  treatment,  while  beneficial,  does 
not  promptly  clear  up  the  corneal  pathology. 

In  1931  about  15  per  cent  of  eye  patients 
from  one  industrial  plant  complained  of  eye 
irritation  from  dust  blasts.  In  1932  about 
the  same  percentage,  with  men  sticking 
closer  to  their  work  and  the  attendant  in 
the  first  aid  sending  in  patients  whose  irrita- 
tion persisted.  For  the  first  half  of  1933, 
this  has  jumped  to  nearly  25  per  cent.  This 
condition  has  become  evident  in  the  general 
run  of  patients  during  the  past  year  and  its 
incidence  has  been  multiplied  during  the 
past  trying  four  months.  As  many  as  seven 
of  these  patients  have  been  seen  in  my  office 
in  the  course  of  one  day  and  I found  it  very 
prevalent  in  the  City  Eye  Clinic  during  the 
month  of  May. 

As  to  the  etiology  of  this  condition,  I do 
not  think  it  due  to  fomites  nor  do  I think  it 
due  to  infection;  were  it  so,  local  and  con- 
stitutional treatment  would  be  more  bene- 
ficial. If  only  symptoms  complained  of 
were  to  be  considered,  eye  strain  would  be 
the  natural  conclusion.  In  the  case  of 
B.  L.  K.,  allergy  might  he  considered,  for 
shortly  before  he  began  to  have  eye  trouble, 
the  shop,  of  which  he  was  part  owner,  re- 
ceived a consignment  of  a new  kind  of  moss 
which  he  had  been  using  in  his  work.  The 
improvement  of  his  eyes  after  being  away 
from  his  work  for  several  days  would  par- 
tially bear  out  my  reasoning. 

This  condition  may  be  due  to  nutritional 
disturbance  in  the  young  individuals  and  to 
a neurotrophic  disturbance  in  the  older.  This 
depression  has  brought  nerve  strain,  has 
brought  economy  in  conscientious  individ- 
uals and  economy  in  food  selections  that 
may  result  in  avitaminosis  in  the  younger 
individuals  and  neurotrophic  disturbance  in 
those  of  the  nervous  type.  The  attitude  of 
mind  aids  or  hinders  the  digestion  and  as- 
similation of  food.  It  is  recognized  that 
one  beset  with  fear,  anxiety,  or  worry,  may 
literally  starve  in  the  midst  of  plenty. 
Francis  Roy  Cooper  has  said,  “Trouble  is 
an  ounce  or  an  atom  depending  on  how  we 
take  it.”  We  know  that  worry  hastens  the 
visit  of  the  grim  reaper. 

The  condition  was  first  observed  in  in- 
dustrial patients  because  of  a possibility  of 
injury,  which  thus  gave  me  an  opportunity 
to  observe  the  pathology,  knowing  the  social 
condition  of  these  patients ; scarcity  of 
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work,  reduced  wages,  home,  auto  and  furni- 
ture, etc.,  bought  on  the  installment  basis 
certainly  has  produced  a nervous  strain. 
Gradually  financial  losses,  reserves  con- 
sumed, bank  holiday,  and  the  condition  with 
us  is  an  epidemic.  Those  who  take  life 
seriously  and  those  of  the  nervous  type  seem 
most  susceptible.  With  worry  lessened, 
work  more  prevalent  and  improved  financial 
conditions,  I am  finding  an  improvement  in 


the  condition  with  medical  treatment  more 
responsive. 

MEDICAL  ARTS  BUILDING 
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WHOLE  BLOOD  TRANSFUSIONS  AS  A TREATMENT  FOR 
SEPTICEMIAS  IN  CHILDREN* 


HAROLD  R.  ROEHM,  M.S.,  M.D.,  and  HOWARD  B.  BARKER,  M.D.,  F.A.C.S. 

PONTIAC,  MICHIGAN 

The  first  recorded  blood  transfusion  for  the  treatment  of  disease  was  performed  at 
Rome,  Italy,  in  1492.  The  patient  was  Pope  Innocent  the  Eighth;  the  disease,  old  age. 
The  incident  is  referred  to  in  Merejkowski’s3  “Romance  of  Leonardo  da  Vinci”  and  it 
seems  not  out  of  place  in  a romance.  Clendenning1  refers  to  it  in  his  usual  pithy  fashion — 
“the  treatment  was  one  hundred  per  cent  successful,  the  donors  and  the  patient  died.”' 


Garrison2  believes  the  record  to  be  apocryphal. 

Credit  for  the  first  authenticated  human  tr 
in  June,  1667,  and  for  the  second  to  Lower2 
of  Cornwall,  England,  in  November,  1667. 
Hans  Buchner  in  1889  discovered  the  bac- 
tericidal effect  of  blood  serum,  but  it  was 
not  until  the  twentieth  century  after  the 
work  of  Landsteiner,  Maragliano,  Eisen- 
berg,  Jansky,  and  Moss  that  the  way  was 
cleared  for  the  routine  use  of  blood  trans- 
fusions as  a recognized  and  safe  therapeutic 
procedure. 

Unger5  deserves  the  credit  for  the  devel- 
opment of  a greatly  simplified  apparatus  for 
the  transfusion  of  whole,  unmodified  blood. 
Citrated  blood  transfusions  have  been  found 
to  be  useful  in  various  conditions  requiring 
the  restoration  of  a depleted  blood  supply 
but  have  not  appeared  to  be  of  great  value 
in  combating  infection.  It  has  been  dem- 
onstrated that  in  citrated  blood,  opsonins, 
the  phagocytic  power  of  white  blood  cells, 
and  the  complement  are  diminished,  and  an 
anti-complementary  reaction  is  produced. 

It  is  our  purpose  in  this  paper  to  record 
our  experience  in  the  treatment  of  demon- 
strated sepsis  with  whole,  unmodified  blood 
transfusions.  This  may  be  regarded  as  a 
preliminary  report,  as  the  small  number  of 
cases  we  have  treated  precludes  anything  but 
general  conclusions.  It  has  not  been  our 

*From  the  pediatric  and  surgical  staffs  of  St.  Joseph’s 
Mercy  Hospital,  Pontiac,  Michigan. 


ansfusion  is  given  to  Denys2  of  Paris,  France, 


good  fortune  to  have  had  the  opportunity 
to  try  autogenous  immuno-transfusions  be- 
cause of  the  overwhelming  character  of  the 
infection  in  the  cases  presented  below,  and 
the  difficulty  and  expense  of  maintaining 
heterogenous  immunized  donors  in  this 
small  community  has  precluded  the  use  of 
this  method  of  transfusion  therapy. 

CASE  HISTORIES 

Case  1. — This  case  has  been  previously  reported 
by  one  of  us.4  Donald  O.,  aged  five  years  and  five 
months,  was  sent  to  the  hospital  December  11,  1930, 
with  a provisional  diagnosis  of  septicemia  following 
a nasopharyngitis  and  cervical  adenitis  of  three  days 
duration.  On  admittance  his  temperature  was  105.4°, 
blood  count  17,500  w.b.c.,  with  77  per  cent  poly- 
morphonuclears.  Three  days  later  the  count  was 
20,750  w.b.c.,  and  83  per  cent  polymorphonuclears. 
The  urine  showed  no  pathology.  He  was  given  an 
immediate  whole  blood  transfusion  of  250  c.c.  and 
this  was  repeated  every  other  day  for  a total  of 
four  transfusions.  Three  donors  were  used,  one 
for  the  first  two  transfusions,  and  one  each  for  the 
third  and  fourth.  Repeated  blood  cultures  demon- 
strated the  presence  of  staphylococcus  albus  in  the 
blood  stream.  Following  the  fourth  transfusion  the 
child’s  blood  culture  produced  no  growth,  the  tem- 
perature dropped  to  normal  and  he  made  a complete 
recovery  without  localization  of  the  infection.  Diag- 
nosis, staphylococcus  albus  septicemia. 

Case  2.- — Joan  Z.,  aged  three  years,  was  seen  at 
her  home  after  a nasopharyngeal  infection  of  three 
days  duration.  At  this  time  her  temperature  was 
105.4°,  she  was  delirious,  and  a very  obvious  peri- 
tonitis was  present.  She  was  immediately  hospital- 
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ized.  Her  blood  count  showed  w.b.c.  11,500,  84  per 
cent  polymorphonuclears.  Her  urine  contained  al- 
bumin, hyalin  and  pus  casts  and  a few  red  and 
white  blood  cells.  We  felt  the  peritonitis  was  prob- 
ably due  to  septicemia  and  to  confirm  this  an  ab- 
dominal paracentesis  was  done.  Direct  examination 
of  the  peritoneal  fluid  revealed  a pure  suspension 
of  long  chain  streptococci  which  culture  demon- 
strated to  be  hemolytic.  Blood  culture  done  at  the 
same  time  demonstrated  the  presence  of  the  identical 
organism  in  the  blood  stream.  A transfusion  of 
250  c.c.  of  whole  blood  was  given.  The  patient  died 
thirty-six  hours  after  admittance  to  the  hospital  of 
an  overwhelming  hemolytic  streptococcic  septice- 
mia. 

Case  3. — Mary  M.,  aged  nine  years,  was  seen  at 
the  hospital  July  9,  1932.  Her  temperature  was 
105°,  w.b.c.  6,500,  67  per  cent  polymorphonuclears. 
The  urine  showed  no  pathology.  She  had  been  ill 
for  five  days  with  a high  fever  and  chills  without 
evidence  of  localization  of  her  infection.  In  the 
past  twenty-four  hours  she  had  begun  to  complain 
of  pain  in  her  legs.  She  appeared  acutely  ill  and 
very  toxic.  A provisional  diagnosis  was  made  of 
septicemia  with  probable  early  osteomyelitis  of  the 
right  femur,  and  confirmed  by  blood  culture  which 
was  taken  immediately,  and  by  operation  on  the 
right  femur  two  days  later.  At  this  time  x-rays  failed 
to  show  any  bone  pathology  but  at  operation  a small 
amount  of  pus  was  found  after  drilling  through  the 
cortex  over  the  mesial  aspect  of  the  junction  of  the 
middle  and  lower  thirds  of  the  right  femur.  This 
pus  on  culture  produced  a pure  growth  of  non- 
hemolytic streptococcus  identical  with  that  obtained 
by  blood  cultures.  A transfusion  of  whole  blood 
of  360  c.c.  was  given  on  July  20,  375  c.c.  on  July  25, 
350  c.c.  on  July  29,  and  400  c.c.  four  weeks  later. 
Blood  cultures  were  negative  after  the  first  trans- 
fusion. The  osteomyelitis  ran  a stormy  course 
necessitating  two  more  operations  but  the  child  is 
now  well.  Diagnosis : Non-hemolytic  streptococcic 
septicemia  with  subsequent  localization  in  osteo- 
myelitis of  the  right  femur. 

Case  4. — Charles  S.,  aged  five  years,  was  first  seen 
at  the  hospital  March  2,  1933.  According  to  the  his- 
tory given  by  the  mother  he  had  been  ill  for  about 
two  weeks  with  a cold  and  cervical  adenitis.  Four 
days  before  admittance  his  right  ear  drum  ruptured 
spontaneously.  Two  days  later  he  complained  of 
severe  abdominal  pain  and  vomited  everything  taken 
by  mouth  up  to  the  present  time.  Temperature  on 
admittance  105°,  w.b.c.  30,400,  polymorphonuclears 
95  per  cent.  The  urine  contained  albumin,  hyalin 
casts  and  a few  red  and  white  blood  cells.  Exam- 
ination revealed  a very  ill  child  with  a suppurative 
right  otitis  media  and  peritonitis.  An  abdominal 
paracentesis  was  done  and  on  direct  examination  the 
exudate  was  found  to  contain  a pure  suspension  of 
short  chain  streptococci.  This  was  confirmed  later 
by  culture.  A blood  culture  taken  at  this  time  pro- 
duced the  same  organism  as  found  in  the  peritoneal 
cavity  and  streptococci  were  also  found  upon  culture 
of  the  purulent  discharge  from  the  right  ear.  One 
whole  transfusion  of  250  c.c.  was  given  shortly  after 
admittance  and  because  of  the  persistent  vomiting 
500  c.c.  of  5 per  cent  glucose  was  given  intravenously 
on  the  second  day.  The  child’s  temperature  dropped 
gradually  to  normal  in  the  succeeding  five  days,  then 
fluctuated  between  normal  and  101°  for  the  next 
three  days,  after  which  it  remained  normal.  The 
urine  cleared  up  completely  and  the  child  made  an 
uneventful  recovery  and  was  discharged  the 
eighteenth  hospital  day.  Diagnosis:  Nonhemolytic 
streptococcic  septicemia  with  peritonitis  and  right 
suppurative  otitis  media. 

Case  5. — Andrew  D.,  aged  seven  years,  was  seen 


at  home  May  18,  1933,  in  a stupor.  Eight  weeks 
previous  he  had  had  measles  and  contracted  whoop- 
ing cough  four  weeks  later.  He  was  still  coughing. 
He  had  repeated  attacks  of  asthma  and  allergic  rhi- 
nitis during  the  previous  three  years.  He  was  sent 
to  the  hospital  immediately.  The  same  day  he  de- 
veloped a flaccid  paralysis  of  all  extremities  and 
the  right  side  of  his  face,  with  evidence  of  a partial 
bulbar  palsy.  Temperature  on  admittance  100°, 
w.b.c.  23,500,  polymorphonuclears  56  per  cent.  The 
urine  contained  hyaline  and  granular  casts,  a trace 
of  albumin  and  a few  red  and  white  blood  cells. 
His  spinal  fluid  showed  a moderate  increase  of  sugar 
and  globulin  but  the  cell  count  was  well  within  nor- 
mal limits  and  the  fluid  produced  no  growth  on 
culture,  and  guinea  pig  injection  showed  no  evidence 
of  tuberculosis.  He  was  given  a blood  transfusion 
of  300  c.c.  shortly  after  entrance  to  the  hospital. 
A blood  culture  taken  previously  developed  a growth 
of  short  chain  nonhemolytic  streptococci  and  a 
diphtheriod  organism  which  was  not  identified. 
Another  transfusion  of  the  same  amount  as  the  first 
was  given  on  the  third  day.  The  stupor  persisted 
for  five  days,  after  which  the  sensorium  began  to 
clear  rapidly.  The  paralysis  of  the  left  side  cleared 
rapidly,  while  that  of  the  right  side  improved  slowly. 
The  child  was  discharged  fourteen  days  after  ad- 
mittance with  some  right  sided  palsy  of  the  face 
and  extremities  which  disappeared  in  the  next  four 
weeks,  that  of  the  face  being  the  last  to  disappear. 
Diagnosis : Diffuse  myelo-encephalitis  with  a septi- 
cemia of  nonhemolytic  streptococci  accompanied 
by  an  unidentified  diphtheroid  organism. 

Case  6. — Dale  R.,  aged  seven  years,  was  first  seen 
at  home  November  27,  1933.  His  mother  stated  that 
he  had  been  hoarse  three  days  previously  but  had 
not  had  any  fever  until  the  last  six  hours.  His 
temperature  was  104°,  but  there  were  no  localizing 
signs  or  symptoms  except  a mild  nasopharyngitis. 
Twenty-four  hours  later  his  temperature  was  107°. 
He  was  sent  to  the  hospital  with  a provisional  diag- 
nosis of  septicemia.  On  admittance  his  blood  count 
showed  w.b.c.  28,400,  polymorphonuclears  92  per 
cent.  The  urine  contained  albumin,  hyalin  and 
granular  casts,  and  a few  white  blood  cells.  He 
was  immediately  transfused  with  300  c.c.  of  whole 
blood.  A blood  culture  taken  before  transfusion 
produced  a pure  culture  of  nonhemolytic  strepto- 
cocci. The  child’s  temperature  dropped  gradually 
in  the  first  twenty-four  hours  following  transfusion 
to  101°,  then  rose  slowly  during  the  next  twenty- 
four  hours  to  103°.  At  this  point  another  transfu- 
sion of  300  c.c.  of  whole  blood  was  given.  During 
the  next  three  days  the  temperature  dropped  with 
slight  fluctuations  to  normal  and  remained  there. 
The  child  was  discharged  seven  days  after  admit- 
tance to  the  hospital  and  remained  in  bed  one  week 
at  home.  There  were  no  complications  and  the 
urine  cleared  up  completely  without  further  treat- 
ment. Diagnosis : Nonhemolytic  streptococcic  sep- 
ticemia. 

Case  7 . — This  is  not  a case  of  septicemia  but  is 
included  to  show  the  characteristic  findings  of  ab- 
dominal paracentesis  in  a peritonitis  requiring  sur- 
gical intervention  in  contrast  to  a peritonitis  of 
septicemia. 

_ Richard  A.,  aged  two  years,  was  seen  at  the  hos- 
pital September  12,  1933.  According  to  the  history 
given  by  the  mother  the  boy  had  been  ill  for  three 
weeks  with  intermittent  pains  in  the  abdomen,  which 
had  become  continuous  for  the  past  two  days.  Every- 
thing taken  by  mouth  had  been  vomited  the  last 
forty-eight  hours.  No  temperature  had  been  taken. 
On  admittance  the  child’s  temperature  was  101.4°, 
w.b.c.  17,500,  polymorphonuclears  90  per  cent.  The 
urine  contained  hyaline  casts.  Examination  of  the 
patient  showed  an  ill  child  with  a generalized  peri- 
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tonitis,  probably  due  to  ruptured  appendix.  An  ab- 
dominal paracentesis  produced  a purulent  fluid  which 
showed  many  B.  coli  on  direct  examination,  these 
findings  confirmed  by  culture.  The  diagnosis  pre- 
operative was  then  a general  peritonitis  from  a rup- 
tured appendix.  This  was  confirmed  by  operation. 
Fortunately  the  child  made  an  uneventful  recovery 
without  any  further  specific  treatment  and  was  dis- 
charged well,  seventeen  days  after  admittance. 

SUMMARY 

Six  cases  of  septicemia  in  children  are 
presented,  of  which  five  recovered.  The  one 
death  occurred  thirty-six  hours  after  ad- 
mittance to  the  hospital  and  was  the  only 
case  of  hemolytic  streptococcic  infection  in 
the  series.  One  case  was  due  to  staphylo- 
coccus albus,  three  to  nonhemolytic  strep- 
tococcus and  one  to  an  infection  with  a non- 
hemolytic streptococcus  and  an  unidentified 
diphtheroid  organism.  Two  of  the  six  cases 
had  a generalized  peritonitis  demonstrated 
by  abdominal  paracentesis  and  examination 
of  the  abdominal  fluid  both  directly  and  by 
culture.  The  sole  treatment  in  all  six  cases 
was  by  transfusion  of  whole,  unmodified 
blood,  except  for  supportive  measures,  and 
operation  in  the  one  case  of  osteomyelitis. 
A case  of  peritonitis  due  to  a ruptured  ap- 
pendix is  included  for  comparison  of  the 
findings  in  the  peritoneal  fluid  in  this  type 
of  peritonitis  with  that  of  peritonitis  due  to 
septicemia. 


CONCLUSIONS 

1.  Successful  treatment  of  septicemia 
in  children  depends  on  early  diagnosis. 

2.  Whole  unmodified  blood  transfusions 
repeated  as  often  as  indicated,  which  may 
be  daily  or  every  other  day,  appear  to  be 
very  useful  in  combating  this  type  of  infec- 
tion. 

3.  The  amount  of  blood  given  at  one 
time  will  vary  with  the  size  and  age  of  the 
recipient  but  should  approach  the  maximum 
for  the  particular  patient. 

4.  If  expected  results  are  not  forthcom- 
ing after  any  one  transfusion,  a new  donor 
should  be  selected  for  the  next. 

5.  Abdominal  paracentesis  and  examina- 
tion of  the  peritoneal  fluid  obtained,  offers 
a simple  and  valuable  aid  to  differentiation 
between  the  peritonitis  of  septicemia  and 
that  due  to  intestinal  pathology. 
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DICK  TESTS  AND  DICK  TOXIN 


THOMAS  N.  HORAN,  M.D. 

CRANBROOK  INFIRMARY,  BLOOMFIELD  HILLS,  MICHIGAN 


This  is  a summary  of  the  results  in  the  use  of  Dick  tests  and  Dick  toxin  over  a period  of 
four  and  one-half  years  at  Cranbrook  School.  The  average  population  of  the  school  has 
been  two  hundred  boys,  their  average  age  14.6  years.  All  have  been  Dick  tested.  Only  those 
results  are  included  where  boys  have  been  at  the  school  for  two  successive  years. 

A study  of  the  usefulness  of  Dick  tests  and  toxin  will  consider  the  value  of  this  method 
in  preventing  scarlet  fever;  it  will  also  judge  the  cost  of  acquiring  this  immunity  in  the 
form  of  reactions. 


THE  VALUE  OF  DICK  TOXIN  IN  PREVENTING 
SCARLET  FEVER 

The  results  from  the  use  of  Dick  toxin 
are  shown  in  the  Table.  Each  Dick  test  has 
been  repeated  at  the  interval  of  one  year 
following  immunization.  The  average  per- 
centage of  immunity  is  69  per  cent.  This 
figure  is  modified  by  natural  forces  affecting 
immunity,  e.g.,  a certain  percentage  of  Dick 


positives  will  turn  negative  without  injec- 
tions, likewise  a certain  percentage  of  Dick 
negatives  may  become  positive.  This  cor- 
rected percentage  of  immunity  is  77  per 
cent.  In  the  year  1929-1930  in  which  a 
sixth  dose  was  given,  the  immunity  at  the 
end  of  the  year  was  89  per  cent.  In  other 
years  only  five  doses  were  given. 

That  the  Dick  toxin  is  an  efficacious  prep- 
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RESULTS  FROM  DICK  TOXIN  AT  THE  INTERVAL  OF  ONE  YEAR 


Year 

5 or  6 
Immuniz- 
ing doses 

Average 

S.T.D. 

Per  Cent 
Turning 
Dick  Neg. 

Control  Series 

Corrected 
Per  Cent 
Immunity 

Cases 

— to  + 

T to  — 

1929-30 

43 

131,275 

93 

96 

6% 

10% 

89* 

1930-31 

29 

115,500 

55 

91 

30% 

3% 

82 

1931-32 

20 

115,500 

60 

68 

18% 

1% 

77 

1932-33 

13 

157,100 

69 

42 

1% 

10% 

60** 

Averages 

105 

129,844 

69 

74 

14% 

6% 

77 

*The  sixth  dose  given  this  year. 

“The  fifth  dose  given  in  two  injections:  40,000  S.T.D.  and  80,000  S.T.D. 


aration  is  already  established.  Further  evi- 
dence is  offered  here  in  the  absence  of  a 
single  case  of  scarlet  fever  in  the  school  in 
these  four  and  one-half  years.* 

In  estimating  the  full  value  of  the  Dick 
preparation  it  is  necessary  to  recognize  the 
existence  of  a partial  immunity  that  is  con- 
ferred, and  which  may  exist  in  the  presence 
of  a positive  Dick  test.  The  presence  of 
this  latent  immunity  is  well-demonstrated  in 
eight  boys  who  had  in  the  preceding  year 
(1930)  received  five  full  doses,  without  con- 
verting a positive  Dick  reading  to  a nega- 
tive. In  1931,  each  boy  was  given  10,500 
U.  (one-eleventh  of  full  Dick  dosage),  and 
of  these  eight  boys,  six  became  negative  in 
the  fall  of  1932,  showing  that  prior  to  the 
last  injection  of  10,500  units  the  threshold’ 
to  complete  immunity  had  almost  been 
crossed ; and  disclosing  in  these  few  cases,  at 
least,  the  existence  of  a partial  immunity 
concealed  in  a positive  Dick  test. 

In  a review  of  33,000  cases1’2’5’7  receiv- 
ing five  and  six  immunizing  doses,  there  is 
recorded  only  one  case  of  scarlet  fever,  an 
incidence  of  .00003.  This  very  low  figure 
suggests  that  great  numbers  of  individuals 
have  been  given  more  than  adequate  dosage, 
and  that  substantial  reductions  in  the  total 
of  Skin  Tests  Doses,  regardless  of  Dick 
tests,  would  confer  a satisfactory  (if  not  ab- 
solute) degree  of  immunity.  The  reports 
of  Reed  and  Tellier6  include  a series  of 
twenty-three  cases  given  only  2,000  units, 
with  86  per  cent  immunity. 

Stallybrass,9  using  7,000  to  26,000  units, 
in  several  school  groups,  greatly  reduced  the 
incidence  of  scarlet  fever.  In  twenty-one 
boys  at  Cranbrook,  injections  were  discon- 
tinued (because  of  reactions)  before  the 

*One  case  was  reported  from  home  in  June,  1933.  This 

hoy  had  shown  a negative  Dick  test  the  preceding  Septem- 
ber; he  had  not  received  the  Dick  toxin. 


fourth  or  fifth  dose  (an  average  dose  of 
30,000  units).  At  the  year-interval,  four- 
teen, or  67  per  cent,  were  Dick  negative; 
the  duration  of  the  immunity,  however,  was 
shorter  lived.  In  the  presence  of  an  epi- 
demic it  seems  necessary  to  carry  the  in- 
oculation to  the  point  of  a negative  Dick 
test;  as  a purely  preventive  measure,  de- 
signed to  offset  the  usual  exposures  to  scar- 
let fever  occurring  during  childhood,  we 
might  well  be  content  with  a lower  dosage 
of  Dick  toxin. 

THE  COST  OF  ACQUIRING  IMMUNITY  TO 
SCARLET  FEVER 

The  types  of  reactions  encountered  were 
of  two  distinct  varieties:  (1)  the  usual  scar- 
latinal signs  and  symptoms;  (2)  certain 
allergic  symptoms.  During  the  first,  sec- 
ond, third,  and  fifth  year  of  injections  the 
reactions  manifested  themselves  in  malaise, 
headache,  scarlatiniform  erythema,  edema 
of  the  face  and  eyelids  (rarely  with  albu- 
minuria), and  arthritis.  A given  vial  of 
Dick  toxin  often  produced  a crop  of  like 
reactions,  e.g.,  edema  or  erythema. 

During  the  fourth  year  the  presenting 
phenomena  were  wheals,  scattered  swellings, 
tachycardia,  apprehension,  pain  and  pressure 
within  the  chest,  flushing  of  the  skin  espe- 
cially of  the  face  and  chest,  followed  rather 
promptly  by  a mealy  desquamation.  In 
two  instances  the  swelling  progressed  from 
one  region  of  the  body  to  another  over  a 
period  of  two  weeks.  At  the  end  of  the 
third  dose  14  per  cent  of  the  boys  had  shown 
this  variety  of  reaction,  and,  although  the 
preparation  of  Dick  toxin  was  changed, 
lesser  reactions  continued  to  occur. 

Etddence  that  this  reaction  was  allergic 
in  character  is  further  offered  in  comparing 
the  frequency  of  reactions  in  boys  with  a 
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known  allergic  tendency  and  those  without 
this  tendency.  Twenty-five  per  cent  of  the 
boys  who  reacted  to  the  toxin  gave  histories 
of  hay  fever,  eczema,  horse-serum  reactions 
or  a previous  injection  of  Dick  toxin.  Only 
15  per  cent  of  the  others,  the  normal  group, 
were  sensitive  to  the  Dick  toxin. 

The  average  illness  (requiring  absence 
from  school)  was  two-thirds  of  a day  for 
a series  of  five  immunizing  doses.  The 
severity  of  the  reactions  was  reduced  by 
using  two  to  three  m.  of  adrenalin  with  each 
injection,  by  resting  in  the  afternoon,  and 
eating  a light  supper;  in  1932  the  fifth  dose 
was  divided  into  two  smaller  doses.  It  was 
found  that  boys  showing  severe  reactions  in 
the  earlier  doses  continued  to  react  to  the- 
fourth  and  fifth  injections.  It  is  interesting 
that  the  severity  of  reactions  increases  from 
childhood  (one-tenth3  to  one-fifth  of  a day) 
through  adolescence  (two-thirds  of  a day) 
to  the  adult  4,8  (one  day  or  more).  Reduc- 
tion in  the  number  of  reactions  through  re- 
finement of  the  preparations  now  on  the 
market,  or  through  intranasal  or  enteral  ad- 
ministration is  to  be  desired. 

CONCLUSION 

That  Dick  toxin  is  of  great  value  in  pre- 
venting the  appearance  of  scarlet  fever  in 


a boarding  school  where  the  relationships 
among  the  boys  are  uninterrupted  and  inti- 
mate, and  all  are  within  the  age-group  of 
susceptibles  to  scarlet  fever.  No  scarlet 
fever  has  developed  in  the  school  during  the 
four  and  one-half  years  of  the  inoculations. 
The  average  immunity  at  the  interval  of  one 
year  is  77  per  cent.  Reactions,  both  scar- 
latinal and  allergic,  are  encountered ; the 
average  of  total  sickness  for  five  doses  is 
two-thirds  of  a day. 
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BILATERAL  NEPHROSTOMY  ON  ACCOUNT  OF  LIGATION  OF 
BOTH  URETERS  FOLLOWING  VAGINAL  HYSTERECTOMY 

CASE  LIISTORY 


Reported  by  CLARK  D.  BROOKS,  M.D.,  F.A.C.S. 

DETROIT,  MICHIGAN 

Mrs.  E.  W.,  aged  sixty-six,  was  admitted  to  Harper  Hospital  in  1910.  Her  history  up  to  that  time  was 
irrelevant,  aside  from  the  fact  that  she  had  had  a perineorrhaphy  elsewhere  about  ten  years  before  her 
entrance  to  the  Hospital. 

Examination  showed  a moderately  prolapsed  uterus  with  cystocele,  with  classical  carcinoma  of  the 
cervix.  The  uterus  was  not  fixed,  so  that  it  seemed  advisable  to  perform  a vaginal  hysterectomy,  which 
was  performed  with  the  usual  technic. 

There  was  some  scar  tissue  present  from  the  previous  operation.  The  operation,  which  consisted  of  re- 
moval of  the  uterus  and  entire  adnexa  and  as  much  perimetrial  tissue  as  possible,  was  easily  performed. 

The  patient  did  well  after  her  operation,  but  it  was  noted  that  she  did  not  void  urine,  since  about 
5 c.c.  of  urine  only  was  passed  after  the  operation.  We  felt  that  it  was  possible  that  we  had  tied  the 
ureter  on  each  side.  When  a catheter  was  passed 
we  were  unable  to  obtain  urine,  and  were  convinced 
that  this  was  the  case.  There  was  no  drainage  from 
the  vagina  except  normal  secretions  following  such 
an  operation,  so  we  felt  that  the  ureters  had  not 
been  severed.  After  forty-eight  hours  the  patient 
suffered  considerable  pain  in  her  back  so  that  it  was 
felt  that  a bilateral  nephrostomy  should  be  per- 
formed, which  was  done,  with  local  anesthesia,  in  the 
patient’s  bed.  The  kidneys  were  both  swollen  and 
as  little  manipulation  was  done  as  possible.  The 
field  of  operation,  however,  was  made  more  access- 


ible on  account  of  the  swelling  of  the  kidneys.  Each 
kidney  was  punctured  in  several  places,  when 
there  was  a marked  escape  of  urine  imme- 
diately. Large  hot  boric  acid  compresses  were 
placed  over  the  incisions ; urotropin,  grains  10,  three 
times  a day  was  given.  Urine  continued  to  drain 
from  each  side,  requiring  dressing  changed  every 
three  or  four  hours  for  four  days;  during  this  time 
patient  was  catheterized  daily.  On  the  fourth  day 
after  operation  about  40  c.c.  were  found  in  the 
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urinary  bladder ; each  day  up  until  the  tenth  day  the 
urine  increased.  On  the  tenth  day  after  operation 
urine  was  practically  normal,  although  somewhat 
scanty,  and  the  14th  day  after  operation  patient  was 
passing  a normal  amount  of  urine,  but  no  urine 
drained  from  incisions  after  this  time.  The 
nephrostomy  wounds  were  entirely  healed  in  three 
weeks.  The  patient  had  no  marked  difficulty,  was 


quite  well,  and  died  November,  1933,  at  the  age  of 
eighty-nine  years. 

This  case  is  cited  for  the  importance  of  handling 
a case  where  the  ureters  have  been  tied.  Number 
two  plain  catgut  ligatures  had  been  used.  This  is 
the  only  case  so  far  as  we  know  on  record  at 
Harper  Hospital,  where  this  procedure  had  been  fol- 
lowed, and  our  first  and  last  case  in  which  the 
ureters  had  been  ligated. 


OCULO-GLANDULAR  TULAREMIA 

CASE  REPORTS 


W.  EDWARD  McGARVEY,  M.D.f 

JACKSON,  MICHIGAN 

Tularemia  in  Michigan  is  not  such  an  uncommon  disease;  12  cases  were  reported  in 
1933,  21  in  1932,  and  6 in  1931.  Whether'  any  of  these  were  of  the  less  frequent  oculo- 
glandular  form  similar  to  that  which  I report,  I do  not  know.  The  involvement  of  the 
cornea  in  these  cases  is  quite  rare. 


Case  1. A polish  male,  seventeen  years  old,  gave  a history  of  having  shot  a rabbit  November  S,  1933, 

while  out  hunting.  The  rabbit  was  cleaned  by  a brother  three  days  later  and  eaten  the  same  day. 
None  was  eaten  by  any  other  members  of  the  family.  Five  days  later  the  patient  awoke  with  redness 
and  swelling  of  the  upper  left  lid  more  pronounced 
in  the  temporal  half.  By  evening  it  had  become 
much  worse.  The  eye  was  sensitive  to  light  and 
the  patient  began  having  chills. 

The  next  day,  November  14,  he  came  to  the  office 
for  an  examination  complaining  of  frontal  headache, 
weakness  and  aching  of  the  arms  and  legs,  also 
tenderness  and  swelling  of  the  left  eyelid. 

Physical  examination  showed  a well  developed 
male’ with  the  appearance  of  being  quite  ill.  He 
had  104  degrees  temperature.  His  left  upper  eye- 
lid was  red,  swollen  and  drooping  so  that  there  was 
difficulty  in  elevating  it  to  examine  the. conjunctiva. 

The  latter  was  chemotic  and  red  only  in  the  upper 
temporal  quadrant,  involving  both  the  palpebral  and 
bulbar  conjunctiva  in  this  area.  He  complained  of 
marked  tenderness  of  the  tissues  overlying  the 
lachrymal  gland,  giving  one  the  impression  of  an 
acute  dacryoadenitis.  The  pupils  reacted  to.  light 
and  accommodation,  vision  20/20  O.U.,  fundi  nor- 
mal. The  preauricular  gland  on  the  left  was  swollen 
and  tender,  about  an  inch  in  diameter.  There  was 
also  considerable  swelling  of  the  left  submaxillary 
and  deep  cervical  glands.  The  ears  were  normal 
and  there  was  only  a slight  congestion  of  the  naso- 
pharynx. 

The  patient  was  sent  to  the  hospital,  where  exam- 
ination showed  the  heart,  lungs,  abdomen  and  ex- 
tremities to  be  normal. 

Laboratory  findings : X-ray  showed  no  involve- 
ment of  the  bony  orbital  ridge.  Bilaterally  the 
ethmoidal  sinuses  were  slightly  hazy.  The  leukocyte 
count  was  16,400;  urine  normal.  A smear  from  the 
conjunctiva  was  negative  for  organisms. 

Clinical  course : The  patient’s  temperature  on  ad- 
mission to  the  hospital  was  104  degrees.  This 
dropped  each  morning  with  about  2 degrees  rise 
each  afternoon.  There  was  an  increased  elevation 
of  the  temperature  on  the  fifth  day,  at  which  time 
a trace  of  albumin  and  casts  were  found  in  the 


fDr.  McGarvey  received  his  A.B.  degree,  Park  College, 
1914;  M.D.  degreee,  University  of  Buffalo,  1918.  He  served 
his  internship  at  Philadelphia  General  Hospital  1918-1919; 
was  a member  of  the  University  of  Wisconsin  Medical  Staff 
1919-1920;  received  special  training  in  ophthalmology  and 
otolaryngology,  New  York  Eye  and  Ear  Infirmary  1921-1924, 
and  is  now  on  the  staffs  of  the  Foote  Memorial  and  Mercy 
Hospitals,  Jackson,  Mich. 


urine.  Four  grayish  ulcers  appeared  on  the  pal- 
pebral conjunctiva.  They  were  about  two  milli- 
meters in  diameter  extending  along  the  tarsal  border 
of  the  upper  left  lid.  A smear  from  the  ulcers  was 
negative.  After  this  date  the  temperature  gradually 
dropped  to  normal  in  a week’s  time. 

During  the  third  week  he  complained  of  pain  in 
the  distal  portion  of  the  biceps  muscle  with  palpa- 
ble left  axillary  glands.  At  this  date  he  began  hav- 
ing a slight  rise  of  temperature.  The  next  day  the 
left  eye  showed  a chemotic  swelling  on  the  limbus 
between  two  and  four  o’clock  with  redness  of  the 
conjunctiva  extending  temporally  in  a fan  shape.  The 
report  was  received  on  the  blood  at  this  time  show- 
ing positive  agglutination  for  tularemia;  negative 
blood  culture  and  negative  for  syphilis,  typhoid  and 
undulant  fever. 

The  next  day  a similar  fan  shaped  conjunctivitis 
appeared  in  the  opposite  eye  extending  nasally  to 
include  the  caruncle  and  the  same  chemosis  along 
the  limbus  for  5 mm.  Both  eyes  cleared  in  about 
ten  days. 

During  the  sixth  week  he  developed  a maculo- 
papular  rash  on  the  right  cheek.  Several  days  later 
the  left  submaxillary  gland  had  to  be  incised,  after 
which  time  the  temperature  remained  normal.  Dur- 
ing the  ninth  week  the  right  eye  had  a recurrence 
of  the  bulbar  conjunctivitis  involving  the  same  sec- 
tor nasally.  And  on  the  cornea  four  discrete  punc- 
tate maculae  appeared  at  three  and  ten  o’clock  re- 
sembling the  lesions  seen  in  superficial  punctate 
keratis.  There  was  inter-palpebral  redness  of  the 
conjunctiva  adjacent  to  the  lesions.  A week  later 
the  lesions  were  much  improved.  The  blood  at  this 
time  showed  positive  agglutination  in  dilutions  of 
1:1280.  When  last  seen  on  March  3 he  had  a cir- 
cumscribed maculo-papular  rash  on  the  upper  lip 
about  2 cm.  in  diameter.  Otherwise  he  was  feeling 
well  and  the  eyes  were  giving  him  no  trouble. 

Case  2. — Brother,  one  year  younger,  of  patient  cited 
in  Case  1,  was  not  examined  until  February  13,  but 
states  that  he  cooked  the  rabbit  eaten  November  8. 
Six  days  later  he  had  chills  so  severe  he  could 
scarcely  do  his  farm  chores.  He  did  not  report  it 
to  his  family,  however.  He  says  he  had  fever  for 
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about  three  weeks,  worse  about  2 P.  M.  He  also 
complained  of  night  sweats.  One  week  after  onset 
of  fever  his  hands  and  feet  broke  out  with  red  pim- 
ples. This  lasted  about  one  week.  He  says  he  has 
had  several  recurrences  of  the  rash  since  then. 
Twelve  weeks  after  onset  of  disease  a general  ex- 
amination was  negative.  His  eyes  were  normal  and 
there  was  no  evidence  of  cervical  adenitis.  Blood 
examination  showed  positive  agglutination  of  tula- 
remia in  dilutions  of  1 : 1280.  His  temperature  was 
normal. 

March  3,  when  last  seen  with  his  brother,  he  re- 
ported that  two  days  previous  his  right  eye  became 
bloodshot.  Examination  showed  three  nodules  in 
the  limbus  about  0.5  mm.  in  size  which  stained  with 
fluorescein,  located  at  nine  o’clock  on  the  limbus. 
There  was  a conjunctivitis  extending  temporally 
from  this  lesion  to  the  outer  canthus.  The  cornea 
was  clear.  Two  nodules  seen  on  the  palpebral  con- 
junctiva did  not  stain.  He  also  had  another  skin 
eruption  on  the  face  at  this  time. 

COMMENTS 

Case  1 is  unusual  in  several  respects  : first, 
because  of  the  involvement  of  the  lachrymal 
gland  and  adjoining  structures  simultaneous 
with  the  other  glands  on  the  same  side  of 
the  head,  but  without  any  manifest  lesion  as 
a portal  of  entry  to  the  lachrymal  gland ; 


secondly,  the  involvement  of  the  cornea  at 
about  the  same  time  as  the  skin  lesions  later 
in  the  disease  with  all  the  appearance  of  al- 
lergic reactions. 

The  increased  elevation  of  temperature  in 
case  one  with  the  formation  of  ulcers  on  the 
palpebral  conjunctiva  and  the  involvement 
of  the  kidney  would  lead  one  to  suspect  that 
this  was  the  stage  for  the  formation  of  the 
gray  nodules  which  are  found  scattered  in 
the  body  in  animal  experimentation. 

Given  the  same  source  of  infection  it  is 
interesting  to  guess  why  the  glands  are  in- 
volved as  in  Case  1 and  not  in  Case  2. 

The  similarity  of  these  two  cases  with 
those  reported  by  Dr.  Bertha  Klein-Man- 
creiff  and  Bernice  Rhodes  in  the  Archives 
of  Ophthalmology,  August,  1933,  is  strik- 
ing. I cannot  help  feeling  also  that  the  eva- 
nescent lesions  of  the  skin  and  conjunctiva 
appearing  several  weeks  after  the  onset  of 
the  fever  are  allergic  in  nature. 


SUBACUTE  BACTERIAL  ENDOCARDITIS  IN  PREGNANCY 


B.  L.  LIEBERMAN,  B.S.,  M.D.f 

DETROIT,  MICHIGAN 


Due  to  the  more  recent  work  of  Libman,2  following  Osier’s  earlier  writings,  subacute 
bacterial  endocarditis  has  become  recognized  as  a fairly  frequent  disease  entity.  The 
streptococcus  viridans  has  been  generally  accepted  as  the  etiologic  factor,  and  the  asso- 
ciation of  this  with  rheumatic  fever  has  been  the  subject  of  a great  deal  of  discussion. 
It  is  conceded  by  many  that  the  preceding  rheumatic  damage  could  have  been  effected  by 
the  same  organism  causing  the  terminal  disease ; with  a so-called  “free  interval”  phase 
or  a “bacteria-free  stage,”  as  described  by  Libman.  During  this  quiescent  period  the 
patient  is  free  from  any  signs  or  symptoms 
except  for  damage  already  done  to  the  car- 
diac valves.  Then  an  exacerbation  occurs, 
the  cardiac  signs  become  more  pronounced, 
and  the  second  group  of  symptoms  are  pro- 
duced, caused  by  the  septicemia  of  the  in- 
vading organism. 

It  is  rather  surprising  that  the  incidence 
of  this  disease  in  pregnancy  is  so  small. 

There  are  only  seven  cases  of  subacute  bac- 
terial endocarditis  associated  with  preg- 
nancy described  in  the  literature:  Ter- 

williger3  reporting  one  case  and  reviewing 
two  by  Walser,  one  by  Kobacher,  and  two 
by  Mengert;  and  Bradford1  adding  another. 


fDr.  Lieberman  is  a graduate  of  College  of  City  of  De- 
troit, B.S.,  1925,  and  Detroit  College  of  Medicine,  M.D., 
1926.  He  was  intern  at  Providence  Hospital,  1925-1926,  and 
resident  obstetrician  at  Herman  Kiefer  Hospital,  1926-1927. 
He  is  now  attending  obstetrician  at  Evangelical  Deaconess 
Hospital. 


For  this  reason  I am  reporting  the  following 
case. 

CASE  HISTORY 

Mrs.  P.  M.,  aged  twenty-two,  para  1,  last  menses 
on  August  15. 

General  health  was  good  although  the  patient  was 
inclined  to  be  nervous.  Appendectomy  was  per- 
formed four  years  ago.  Tonsils  and  adenoids  were 
removed  at  the  age  of  three. 

The  patient  was  first  seen  on  October  20,  at  which 
time  physical  examination  was  negative  except  for  a 
soft  murmur  over  the  pulmonic  area  to  which  no 
serious  significance  was  attached.  Blood  pressure 
and  urinary  findings  were  negative.  Patient  was 
seen  at  bi-weekly  intervals  and  followed  an  unevent- 
ful course  until  March  9,  at  which  time  she  com- 
plained of  a severe  pain  in  the  right  sacro-iliac  re- 
gion. She  stated  that  the  previous  day,  having  for- 
gotten her  door  key  and  locked  herself  out,  she 
entered  her  home  by  stepping  through  a window 
with  considerable  difficulty;  and  following  this  the 
pain  in  the  right  hip  came  on.  An  orthopedic  sur- 
geon was  called  into  consultation  and  he  diagnosed 
sacro-iliac  strain  and  advised  rest  in  bed  and  other 
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measures  which  were  followed.  The  patient  was 
temperature-free  and  remained  comfortable  as  long 
as  she  did  not  move,  but  complained  of  severe  pain 
on  movement.  Subsequent  roentgenologic  examina- 
tion of  the  hip  joint  showed  no  evidence  of  bone  or 
joint  pathology. 

The  patient  remained  in  bed  and  was  gradually 
improving  from  the  joint  pain  when,  on  April  19, 
in  her  eighth  month,  she  went  into  labor.  She  was 
transferred  to  Providence  Hospital  and  delivered 
normally  of  a five-pound  living  female  child,  dura- 
tion of  labor  being  twenty  hours.  On  the  fourth 
day  post-partum  the  temperature  rose  to  101.6  de- 
grees and  there  was  complaint  of  pain  over  the  left 
kidney  region.  Physical  examination  at  this  time 
was  negative,  but  the  urine  showed  the  presence  of 
pus  and  a diagnosis  of  pyelitis  was  made,  and 
treatment  was  instituted.  The  temperature  contin- 
ued to  be  intermittent  and  on  the  tenth  day  post- 
partum the  patient,  against  advice,  insisted  on  going 
home  and  was  discharged  by  ambulance.  Her  con- 
dition remained  unchanged  until  the  fifteenth  day 
post-partum,  at  which  time  a soft,  systolic  blowing 
murmur  was  heard  over  the  entire  precordial  area. 
The  case  was  then  referred  to  Dr.  George  McKean, 
who  subsequently  diagnosed  subacute  bacterial  endo- 
carditis. I saw  the  case  only  once  thereafter  but 
Dr.  McKean  informed  me  that  she  developed  all  the 
classic  signs  and  symptoms  of  a subacute  bacterial 
endocarditis.  Inasmuch  as  hospitalization  was  re- 
fused, laboratory  work  was  not  done  except  that  a 
blood  culture  showed  a typical  growth  of  strepto- 
coccus viridans.  The  patient  gradually  grew  worse 
and  died  six  weeks  post-partum. 

The  baby  was  removed  from  the  breast  on  the 
fourth  day  post-partum  and  placed  on  a formula. 
It  continued  to  gain  and  was  in  good  condition  at 
the  time  of  the  mother’s  death. 

Subsequent  interrogation  of  the  parents  of  the 
patient  as  to  her  early  history  elicited  the  informa- 
tion that  as  a child  she  had  been  very  “nervous 
and  fretful,”  and  that  she  had  suffered  from  an 
attack  of  “rheumatism”  during  childhood.  A young- 


er brother  had  also  suffered  from  rheumatism  and 
had  been  treated  for  a subsequent  pericarditis. 

SUMMARY 

It  seems  in  this  case,  as  in  those  previously 
reported,  that  the  onset  of  the  terminal  ill- 
ness was  not  related  directly  to  the  preg- 
nancy. Although  not  definite,  there  appears 
to  be  a history  of  previous  rheumatic  dis- 
ease and  possible  cardiac  involvement  there- 
with. In  retrospect  the  episode  of  the  right 
hip  joint  pain  may  have  been  a concealed 
rheumatic  condition,  or  an  embolus,  al- 
though the  absence  of  temperature  is  hard 
to  explain.  Clinically,  the  pregnancy  did  not 
appear  to  aggravate  the  condition  and  the 
consensus  of  opinion  on  those  cases  reported 
is  to  permit  pregnancy  to  progress  to  term 
even  where  the  diagnosis  has  been  made 
early.  In  this  case  the  flare-up  occurred,  not 
during  the  pregnancy,  but  in  the  puerperium. 

The  babies  apparently  escape  the  infec- 
tion, for  in  all  reported  cases  the  follow-up 
showed  them  doing  well.  It  is  interesting  to 
speculate  as  to  their  susceptibility  to  cardiac 
infection  later  in  life. 
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SYMPTOMATIC  RUPTURE  OF  A GRAAFIAN  FOLLICLE* 


S.  L.  LA  FEVER,  M.D.,  F.A.C.S.f 

ANN  ARBOR,  MICHIGAN 

In  an  acute  abdominal  case  there  is  a formidable  list  of  serious  conditions  to  be  con- 
sidered in  deciding  whether  the  patient  is  one  for  emergency  surgery  or  not.  This  paper 
deals  with  one  of  the  less  frequent  causes  of  an  acute  abdominal  syndrome  which  an 
examination  of  the  literature  shows  to  have  been  nearly  one  hundred  per  cent  misdiag- 
nosed; i.e.,  the  symptomatic  rupture  of  a Graafian  follicle.  It  is  a condition,  however, 
which  should  be  constantly  kept  in  mind  in  connection  with  a sudden  pain  in  the  lower 
abdomen.  The  important  thing  in  cases  of  rupture  of  the  Graafian  follicle  with  hemor- 
hage  is  to  be  able  to  tell  whether  there  is 
sufficient  intraperitoneal  hemorrhage  to  de- 
mand immediate  laparotomy.  In  the  writ- 


^Presented  before  the  Section  on  Gynecology  and  Obste- 
trics, Michigan  State  Medical  Association,  Grand  Rapids, 
September  13,  1933. 
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er’s  experience  most  of  the  cases  of  this 
condition  presented  the  picture  of  a mild 
acute  appendicitis  with  insufficient  localiz- 
ing symptoms  or  shock  to  justify  immedi- 
ate laparotomy. 

In  such  cases  a knowledge  of  the  physio- 
logical processes  occurring  in  the  ovaries, 
so  far  as  that  subject  is  understood,  will 
facilitate  an  accurate  diagnosis  and  evalua- 
tion of  the  symptoms.  Ovulation,  accord- 
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ing  to  the  older  views,  was  supposed  to  oc- 
cur coincidentally  with  menstruation.  More 
recent  views  on  the  subject  contend  that 
ovulation  may  occur  at  any  time  in  the 
menstrual  cycle.  It  has  also  been  strongly 
argued  that  it  more  frequently  occurs  ten  to 
fourteen  days  prior  to  the  first  appearance 
of  the  menstrual  flow.  Ovulation  may  take 
place  without  the  occurrence  of  menstrual 
flow.  It  has  been  shown  that  at  birth  the 
ovaries  contain  from  twenty  to  thirty  thou- 
sand primordial  follicles.  These  develop 
as  the  individuals,  develop  but  only  those 
that  develop  after  puberty  result  in  mature 
ova.  The  follicles  that  develop  previous 
to  the  menstrual  life  merely  result  in  atretic 
follicles  and  do  not  extrude  an  ovum.  The 
mature  Graafian  follicle  is  seen  as  a small 
bleb  on  the  surface  of  the  ovary  with  a fine 
tracery  of  blood  vessels  coming  from  the 
periphery  and  fading  out  at  the  point  of 
greatest  convexity  of  the  bleb.  Tbis  point 
is  called  the  stigma.  Ovulation  occurs 
when  this  follicle  ruptures  at  the  stigma,  re- 
leasing the  ovum,  and  the  fluid  within  the 
follicle,  into  the  peritoneal  cavity.  At  the 
sudden  release  of  the  intrafollicular  pressure 
there  is  an  extravasation  of  blood  into  the 
concavity  left  by  the  ruptured  follicle. 
Normally  a clot  forms  as  soon  as  this 
cavity  is  filled.  The  granulosa  cells  that 
line  the  follicle  now  hypertrophy  and  the 
lutein  cells  are  in  the  process  of  forma- 
tion. These  cells  form  a supporting  struc- 
ture for  the  granulation  tissue  which  pro- 
liferates from  the  ovarian  stroma  and 
eventually  replaces  the  lutein  cells.  As 
the  lutein  cells  atrophy  and  the  fibrous 
changes  occur,  the  structure  takes  on  the 
characteristics  by  which  we  recognize  the 
corpus  albicans.  This,  in  turn,  undergoes 
hyaline  degenerative  changes  and  eventually 
may  be  all,  or  in  part,  absorbed.  Under 
normal  conditions  at  the  time  ovulation 
takes  place,  the  patient  has  no  symptoms 
from  the  process  described  above.  It  is 
easy  to  see,  however,  that  the  filling  of  the 
cavity  of  the  follicle  with  blood  might  not 
stop  there  and  that  some  blood  might  es- 
cape into  the  peritoneal  cavity.  As  Wilfred 
Shaw8  suggests,  the  rupture  may  go  through 
one  of  the  vessels  in  the  wall  of  the  follicle 
and,  extending  through  the  wall  of  the  fol- 
licle to  the  ovary,  result  in  sufficient  hemor- 
rhage to  arise  above  the  clinical  horizon. 
A typical  case  of  hemorrhage  from  a rup- 
tured Graafian  follicle  should,  therefore,  oc- 


cur during  the  time  that  ovulation  is  most 
likely. 

THEORIES  OFFERED  AS  PREDISPOSING 
FACTORS 

An  explanation  for  the  reason  behind 
symptomatic  hemorrhage  from  a ruptured 
Graafian  follicle  is,  of  necessity,  theorizing. 
Suffice  it  to  say  that  the  only  author  to  re- 
port positive  pathology  in  a specimen  re- 
moved at  operation  is  E.  A.  Schumann.7 
He  found  distorted  infiltrated  vessel  walls 
and  suggested  that  sexual  excitement,  caus- 
ing congestion  of  the  pelvic  organs,  had  in- 
creased intra-abdominal  pressure,  and  caused 
the  weakened  vessel  walls  to  rupture.  This 
process,  occurring  at  a time  when  a spon- 
taneous rupture  of  a Graafian  follicle  took 
place,  did  not  stop  within  the  physiological 
limits.  Should  the  rupture  occur  in  a 
slightly  immature  follicle  even  without  any 
demonstrable  pathology  it  might  be  thought 
that  the  process  which  controls  the  subse- 
quent hemorrhage  is  as  undeveloped  as  the 
follicle.  Thus  the  earlier  the  rupture  oc- 
curs the  more  severe  the  hemorrhage  might 
be.  There  is,  as  yet,  insufficient  evidence 
to  prove  or  disprove  this  conjecture.  Schu- 
mann’s7 theory  of  increased  pressure  and 
hyperemia  might  be  the  sole  explanation  for 
the  hemorrhage,  but  if  this  were  true  it 
would  certainly  occur  more  frequently. 
Coitus,  on  the  other  hand,  seems  to  play 
an  important  part  from  the  frequency  with 
which  it  is  associated  in  the  reported  cases 
with  the  onset  of  the  pain.  Assuming  that 
the  time  of  ovulation  is  ten  to  fourteen  days 
before  menstruation,  other  case  reports  be- 
sides those  submitted  would  seem  to  dis- 
prove the  theory  that  only  the  immature 
follicles  result  in  symptomatic  hemorrhage, 
since  far  more  of  these  cases  occurred  a 
week  before  menstruation  than  occurred 
earlier  or  later. 

IMPORTANCE  OF  A DETAILED  HISTORY  FOR 
CORRECT  DIAGNOSIS 

The  history  of  the  onset  of  the  symptoms 
as  well  as  their  characteristics,  with  particu- 
lar reference  to  the  menstrual  history,  is 
very  important  in  making  this  diagnosis. 
It  should  be  the  ideal  to  make  a correct  diag- 
nosis in  every  case  as  to  the  etiology  of  the 
symptoms,  whether  the  patient  is  to  be  oper- 
ated or  not.  With  a sufficient  hemorrhage 
from  the  rupture  to  present  a marked  shock 
picture  it  is  often  impossible  to  make  an 
accurate  diagnosis  until  the  patient  has  been 
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operated.  This  is  especially  true  in  this  con- 
dition since,  if  there  is  marked  hemorrhage, 
the  picture  is  almost  typical  of  ruptured 
ectopic  or  severe  acute  appendicitis.  Zachary 
Cope,9  in  his  monograph  on  the  acute  abdo- 
men, advises  a carefully  detailed  history. 
He  points  out  the  pitfall  of  disregarding 
pertinent  history  because  the  patient  adds 
irrelevant  explanations  of  his  own  symp- 
tomatology. He  further  states  the  impor- 
tance of  getting  a detailed  menstrual  history 
in  any  young  woman  with  abdominal  pain, 
not  only  that  of  her  immediately  preceding 
period  but  also  the  dates  and  characteristics 
of  her  last  few  periods.  With  particular 
reference  to  ruling  out  a ruptured  ectopic, 
intermenstrual  bleeding  or  spotting  should 
be  determined.  It  has  been  our  experience 
that  rupture  of  a Graafian  follicle  may  occur 
at  any  time  in  the  menstrual  cycle.  In  the 
patients  presented  here,  all  except  one  were 
married  and  had  had  one  or  more  preg- 
nancies with  no  febrile  postpartum  course. 
None  of  the  cases  presented  any  past  history 
suggestive  of  previous  pelvic  inflammatory 
disease.  Two  of  the  cases  occurred  shortly 
after  or  during  coitus.  One  of  the  patients 
was  operated  with  a preoperative  diagnosis 
of  appendicitis  and  the  tear  and  hemorrhage 
from  the  ovary  were  discovered  at  opera- 
tion. In  all  the  cases  presented,  within  nor- 
mal limits,  normal  menstrual  histories  pre- 
ceded the  attack. 

OUTLINE  OF  SYMPTOMS 

1.  Acute  pain  is  a first  and  constant  finding. 

(a)  It  is  in  either  right  or  left  lower  quad- 
rant at  first  definitely  localized. 

(b)  It  comes  suddenly,  sharp,  and  stabbing. 

2.  Generalized  abdominal  pain  and  tenderness  fol- 
low later. 

(a)  Additional  minor  sharp  pains  on  side  of 
rupture  may  occur  with  generalized 
pain. 

3.  Coincident  and  additional  symptoms. 

(a)  Feeling  of  faintness  may  occur  with  pain. 

(b)  Nausea  and  occasionally  vomiting  are 
present. 

(c)  There  is  a desire  to  defecate  if  rupture 
is  on  left  side. 

(d)  Chilliness  without  a chill  may  accom- 
pany symptoms. 

(e)  Patient  shows  picture  of  shock  if  hem- 
orrhage is  continuous  and  severe. 

(f)  Unilateral  or  bilateral  shoulder  pains 

may  be  present  if  hemorrhage  travels 
up  the  lateral  gutters. 

4.  Symptoms  as  a result  of  intra-abdominal  hem- 
orrhage. 

(a)  There  is  an  elevation  of  pulse  in  ratio 
to  hemorrhage. 

(b)  Temperature  is  normal  for  several 
hours,  then  there  is  a slight  rise. 

(c)  Respirations  are  normal  unless  hemor- 

rhage is  severe. 


(d)  Marked  tenderness  without  localized  ri- 
gidity is  found  in  the  abdomen. 

(e)  In  most  cases  a rebound  tenderness  is 
present  which  indicates  a peritoneal  ir- 
ritation. 

(f)  Hyperesthesia  of  lower  abdomen  is  ab- 
sent. 

(g)  Dullness  above  symphysis  is  present  only 
with  massive  hemorrhage. 

(h)  Early  blood  examination  is  negative. 

(i  ) Pelvic  examination  reveals: 

1 —  Normal  uterus  and  cervix. 

2 —  -Painful  palpation  on  side  of  rup- 
ture. 

3 —  Soft,  boggy  mass  in  cul-de-sac 
usually  twenty-four  hours  after 
onset  of  pain. 

Pain  in  either  the  right  or  left  lower  quad- 
rant, coming  on  suddenly,  is  a constant 
finding.  This  is  the  first  symptom,  and  is 
sharp  and  stabbing  in  character,  being  defi- 
nitely localized  at  first.  Later  there  is  gen- 
eralized abdominal  pain  and  tenderness.  Co- 
incident with  the  pain  the  patient  may  or 
may  not  describe  a feeling  of  faintness  or 
a “sinking  feeling.”  After  the  pain  becomes 
generalized  the  patient  may  experience  addi- 
tional minor  sharp  pains,  usually  on  the  side 
of  the  rupture.  These  symptoms  are  fol- 
lowed by  nausea  and  occasionally  vomiting. 
In  some  cases  where  the  rupture  has  oc- 
curred on  the  left  there  may  be  a desire  to 
defecate.  Chilliness  but  no  actual  chill  may 
accompany  the  other  symptoms.  Where 
there  is  continued  severe  hemorrhage  the 
patient  will  show  the  picture  of  shock  and, 
as  the  hemorrhage  travels  up  the  lateral  gut- 
ters, the  patient  may  complain  of  unilateral 
or  bilateral  shoulder  pain. 

Such  cases  of  severe  hemorrhage  are  dif- 
ficult to  differentiate  from  ruptured  ectopic 
pregnancies  and  although  a diagnosis  should 
be  attempted  it  is  most  important  to  recog- 
nize the  acute  surgical  abdomen.  On  exam- 
ination the  pulse  may  or  may  not  be  elevated 
in  rate  depending,  of  course,  on  the  extent 
of  the  hemorrhage.  The  temperature  for 
several  hours  after  the  onset  remains  nor- 
mal and  then  rises  slightly.  In  the  cases 
presented  where  the  diagnosis  was  confirmed 
there  was  an  average  temperature  below  one 
hundred  degrees.  Respirations  are  usually 
not  increased  unless  the  hemorrhage  is  of 
a severe  grade  and  the  patient  first  seen  sev- 
eral hours  after  the  rupture.  Abdominal 
examinations  show  moderate  to  marked 
tenderness  although  no  localized  rigidity  is 
present. 

In  most  cases  there  is  present  some  re- 
bound tenderness  which  is  only  of  value  as 
an  indication  of  peritoneal  irritation.  Hy- 


June,  1934 


RUPTURE  OF  THE  GRAAFIAN  FOLLICLE— LA  FEVER 


309 


peresthesia  of  the  lower  abdomen  on  the  side 
of  the  pathology  is  absent,  since  this  sign  is 
only  a reflex  segmental  irritability  from  in- 
flammation of  the  appendix  and  cecum,  and 
the  same  spinal  segment  gives  rise  to  the  ilio- 
inguinal and  iliohyogastric  nerves.  Only 
in  cases  of  massive  hemorrhage  can  dullness 
above  the  symphysis  or  in  either  flank  be 
detected.  Blood  examination,  if  made  early, 
will  show  no  gross  changes.  Pelvic  exami- 
nation will  reveal  a normal  uterus  and  cer- 
vix with  no  escape  of  blood  from  the  cer- 
vix. The  uterus  may  or  may  not  be  tender 
to  movement  but  palpation  on  the  side  of 
the  rupture  usually  is  painful.  Of  course 
the  presence  of  an  indurated  parametrium 
or  a tubal  mass,  regular  or  irregular  in  out- 
line, would  lead  to  a different  diagnosis. 
There  frequently  is  a soft,  boggy  mass  in 
the  cul-de-sac  which,  however,  may  not  be 
detectable  until  twenty-four  hours  after  the 
onset  of  the  pain. 

SURGICAL  OR  CONSERVATIVE  TREATMENT 

As  in  all  intra-abdominal  conditions  one 
should  be  on  the  watch  for  the  acute  surgi- 
cal abdomen.  Severe  acute  pyelitis  should 
be  kept  in  mind  and  a urine  specimen  ex- 
amined. The  localization  of  the  symptoms 
to  the  lower  abdomen  should  not  lead  to 
carelessness  in  considering  the  upper  ab- 
dominal conditions.  A twisted  pedicle  on  a 
pelvic  tumor  should  be  easily  differentiated 
if  a careful  examination  is  made.  In  the 
more  serious  hemorrhages  a ruptured  ec- 
topic would  be  a difficult  differential  to  make 
and  is,  after  all,  unessential  as  long  as  the 
need  for  immediate  laparotomy  is  recog- 
nized. My  plea  is  for  conservative  treat- 
ment of  the  milder  degrees  of  hemorrhage 
in  an  acute  abdomen.  There  are  other 
causes  of  hemorrhage  from  the  ovary  which 
could  give  an  identical  picture  and  could  not 
be  differentiated  from  a ruptured  follicle 
but  should  be  treated  conservatively  also. 
(1)  Hematomas  of  the  corpus  luteum  with 
leakage  into  the  peritoneal  cavity.  (2)  En- 
dometrial cysts  with  leakage.  (3)  Hemor- 
rhage into  a Graafian  follicle  cyst  without 
rupture.  (4)  Hemorrhage  into  any  abdom- 
inal or  pelvic  tumor  where  the  tumor  can- 
not be  felt  by  abdominal  or  pelvic  examina- 
tion. 

CONFIRMED  CASE  REPORTS 

Case  1. — Mrs.  P.  W.,  aged  thirty-four.  The  pa- 
tient was  taken  with  a sudden  pain  in  the  right 
lower  abdomen  about  six  o’clock  in  the  morning. 
This  was  followed  by  nausea  and  she  vomited  once. 
The  pain  soon  became  generalized  over  the  abdomen. 


The  nausea  increased  but  the  patient  did  not  vomit 
further.  She  had  been  constipated  for  some  time 
and  had  been  seen  before  with  abdominal  discomfort 
for  which  an  x-ray  had  been  ordered  and  a diag- 
nosis of  chronic  appendicitis  had  been  made.  The 
patient’s  last  three  menstrual  periods  had  been  per- 
fectly normal  and  her  next  one  was  due  in  six  days. 
There  had  been  no  spotting.  She  felt  chilly  but 
had  had  no  definite  chills.  Physical  examination 
showed  marked  tenderness  over  the  lower  abdomen 
with  especial  localization  on  the  right.  There  was 
slight  rigidity.  Pelvic  examination  was  entirely  neg- 
ative. There  was  some  rebound  tenderness  but 
there  was  no  hyperesthesia  of  the  right  lower  ab- 
domen. Her  temperature  was  99.6  and  her  white 
blood  count  was  7,200.  Her  past  history  was  essen- 
tially negative.  No  previous  operations.  One  preg- 
nancy three  and  one-half  years  ago  with  a normal 
postpartum  course.  No  history  suggestive  of  pelvic 
inflammatory  disease. 

A diagnosis  of  an  acute  exacerbation  of  a chronic 
appendicitis  was  made  and  immediate  laparotomy 
done.  At  operation  the  appendix  was  found  to 
have  a small  adhesive  band  at  the  tip  but  was  not 
acutely  inflamed.  An  appendectomy  was  performed. 
There  was  some  free  blood  in  the  pelvis  and  exam- 
ination of  the  right  ovary  showed  a small  tear  at 
the  site  of  recently  ruptured  Graafian  follicle.  This 
was  closed  with  a plain  catgut  suture  and  the 
abdomen  closed  without  drainage.  Her  post-opera- 
tive course  was  uneventful. 

_ Case  2. — Mrs.  H.  H.,  aged  twenty-four.  The  pa- 
tient was  perfectly  well  on  going  to  bed  and  ex- 
perienced some  pain  during  coitus.  Shortly  after 
this  there  was  a sudden,  sharp  pain  in  the  right 
quadrant  not  associated  with  nausea  and  vomiting 
until  a few  hours  later.  The  pain  continued  with 
little  stabbing  increases.  She  had  never  had  a pre- 
vious similar  attack.  Her  menstrual  history  was 
negative  and  there  was  no  associated  dysuria  or 
constipation.  This  attack  occurred  thirteen  days 
prior  to  her  next  period.  Past  history  and  family 
history  were  negative.  She  had  been  married  two 
years  without  pregnancy  or  any  history  suggesting 
pelvic  inflammatory  disease. 

Abdominal  examination  showed  some  tenderness 
in  the  right  lower  quadrant  without  any  rigidity  or 
tumor  masses  palpable.  Pelvic  examination  was 
negative  except  for  tenderness  in  the  right  ovarian 
region.  The  next  day,  on  pelvic  examination,  a 
soft,  boggy  mass  could  be  felt  in  the  cul-de-sac.  A 
diagnosis  of  ruptured  Graafian  follicle  was  made 
and  needling  the  cul-de-sac  revealed  the  presence 
of  some  bloody  serum.  The  patient  made  a rapid 
recovery  and  was  given  relief  by  bed  rest  and  hot 
vaginal  douches.  The  mass  in  the  cul-de-sac  dis- 
appeared. Her  temperature  at  no  time  was  above 
99.4. 

The  other  cases  are  given  here  presenting  similar 
histories  and  physical  findings  in  whom  the  diagnosis 
of  ruptured  Graafian  follicle  was  made  but  where 
the  diagnosis  was  not  confirmed  and  treatment  was 
conservative. 

Case  3. — Mrs.  A.  J.,  aged  twenty-six.  The  patient 
was  seized  with  a sudden,  sharp  pain  in  the  lower 
abdomen  following  intercourse.  Some  nausea  but 
no  vomiting.  No  urinary  symptoms,  diarrhea,  or 
constipation.  Menstrual  history  perfectly  regular. 
The  patient  had  had  a normal,  spontaneous  delivery 
several  months  before,  with  no  postpartum  fever. 
There  was  no  previous  inflammatory  history  or  pre- 
vious operation.  For  several  hours  after  the  onset, 
additional  sharp  pains  recurred.  The  next  day  there 
was  a mass  in  the  cul-de-sac  which  disappeared,  as 
did  the  tenderness  and  pain,  in  a few  days.  Pelvic 
examination  at  the  time  of  attack  showed  only 
ovarian  tenderness. 

Case  4. — Mrs.  J.  M.,  aged  twenty-six.  Sudden, 
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sharp  pain  in  the  lower  abdomen  which  could  not 
he  localized  but  which  radiated  to  the  vaginal  vault. 
Not  related  to  coitus.  The  pain  soon  became  gen- 
eralized. There  was  no  vomiting,  though  some 
nausea.  The  patient  got  out  of  bed  shortly  after 
the  onset  and  there  was  some  dizziness  present  which 
recurred  the  next  day.  There  were  no  urinary  symp- 
toms, diarrhea,  or  constipation.  Appendectomy  had 
been  done  ten  years  before.  Examination  was  nega- 
tive except  for  tenderness  and  some  spasm  on  the 
right.  The  condition  cleared  up  spontaneously  in 
four  days.  The  attack  occurred  four  days  prior 
to  the  next  menstrual  period  which  was  two  days 
late.  The  menstrual  history  had  been  perfectly  reg- 
ular. 

Case  5. — Mrs.  J.  H.  F. — Typical  history  as  given 
above.  No  relation  to  coitus.  The  mass  in  the  cul- 
de-sac  appeared  on  the  second  day  and  the  patient 
made  an  afebrile  spontaneous  recovery  with  con- 
servative treatment. 

CONCLUSIONS 

1.  Mild  hemorrhage  from  a ruptured 
Graafian  follicle  cyst  may  or  may  not  give 


the  picture  of  an  acute  intra-abdominal  con- 
dition. 

2.  Careful  recognition  of  the  mild  hem- 
orrhage is  essential  for  proper  treatment. 

3.  Mild  hemorrhage  which  gives  the  pic- 
ture of  an  acute  abdomen  may  be  treated 
conservatively  if  it  is  properly  diagnosed. 
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A SURVEY  OF  SENSITIZATION  IN  STUDENTS  OF  THE 
UNIVERSITY  OF  MICHIGAN* 


B.  JIMENEZ,  M.D.f 

ANN  ARBOR,  MICHIGAN 

Human  hypersensitiveness — A person  is  said  to  be  hypersensitive  when  he  reacts  with 
characteristic  symptoms  to  certain  substances  in  amounts  harmless  to  normal  individuals. 
How  many  people  are  in  the  United  States  suffering  with  this  malady  in  any  of  its  differ- 
ent forms?  This  is  a question  somewhat  difficult  to  be  accurately  answered.  Persons  do 
not  die  of  eczema  or  hives  or  hay  fever  and  very  few  do  of  asthma,  therefore  vital  sta- 
tistics are  of  little  value  to  the  investigators.  Hospitalization  of  these  cases  is  rare,  conse- 
quently one  cannot  turn  to  the  hospital  records  for  information.  However,  some  authori- 
ties in  allergic  diseases  have  made  special 
studies  in  their  endeavor  to  answer  that 
question.  Dr.  Arthur  F.  Coca3  estimates  the 
incidence  of  hay  fever  in  this  country  as  less 
than  one  per  cent  of  the  exposed  population. 

Dr.  W.  Scheppegrell3  concludes  that  1.5  per 
cent  of  the  population  of  the  United  States 
between  the  ages  of  ten  and  sixty  are  suffer- 
ers from  hay  fever,  or  about  1 per  cent  of 
the  total  population,  approximately  1,100,000 
people.  Drs.  Robert  A.  Cooke  and  W.  C. 

Spain4  think  that  3.5  per  cent  of  the  popu- 
lation of  New  York  and  vicinity  exhibit  hay 
fever  or  bronchial  asthma.  Drs.  Robert  A. 

Cooke  and  A.  VanderVeer,  Jr.,2  report 
about  7 per  cent  of  the  population  as  suffer- 
ing with  human  hypersensitiveness,  includ- 
ing even  the  weakest  degree. 

In  the  University  of  Michigan,  at  the 

*Read  before  the  Section  on  Pediatrics,  Michigan  State 
Medical  Society,  Grand  Rapids,  September  13,  1933. 

tDr.  Jimenez  is  director  of  the  Allergy  Clinic  of  the  Stu- 
dent Health  Service  at  the  University  of  Michigan. 
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Health  Service  Unit,  sensitization  test  is 
given  to  any  student  who  shows  indication 
for  it.  In  1930  we  began  to  study  the  new 
students  entering  this  institution  in  order  to 
make  a survey  of  the  prevalence  of  this 
group  of  symptoms  known  as  human  hyper- 
sensitiveness. 

On  the  Entrance  Health  Examination 
blank,  under  the  heading  “Family  Health,” 
certain  diseases  which  have  appeared  among 
relatives  are  to  be  checked,  i.e.,  “sick  head- 
aches,” “asthma,”  “food  poisoning,”  “di- 
gestive upsets.”  Under  the  student’s  person- 
al “Past  Health”  the  following  illnesses 
among  others  are  to  be  checked,  if  the  stu- 
dent has  had  them:  “asthma,”  “hay  fever,” 
“eczema,”  “hives,”  “digestive  upsets,”  and 
“food  poisoning,”  giving  approximately  the 
age  at  which  any  of  the  complaints  has  ap- 
peared. Under  his  personal  “Present 
Health,”  the  student  is  asked  to  check  sick- 
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Groups 

1.  Eczema ; Rose  fever  ; Hay 
fever;  Asthma 

II.  (a)  Urticaria;  (b)  G.  I. 
upsets;  Food  idiosyncrasy; 
Frequent  “colds”;  Head- 
ache, etc.,  with  good  fam- 
ily history  of  sensitization 

III.  G.  I.  upsets ; Food  idiosyn- 
crasy; Frequent  “colds”; 
Headache,  etc.,  with  no 
family  history  of  sensiti- 
zation 

IV.  No  symptoms,  so  far  with 
good  family  history  of 
sensitization 

V.  No  symptoms  and  no 
family  history  of  sensiti- 
zation 

Totals 

Groups  I and  II 

Groups  I,  II  and  IV 

*The  figures  for  the  women  in  1930  are  not  included.  Many  of  the  women’s  Entrance  Health  Examination  blanks  had  no  sensitization  questionnaire. 
tSixty-four  students  not  classified  were  not  included  (10  men,  54  women). 
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ness  which  he  has  now  or  which  he  has  from 
time  to  time.  There  he  finds  among  other 
complaints  “headaches,”  “frequent  head 
colds  (more  than  three  a year),”  and  “ab- 
dominal cramps  (gas  on  stomach).”  These 
blanks  are  checked  by  the  parents  as  correct 
in  about  80  per  cent.  By  going  over  these 
entrance  blanks  we  are  able  to  classify  each 
new  student  into  one  of  the  following 
groups : 

Group  I.  Those  who  have  checked  ecze- 
ma, rose  fever,  hay  fever,  or  asthma. 

Group  II.  Those  who  have  checked  (a) 
urticaria,  (b)  gastro-intestinal  upsets;  food 
idiosyncrasy,  frequent  “colds,”  headache, 
etc.,  with  good,  positive  family  history  of 
sensitisation. 

Group  III.  Those  who  have  checked  gas- 
tro-intestinal upsets,  food  idiosyncrasy,  fre- 
quent “colds,”  headaches,  etc.,  with  no  fam- 
ily history  of  sensitization. 

Group  IV.  Those  who  have  had,  so  far, 
no  symptoms  of  illness  leading  one  to  sus- 
pect them  as  sensitized  people,  but  have 
checked  a positive  family  history  of  sensiti- 
sation. 

Group  V.  The  balance,  that  is,  those  who 
have  checked  no  symptoms  and  no  family 
history  of  sensitization. 

In  Table  I is  shown  a record  of  students 
entering  in  the  falls  of  1930  (women  ex- 
cluded), 1931,  and  1932,  classified  in  these 
five  groups. 

When  one  studies  this  table  one  is  sur- 
prised to  find  that  year  after  year  the  per- 
centages in  each  group  are  almost  the  same. 
The  greatest  variation  in  sex  is  4.3  per  cent, 
occurring  only  once,  in  Group  III  for  1932. 
The  most  extraordinary  identity  is  found 
on  the  total  sex  averages  for  three  groups. 
Group  I,  II  and  V give,  respectively,  equal 
average  for  men  and  women  (11.9  per  cent 
in  Group  I,  22.2  per  cent  in  Group  II,  and 
34.6  per  cent  in  Group  V). 

Another  observation  is  made  in  Groups 
III  and  IV,  where  one  sees  the  largest 
variation.  In  Group  III  one  finds  an  aver- 
age of  4.40  per  cent  higher  in  men  than  in 
women,  while  logically  in  Group  IV  one  sees 
the  reverse,  that  there  is  also  a difference  of 
4.42  per  cent  but  the  higher  percentage  is  in 
the  women. 

Attention  should  be  called  to  the  total 
percentages  of  the  different  groups,  especial- 
ly to  those  concerned  with  sensitization, 


(Group  I,  II,  IV).  Group  I,  which  in- 
cludes maladies  accepted  as  sensitization, 
gives  11.9  per  cent,  i.e.,  we  have  found  that 
at  least  12  per  cent  of  the  incoming  students 
of  the  University  of  Michigan  have  had 
eczema,  rose  fever,  hay  fever  or  asthma. 
There  is  no  doubt  that  these  12  per  cent 
should  be  studied  from  a sensitization  point 
of  view.  Group  II  gives  22  per  cent  of 
these  students  who  also  need  to  have  the 
sensitization  test.  When  Groups  I and  II 
are  united,  one  sees  that  35  per  cent  of  the 
student  body  need  the  test.  If  to  these  two 
groups  (I  and  II)  one  adds  Group  IV,  the 
potential  cases,  one  finds  that  54  per  cent  of 
college  students  (over  half)  need  the  com- 
plete study  of  sensitization. 

CONCLUSIONS 

1.  The  importance  of  the  phenomenon 
of  human  hypersensitiveness  in  problems  of 
health  and  disease  needs  more  general  rec- 
ognition. Because  of  the  progressive  nature 
of  symptoms  which  become  more  difficult 
with  age,  it  needs  attention  in  college  stu- 
dents. 

2.  On  the  basis  of  the  history  of  nearly 
7,000  entering  students  we  conclude  that 
about  35  per  cent  belong  to  the  class  of 
sensitized  persons. 

3.  On  the  same  basis  we  find  20  per  cent 
of  potential  cases,  which  later  in  life  may 
or  may  not  develop  symptoms  of  sensitiza- 
tion. 

4:  More  than  half  (54  per  cent)  of  men 

and  women  college  students  should  receive 
a complete  sensitization  study. 

5.  Success  in  handling  this  group  of 
patients  depends  upon: 

(a)  The  attitude  of  the  physician  toward 
the  patient. 

(b)  The  completeness  of  tests  and  the  re- 
moval of  offending  agents. 

6.  Every  case  must  be  studied  as  an  in- 
dividual in  conjunction  with  other  special- 
ties in  medicine. 
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JUNE,  1934 

EDITORIAL 

MEETING  THE  SITUATION 

The  action  of  the  House  of  Delegates  of 
the  Michigan  State  Medical  Society  at  the 
special  meeting  at  Flint  has  been  the  subject 
of  state- wide  and  nation-wide  comment. 
What  actually  took  place  was  the  adoption 
of  the  following:  (1)  Approval  of  general 
principle  of  the  plan  of  Mutual  Health  Serv- 
ice. (2)  Approval  for  discussion  of  the  plan 
with  employers  and  employees.  (3)  Ap- 
proval of  an  action  to  determine  the  legal 
status  of  the  Mutual  Health  Service  and  the 
necessary  action  for  the  organization  of 
Mutual  Health  Service.  (4)  Approval  of 
the  preparation  of  a final  detailed  plan  of 
the  Mutual  Health  Sendee  for  presentation 
to  the  House  of  Delegates  for  final  action. 

The  last  number  of  this  Journal  con- 
tained a supplement  of  twenty-seven  pages 
of  reports  and  discussion,  but  these  recom- 
mendations constitute  the  final  action  of  the 
House  of  Delegates.  It  will  be  seen  that  no 
final  commitment  to  any  definite  policy  was 
attempted.  The  whole  matter  is  left  with 
individual  county  societies  with  the  approval 
of  the  deliberative  body  of  the  society,  the 
House  of  Delegates. 

The  medical  profession  have  done  their 
best  to  render  sendee  where  and  when 
needed,  frequently  at  great  personal  sacri- 
fice. They  have  assumed  what  should  have 
been  a community  burden  so  that  the  com- 
munity has  come  to  look  upon  the  care  of 


the  indigent  sick  as  the  proper  function  of 
the  medical  profession.  However,  no  pro- 
fession can  continue  indefinitely  to  shoulder 
what  should  be  a community  function,  any 
more  than  produce  merchants  can  continue 
to  minister  to  the  physiological  demands  of 
the  unemployed.  Something  must  be  done. 
What  that  something  is,  the  profession  is 
doing  its  best  to  determine  through  the  ef- 
forts of  the  Special  Committee  on  Eco- 
nomics who  have  seriously  studied  the 
economic  and  social  phases  of  medicine  with 
the  view  to  determining  the  wisest  course 
for  the  future.  The  committee  welcomes 
suggestions  and  criticisms.  They  have  no 
other  interest  than  the  good  of  the  society 
as  a whole. 

Theirs  is  a long  range  view.  The  social 
agitator  has  been  at  work  and  is  still  active 
with  his  propaganda.  He  has  his  influence. 
He  cannot  be  ignored.  Silence  on  the  part 
of  the  profession  amounts  to  acquiescence. 

As  already  stated,  the  medical  profession 
have  endeavored  to  meet  the  situation  at 
their  own  expense.  In  one  county  (Wayne) 
a plan  which  appears  to  have  many  things 
in  its  favor  is  in  its  incipiency.  The  idea 
is  group  medicine  by  which  the  members  of 
the  county  society  constitute  the  group.  The 
object  is  service  to  the  wage  earner  when 
he  needs  it,  regardless  of  his  ability  to  pay 
at  the  time.  If  that  service  is  in  the  nature 
of  a major  operation,  through  agreement 
with  the  hospital,  the  attending  physician 
and  surgeon,  the  cost  is  spreaded  over  an 
entire  year,  payment  to  be  made  by  the  em- 
ployer (by  agreement  with  the  employee) 
to  the  central  bureau,  the  county  society,  to 
be  pro  rated  each  pay  day  to  the  various  per- 
sons concerned.  The  plan  applies  to  med- 
ical service  as  well  rendered  to  workers  or 
their  families  in  their  own  homes,  including 
the  laboratory  and  other  specialist  service. 

There  is  nothing  in  this  plan  that  is  antag- 
onistic to  the  endorsement  of  the  report  of 
the  Committee  on  Economics.  The  two  are 
complementary  and  there  is  still  room  for 
any  other  effective  movement  on  the  part 
of  county  societies  for  the  solution  of  their 
problems. 

There  never  was  greater  need  than  now 
for  deliberation  as  well  as  harmony  among 
members  of  the  medical  profession.  There 
should  be  a concerted  effort  to  procure  all 
the  facts  and  to  form  opinion  only  on  evi- 
dence. 
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X-RAY  EXAMINATION  OF  THE 
GASTRO-INTESTINAL  TRACT 

Elsewhere  in  this  number  of  the  Journal 
of  the  Michigan  State  Medical  Society 
appears  a paper  on  Roentgenologic  Aspects 
of  Gastroenterology  which  has  been  read 
before  three  county  medical  societies  of  the 
Upper  Peninsula,  a sort  of  peripatetic  post- 
graduate course.  We  are  pleased  to  put  this 
in  permanent  form  for  not  only  the  mem- 
bers of  the  Upper  Peninsula  County  Socie- 
ties but  also  for  the  entire  membership  of 
the  Michigan  State  Medical  Society. 

The  x-rays  were  discovered  by  Roentgen, 
a physicist,  in  1895.  It  is  significant  that 
the  first  use  sought  for  them  was  as  a diag- 
nostic agent  in  medicine.  Only  recently  have 
the  x-rays  found  their  place  as  diagnostic 
factors  in  industry,  where  they  are  used  to 
check  up  for  flaws  in  castings.  In  May, 
1896,  experiments  were  made  on  the  hollow 
abdominal  viscera  of  the  guinea  pig  by  us- 
ing one  of  the  heavy  salts  of  lead — poison- 
ous of  course.  Bismuth  subnitrate  in  sus- 
pension was  used  by  Cannon  of  Boston  be- 
ginning in  1897  for  animal  experimentation 
on  cats.  Following  this,  bismuth  subnitrate 
was  used  on  the  human  but  was  found  un- 
satisfactory in  the  quantity  necessary  to  do 
satisfactory  diagnostic  work.  In  1910  ba- 
rium sulphate,  the  insoluble  salt  of  barium, 
was  discovered  to  possess  all  the  properties 
necessary  for  an  opaque  medium.  It  was 
not  only  non-toxic  but  neutral  so  far  as 
astringent  or  laxative  properties  were  con- 
cerned. From  this  date  developed  the  ideal 
facilities  for  examination  of  the  alimentary 
tract  by  means  of  the  x-rays.  The  inven- 
tion of  the  hot  cathode  tube  by  W.  D. 
Coolidge  was  also  an  important  factor  in 
perfecting  a technic  of  gastrointestinal  ex- 
aminations. 

With  improvement  in  apparatus  and 
opaque  media,  roentgenology  affords  facili- 
ties for  very  fine  diagnostic  work  by  those 
trained  as  roentgenologists.  It  should  be 
remembered,  however,  that  x-ray  equipment 
bears  the  same  relation  to  the  operator  as 
the  scalpel  to  the  surgeon.  Once  either  is 
acquired,  a great  deal  of  training  and  spe- 
cialized knowledge  are  necessary  to  make 
either  a surgeon  or  a roentgenologist.  The 
paper  presented  at  length  will  give  the  gen- 
eral medical  reader  some  idea  of  the  modus 
operandi  of  examination  of  the  alimentary 
tract.  However,  after  old  Izaak  Walton, 


when  he  had  given  a detailed  explanation  of 
the  gentle  art  of  the  angler,  the  writer  of 
this  lengthy  paper  might  well  say,  “I  have 
given  you  my  fiddle,  but  I haven’t  yet  given 
you  my  fiddlestick.” 


DR.  WILLIAM  H.  WELCH 

The  death  of  Dr.  William  H.  Welch, 
which  took  place  early  in  May  at  the  ad- 
vanced age  of  eighty-four,  removed  one  of 
the  great  benefactors  of  the  race.  Dr. 
Welch’s  career  and  influence  as  professor 
of  pathology  of  Johns  Hopkins  University 
have  been  universally  recognized,  though  the 
scope  will  never  be  accurately  known.  He 
occupied  a prominent  place  among  such  im- 
mortals as  Koch,  Pasteur,  Lister,  Ross,  and 
others  prominent  in  medical  history. 

Yet  the  acclaim  is  not  so  great  as  that 
following  the  passing  of  a great  general  and 
it  is  doubtful  if  the  greatest  names  in  science 
and  medicine  will  receive  more  than  mention 
when  the  political  and  social  history  of  the 
present  and  immediate  past  comes  to  be 
written. 

There  is  little  question  that  disease  has 
had  as  great  a devastating  effect  upon  man- 
kind as  war.  Yet  billions  of  dollars  are  ap- 
propriated for  defense  against  alleged  for- 
eign enemies ; and  those  who  lead  armies  to 
victory,  and  in  some  instances  to  defeat,  are 
heralded  as  the  nation’s  heroes.  We  are  not 
contributing  to  the  subject  of  pacificism. 
However,  to  quote  a hackneyed  expression, 
“Peace  has  its  victories  no  less  renowned 
than  war.”  The  eminent  medical  scientist 
is  a great  humanitarian.  His  efforts  for  the 
race  are  constructive  and  his  researches  are 
towards  the  destruction  of  man’s  common 
enemies. 

The  man  of  science  receives  recognition 
from  institutions  of  learning  in  the  shape  of 
honorary  degrees.  The  man  on  the  street, 
however,  accepts  the  blessings  of  health  as 
though  they  were  not  bought  with  a price. 
He  is  little  concerned  with  the  martyrs  of 
science.  The  reward  of  the  humanitarian 
consists  rather  in  a consciousness  of  having 
accomplished  a constructive  task  in  the  way 
of  making  the  world  a better  place  in  which 
to  live.  Of  the  two,  the  general  and  the  man 
of  science,  the  latter  at  the  final  reckoning 
will  be  sub  specie  ceternitatis  the  greater. 
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TELEPHONE  RATES 

During  the  past  month  the  matter  of  tele- 
phone rates  has  been  thrashed  out  between 
the  Public  Utilities  Commission  and  the 
Michigan  Bell  Telephone  Company  with  a 
result  that  does  not  bring  much  satisfaction 
to  the  public  and  particularly  to  the  medical 
profession.  Next  to  the  doctor’s  automo- 
bile the  telephone  has  come  to  be  a profes- 
sional necessity.  After  much  agitation  auto- 
mobile licenses  have  been  lowered,  but  the 
charge  for  telephone  service  remains  prac- 
tically the  same.  The  rental  for  the  so- 
called  cradle  ’phone  has  been  eliminated 
after  eighteen  months’  rental  has  been  paid. 
In  other  words  the  lessee  actually  pays  for 
an  instrument  which  in  the  end  belongs  to 
the  company. 

According  to  a recent  news  item,  the  num- 
ber of  telephone  subscribers  in  the  Detroit 
district  has  decreased  by  100,000.  If  this 
be  true,  the  telephone  is  of  much  less  value 
to  those  subscribers  who  have  maintained 
their  ’phones  throughout  the  depression.  A 
wiser  policy,  it  seems,  would  have  been  to 
lower  the  rates  in  keeping  with  what  erst- 
while subscribers  could  afford  to  pay,  a 
policy  which  would  have  avoided  the  impair- 
ment of  the  service. 

We  are  led  to  wonder  what  water  rates 
would  be  today  if  this  public  service  were 
under  the  control  of  a private  corporation 
with  virtual  monopoly  rights. 


SLEEP 

Sleep  and  rest  are  among  the  most  im- 
portant factors  in  the  restoration  to  health 
of  persons  afflicted  with  curable  disease. 
Among  the  more  important  drugs  are  hyp- 
notics, and  pharmaceutical  concerns  vie  with 
one  another  in  the  production  of  these 
agents,  each  claiming  for  its  product  the 
property  of  producing  sleep  with  the  fewest 
untoward  after-effects.  Man  in  both  health 
and  disease  is  wont  to  seek  escape  from  real- 
ity. Sometimes  he  seeks  it  by  way  of  nar- 
cotics, or  by  alcoholic  stimulation.  The  es- 
cape, so-called,  is  best,  however,  when  it 
follows  normal  fatigue,  as  sleep  without  the 
further  aid  of  hypnotic  drugs;  all  of  which 
is  prefatory  to  the  subject  as  described  in 
our  best  poetry  and  prose. 

Edward  Young,  an  eighteenth  century 
poet,  in  his  Night  Thoughts  describes 


Tired  nature’s  sweet  restorer,  balmy  Sleep ! 

He  like  the  world,  his  ready  visit  pays 

Where  Fortune  smiles;  the  wretched  he  forsakes, 

Swift  on  his  down  pinion  flies  from  woe, 

And  lights  on  lids  unsullied  with  a tear. 

Praed  (early  nineteenth  century)  sees  it 
in  a humorous  light  as  during  the  prolonged 
debate  on  the  Reform  Bill  in  the  British 
House  of  Commons,  the  speaker  of  the 
house,  who  fills  the  role  of  chairman,  is  dis- 
covered sound  asleep: 

Sleep,  Mr.  Speaker;  sweet  to  men 

Is  the  sleep  that  cometh  but  now  and  then ; 

Sweet  to  the  sorrowful,  sweet  to  the  ill, 

Sweet  to  the  children  that  work  in  a mill  ; 

You  have  more  need  of  sleep  than  they — 

Sleep,  Mr.  Speaker;  sleep,  sleep  while  you  may! 

Coleridge  in  the  Rime  of  the  Ancient 
Mariner  welcomes  it  as  surcease  from  anx- 
iety on  the  broad  expanse  of  ocean: 

Oh  sleep ! it  is  a gentle  thing, 

Beloved  from  pole  to  pole! 

To  Mary,  Queen,  the  praise  be  given  ! 

She  sent  the  gentle  sleep  from  Heaven, 

That  slid  into  my  soul. 

John  Keats  describes  it  as  a 

Soft  embalmer  of  the  still  midnight, 

Shutting,  with  careful  fingers  and  benign, 

Our  gloom-pleas’d  eyes,  embower’d  from  the  light, 
Enshaded  in  forgetfulness  divine : 

O soothest  Sleep ! if  so  it  please  thee,  close 
In  midst  of  this  thine  hymn  my  willing  eyes, 

Or  wait  the  amen,  ere  the  poppy  throws 
Around  my  bed  its  lulling  charities. 

Of  course,  any  account  of  sleep  should 
include  a Shakespearean  description.  Shakes- 
peare refers  to  the  horror  of  a guilty  con- 
science which  renders  sleep  impossible. 

Methought  I heard  a voice  cry,  “sleep  no  more ! 
Macbeth  does  murder  sleep!”  The  innocent  sleep, 
Sleep  that  knits  up  the  ravell’d  sleave  of  care, 
The  death  of  each  day’s  life,  sore  labor’s  bath, 
Balm  of  hurt  minds,  great  nature’s  second  course, 
Chief  nourisher  in  life’s  feast. 

And  again  we  have  the  wonderful  apos- 
trophe to  sleep  in  Henry  the  Fourth: 

O sleep ! O gentle  sleep  ! 

Nature’s  soft  nurse,  how  have  I frighted  thee, 

That  thou  no  more  wilt  weigh  my  eyelids  down 
And  steep  my  senses  in  forgetfulness? 

Why  rather,  sleep,  liest  thou  in  smoky  cribs, 

Upon  uneasy  pallets  stretching  thee, 

And  hush’d  with  buzzing  night-flies  to  thy  slumber, 
Than  in  the  perfum’d  chambers  of  the  great, 

Under  the  canopies  of  costly  state, 

And  lull’d  with  sound  of  sweetest  melody? 

O thou  dull  god  ! why  liest  thou  with  the  vile 
In  loathsome  beds,  and  leav’st  the  kingly  couch 
A watch-case  or  a common  ’larum  bell? 

Wilt  thou  upon  the  high  and  giddy  mast 
Seal  up  the  ship-boy’s  eyes,  and  rock  his  brains 
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In  cradle  of  the  rude  imperious  surge, 

And  in  the  visitation  of  the  winds, 

Who  take  the  ruffian  billows  by  the  top, 

Curling  their  monstrous  heads,  and  hanging  them 
With  deaf’ning  clamour  in  the  slippery  clouds, 

That  with  the  nurly  death  itself  awakes? 

Canst  thou,  O partial  sleep ! give  thy  repose 
To  the  wet  sea-boy  in  an  hour  so  rude, 

And  in  the  calmest  and  most  stillest  night, 

With  all  appliances  and  means  to  boot, 

Deny  it  to  a king? 

Perhaps  the  finest  reference  ever  made  to 
sleep  is  that  by  the  Spanish  novelist,  Cer- 
vantes, quoted  recently  in  this  Journal 
and  repeated  here  as  a climax: 

“Now  blessings  light  on  him  that  first  invented 
this  same  sleep ! It  covers  a man  all  over,  thoughts 
and  all,  like  a cloak;  it  is  meat  for  the  hungry,  drink 
for  the  thirsty,  heat  for  the  cold,  and  cold  for  the 
hot.  It  is  the  current  coin  that  purchases  all  the 
pleasures  of  the  world  cheap,  and  the  balance  that 
sets  the  king  and  the  shepherd,  the  fool  and  the 
wise  man,  even.  There  is  only  one  thing,  which 
somebody  once  put  into  my  head,  that  I dislike  in 
sleep ; it  is,  that  it  resembles  death ; there  is  very 
little  difference  between  a man  in  his  first  sleep,  and 
a man  in  his  last  sleep.” 


THE  WRITING  OF  CONTRIBUTED 
PAPERS 

Writing  is  an  art  and  as  perfection  is  the 
goal  which  is  seldom  attained  there  is  plenty 
of  room  for  lifelong  effort.  The  object 
of  writing  is  to  convey  one’s  thoughts  clear- 
ly and  forcibly  to  the  reader.  It  is  reason- 
able to  assume  that  clear  thinking  should 
precede  any  attempt  to  write.  Unless  a per- 
son can  marshal  his  ideas  clearly,  it  is  too 
much  to  expect  him  to  express  himself  well 
on  the  written  or  printed  page.  We  wish 
to  say  that  many  doctors  write  exceedinglv 
well ; and  in  the  same  breath,  we  might  also 
say  that  there  are  others  who  might  write 
a great  deal  better  than  they  do,  if  they  de- 
voted more  attention  to  the  study  of  good 
models  of  English. 

There  are  a number  of  small  handbooks* 
on  scientific  writing  which  every  aspirant  to 
authorship  would  do  well  to  study.  Among 
the  commoner  faults  which  should  be  avoid- 
ed is  an  abbreviated  style.  Some  doctors, 
particularly  in  writing  up  case  histories, 
present  papers  for  publication  which  are 

*The  Writing  of  Medical  Papers  by  Mellish  published  by 
W.  B.  Saunders  Company,  Philadelphia,  and  a small  book 
on  the  same  subject  bearing  the  imprint  of  the  American 
Medical  Association  are  serviceable  and  should  be  consulted 
by  every  medical  author:  Notes  on  the  Composition  of 
Scientific  Papers  by  the  late  Sir  Clifford  Allbutt  is  of  partic- 
ular interest  since  it  goes  more  into  detail  in  the  subject 
of  Composition  of  Scientific  Papers.  Macmillan  and  Com- 
pany are  the  publishers.  On  the  Art  of  Writing  by  Sir 
Arthur  Quiller-Couch  (Putnam)  is  a very  interesting  con- 
tribution for  those  who  wish  to  study  the  Art  in  greater 
detail. 


scarcely  more  than  notes  intelligible  only 
to  the  writer  himself.  There  is  a disposi- 
tion to  leave  out  such  words  as  a and  the. 
Sometimes  the  subject  is  omitted  from  a 
sentence  and  some  times  the  predicate  is  ab- 
sent. Another  fault  is  that  of  typewriting 
papers  single  space,  which  will  not  permit  of 
editing  or  supplying  the  missing  words  by 
the  editor,  whose  function  it  is  to  make 
these  contributions  read  intelligibly.  Here 
is  a sentence  culled  at  random:  “Physic  and 
enema  by  mother  produced  bowel  movement 
but  was  still  nauseated.”  We  are  tempted 
to  quote  at  length  but  to  avoid  plagiarism  we 
believe  in  always  giving  credit  to  the  author 
of  our  quotations.  To  do  this,  however, 
might  cause  embarrassment,  so  we  shall  re- 
frain. If  papers  were  always  written  double 
space  the  editor  would  be  in  a position  to 
supply  the  missing  parts  of  a sentence.  At- 
tention is  drawn  to  page  iv,  advertising  sec- 
tion, in  which  is  presented  advice  to  pros- 
pective contributors  to  this  Journal.  Mis- 
takes may  be  avoided  by  consulting  one  or 
two  of  the  little  manuals  on  the  writing  of 
scientific  papers.  While,  owing  to  the 
exigencies  of  space,  short  papers  are  prefer- 
able to  long  ones,  no  attempt  should  be  made 
to  shorten  the  paper  by  leaving  out  words 
or  using  abbreviations  which  are  not  gen- 
erally understood.  In  fact  abbreviations 
have  very  little  place  in  literature  of  any 
description. 


THE  DEVELOPMENT  OF  THE  ELEC- 
TROCARDIOGRAPH* 

Animal  electricity  was  unknown  before 
the  time  of  Galvani,  and  it  has  been  only 
since  that  time  that  the  knowledge  which 
provides  the  physiological  basis  for  electro- 
cardiography has  accumulated.  Neverthe- 
less, events  in  biology  and  physics  converged 
during  the  preceding  two  centuries  upon 
Galvani  and  led  him  to  formulate  the  idea 
of  electricity  as  a characteristic  of  living 
tissue.  Since  Queen  Elizabeth’s  physician, 
Gilbert  of  Colchester,  first  announced  his 
views  on  the  subtle  effluvium  or  “electric” 
which  he  obtained  by  rubbing  amber,  resin, 
glass  and  gem  stones,  a whole  body  of  in- 
formation on  electricity  had  grown  up.  Von 
Guericke  (1672)  had  devised  the  first  elec- 

*This  historical  editorial  is  one  of  the  series  appearing 
in  this  Journal  on  the  general  subject  of  The  Evolution  of 
Methods  and  Devices  that  have  aided  in  the  Growth  of 
Medicine  and  Surgery. 
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trostatic  machine,  which  had  been  improved 
subsequently  so  that  a nearly  continuous 
supply  of  powerful  electricity  was  available. 
The  “Leyden  jar,”  a condensor,  in  which 
electrical  energy  could  be  stored  and  from 
which  discharges  could  be  elicited,  had  been 
devised  in  1745.  Electric  sparks,  the  electric 
shock,  the  transmission  of  electricity  over  a 
conductor  and  the  nature  of  conductors  and 
insulators  were  known  through  the  work  of 
Gray  and  Dufay.  It  was  recognized  that 
the  human  body  transmitted  electricity  and 
that  small  animals  could  be  killed  by  a suf- 
ficient electric  shock.  Benjamin  Franklin 
had  demonstrated  the  identity  of  the  dis- 
charge of  lightning  with  electricity  (1752). 
Coulomb  had  discovered  the  laws  of  electri- 
cal attraction  and  repulsion.  It  was  common 
knowledge  that  lightning  rods  protected 
houses  and  that  current  could  be  transmitted 
as  far  as  four  miles  over  an  electric  wire. 
Physicians,  since  1739,  had  reported  cures 
after  treatment  of  patients  by  electrical  dis- 
charges. The  discharge  of  the  torpedo  ray 
which  had  puzzled  men  for  centuries  had 
been  demonstrated  by  Walsh  (1773)  as  an 
electrical  phenomenon. 

Certain  features  of  biological  science  like- 
wise influenced  Galvani’s  investigations. 
Such  anatomists  as  Fabricius  (1618), 
Croone  (1664),  Steno  (1667)  and  Borelli 
(1680)  had  studied  some  of  the  mechanical 
features  of  muscular  movement,  and  Swam- 
merdam, following  1658,  had  studied  the  ac- 
tual contraction  of  the  muscles  of  frogs  by 
stimulating  the  nerve  mechanically  or  with 
chemicals.  Robert  Whytt  (1751)  and  Von 
Haller  (1755)  had  considered  the  reflex 
control  of  movement  and  the  intrinsic  irri- 
tability of  muscles  respectively. 

At  this  stage,  Galvani  began  his  work. 
He  amplified  the  earlier  experiments  of 
Swammerdam  by  stimulating  the  nerves  of 
frogs’  legs  with  charges  of  static  electricity 
from  Leyden  jars.  After  several  years  of 
study,  he  attempted  to  find  the  effect  of  at- 
mospheric electricity  upon  the  frog  material 
and  accidentally  came  upon  a phenomenon 
for  which  he  is  chiefly  known.  Frogs’  legs 
were  suspended  by  copper  hooks  from  an 
iron  balustrade  out  of  doors.  It  was  noticed 
that  spasms  developed  in  the  muscles  when 
the  wind  blew  the  tissue  against  the  iron 
of  the  balustrade.  Further  work  demon- 
strated that  a spasm  resulted  when  the  nerve 
and  muscle  were  touched  by  any  arc 
formed  by  two  metals,  such  as  copper  and 


iron.  Galvani  interpreted  the  phenomenon 
as  due  to  electricity  arising  in  the  muscle  and 
circulating  from  the  muscle,  through  the  me- 
tallic arc  and  back  to  the  muscle  again.  The 
twitching  was  considered  an  evidence  of  ani- 
mal electricity,  a term  which  he  coined 
(1791).  Volta  immediately  opposed  this 
view,  maintaining  that  the  electricity  was 
generated  at  the  contact  between  the  two 
metals,  and  that  the  convulsion  in  the  frog 
muscle  was  merely  an  indication  of  the  cur- 
rent so  generated.  A second  experiment  by 
Galvani  in  which  the  nerve  of  a frog  prep- 
aration was  brought  into  contact  with  an 
injured  muscle  likewise  elicited  a response, 
and  in  this  case,  no  metal  was  used. 

A dozen  investigators  repeated  the  ex- 
periments, agreeing  with  the  interpretation 
of  either  Galvani  or  Volta.  Von  Humboldt 
(1797)  recognized  the  value  of  the  views  of 
both  men.  He  believed  that  Volta’s  explana- 
tion of  Galvani’s  experiment  was  correct, 
but  he  also  believed  that  animal  electricity 
was  an  inherent  feature  of  the  living  tissue. 
He  furthermore  related  the  electrical  phe- 
nomenon of  the  frog  muscle  to  that  of  the 
electric  eel.  At  this  period,  Volta  (1799) 
conclusively  proved  that  electricity  could  be 
generated  from  metals.  He  stacked  alter- 
nate discs  of  copper,  zinc  and  wet  cloth  in  a 
vertical  arrangement  and  found  that  a con- 
tinuous current,  the  strength  of  which  was 
proportional  to  the  height  of  the  pile,  could 
be  obtained.  Attention  was  immediately  di- 
rected away  from  the  study  of  animal  elec- 
tricity, and  this  phenomenon  was  ignored 
until  galvanometers  were  first  devised.  The 
voltaic  pile  which  with  some  modifications 
led  later  to  the  modern  storage  battery  ini- 
tiated many  researches  of  a purely  electrical 
nature. 

Oersted  in  1819  studied  the  effect  of  cur- 
rent from  a voltaic  pile  upon  the  magnetic 
needle  of  a compass.  He  noted  that  the  nee- 
dle was  deflected  from  its  north  to  south  di- 
rection when  a wire  carrying  the  current 
was  placed  in  proximity  to  the  needle,  and 
that  the  extent  of  deflection  corresponded 
with  the  amount  of  the  current.  In  the  next 
year,  Schweigger  found  that,  if  a current 
were  made  to  pass  through  a coil  of  twenty 
to  a hundred  turns  of  wire  surrounding  a 
magnetic  needle,  the  effect  of  the  current  on 
the  needle  was  more  noticeable.  On  this 
principle,  he  constructed  the  first  galvanom- 
eter, which  was  called  the  “multiplier.”  No- 
bili,  in  1825,  devised  a more  sensitive  instru- 
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ment  called  the  “astatic  multiplier.”  This 
consisted  of  a doublet  of  nearly  equivalent 
magnetic  needles  mounted  parallel,  but  in 
opposite  directions.  The  effect  of  the  earth’s 
magnetism  was  largely  counteracted  and 
weak  currents  passing  through  a coil  of 
several  thousand  turns  of  wire  caused  a no- 
ticeable deflection  of  the  indicator  point. 
With  this  galvanometer,  Nobili,  in  1827, 
was  able  to  detect  currents  in  frog  prepara- 
tions, but  he  considered  the  effect  due  to 
temperature  differences  in  the  muscle,  rather 
than  an  evidence  of  animal  electricity. 

The  existence  of  animal  electricity  was 
not  definitely  proven  until  1838  when  Carlo 
Matteucci  restudied  the  electrical  phenomena 
of  nerve-muscle  preparations,  Matteucci 
measured  the  potential  difference  between  a 
damaged  muscle  and  its  nerve  by  means  of 
the  galvanometer,  identifying  what  he  called 
muscle  current  or  proper  current.  He  indi- 
cated furthermore  that  the  electricity  gen- 
erated within  the  muscle  and  nerve  was  ca- 
pable of  causing  convulsions  in  another 
muscle-nerve  preparation,  the  action  of  the 
latter,  known  as  the  galvanoscopic  frog,  re- 
vealing the  electrical  energy  of  the  first 
preparation  in  a manner  similar  to  that  of 
the  galvanometer  deflection.  He  likewise  in- 
vestigated the  electrical  organs  of  the  tor- 
pedo ray,  studying  the  innervation,  the  cere- 
bral control  of  discharge,  and  the  character 
of  the  shock  under  various  conditions  of 
temperature  and  fatigue.  The  charge  of  the 
electric  organ  was  demonstrated  both  by  the 
convulsive  kicking  of  frog  preparations 
placed  upon  the  back  of  a fish  and  by  gal- 
vanometric  measurements.  A small  part  of 
the  electric  organ,  the  size  of  a pinhead, 
when  isolated  from  the  ray,  was  capable  of 
initiating  a response  in  the  galvanoscopic 
frog.  Matteucci  believed  that  animal  elec- 
tricity, like  animal  heat,  was  a consequence 
of  the  chemistry  of  tissues. 

After  1843,  for  a period  of  about  thirty- 
five  years,  Emil  DuBois  Reymond  of  Ber- 
lin dominated  the  field  of  electrophysiology. 
He  repeated  and  extended  Matteucci’s  ex- 
periments upon  the  current  of  muscle  and 
nerve  and  upon  the  currents  of  the  electric 
catfish  of  the  Nile.  The  superior  measure- 
ments which  DuBois  Reymond  made  were, 
to  a large  extent,  due  to  the  use  of  better 
galvanometers  than  were  available  in  Mat- 
teucci’s time.  The  astatic  galvanometer,  al- 
though sufficiently  sensitive,  was  difficult  to 
use,  since  it  required  about  thirty  seconds 


for  the  indicator  to  stop  oscillating  after  a 
deflection.  The  Wiedemann-Bussole  and  the 
D’Arsonval  galvanometers  were  less  trouble- 
some in  this  respect,  so  that  they  became  in- 
dispensable to  the  electrophysiologist  who 
wanted  to  follow  electrical  changes  in  tis- 
sues. In  the  first  instrument,  a small  ring- 
shaped  magnet  was  suspended  between  two 
coils  of  twenty  thousand  turns  of  wire  each. 
As  the  tissue  current  passed  through  the 
coils,  the  magnet  and  its  attached  indicator 
twisted  to  one  side  or  the  other.  In  the  sec- 
ond galvanometer,  the  relation  of  the  magnet 
and  coil  was  reversed.  A fine  coil  bearing 
the  current  was  suspended  between  fixed 
magnets;  the  torsion  of  the  coil  and  the  in- 
dicator mirror  attached  to  it  was  propor- 
tional to  the  current  passing  through  the 
coil.  DuBois  Reymond  devised  non-polariz- 
ing electrodes  of  zinc  and  zinc  sulphate  and 
further  increased  the  accuracy  of  his  galva- 
nometers. The  current  found  in  muscle  tis- 
sue, he  considered,  was  due  to  the  polarized 
condition  of  the  muscle  itself,  the  inside  and 
outside  being  characterized  by  different  elec- 
tromotive particles.  These  charges,  how- 
ever, could  not  be  detected  unless  the  muscle 
tissue  was  punctured  or  cut,  when  a current 
flow  between  the  injured  and  uninjured  por- 
tion was  possible.  He  further  showed  that 
the  current  which  flowed  between  the  in- 
jured and  the  uninjured  portion  of  the  mus- 
cle could  be  diminished  by  stimulating  mus- 
cle contraction  through  the  nerve  (the  cur- 
rent of  negative  variation). 

In  1868,  Hermann  demonstrated  that  a 
perfectly  normal  uninjured  muscle  having 
no  injury  current  could  give  rise  to  a mo- 
mentary current  during  the  period  of  muscle 
contraction.  This  current  associated  with 
muscular  activity  was  called  the  action  cur- 
rent. He  contested  the  view  of  DuBois  Rey- 
mond that  a current  must  be  assumed  to  be 
present  in  uninjured  muscles,  stating  that  a 
current  in  resting  muscle  arose  through  the 
injury  process  and  was  not  an  inherent  char- 
acteristic of  normal  muscle.  The  views  of 
Hermann  were  somewhat  modified  by  sub- 
sequent observers  as  data  accumulated.  It 
was  noted  that  a constant  current  resembling 
the  current  of  injury  of  muscle  could  be  de- 
tected between  the  outer  and  inner  surfaces 
of  the  skin  of  a frog  associated  with  the  ac- 
tivity of  cutaneous  glands.  Currents  were 
demonstrated  between  the  hilum  and  the  ex- 
terior of  salivary  glands  and  between  the 
optic  nerve  and  cornea  of  the  excised  eye — 
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an  injury  current  which  could  be  increased 
or  decreased  by  the  action  of  darkness  or 
light  upon  the  retina.  Currents  were  like- 
wise indicated  in  plant  tissues,  which  led  to 
the  disuse  of  the  term  animal  electricity. 

The  modern  viewpoint  on  tissue  electric- 
ity arose  through  the  work  of  Bernstein, 
Macdonald,  and  Briinnings  during  the  first 
years  of  the  present  century  and  was  subse- 
quently modified  by  Beutner,  Lillie,  Bayliss 
and  others.  According  to  recent  views,  ions 
of  the  cell  protoplasm  are  polarized  along 
the  cell  membrane  so  that  the  cell  contents 
are  negative  while  the  exterior  is  positive. 
When  the  electrodes  of  a galvanometer  are 
placed  in  contact  with  the  surface,  there  is 
no  deflection  because  of  the  isoelectric  char- 
acter or  equivalence  in  charge  on  the  exte- 
rior of  the  membrane.  After  an  injury,  a 
current  flows  between  the  exterior  and  the 
interior  of  the  cell,  giving  rise  to  an  injury 
current  which  had  been  known  by  earlier  in- 
vestigators as  the  proper  current  (Matteuc- 
ci)  or  current  of  rest  (DuBois  Reymond). 
When  a contraction  wave  in  muscle  or  wave 
of  activity  in  a gland  passes  over  the  cell 
unit  in  the  normal  function  of  the  cell,  a 
change  in  the  permeability  of  the  cell  mem- 
brane follows  the  wave  of  activity.  At  the 
location  of  the  permeability  change,  an  elec- 
trical current  arises  between  the  exterior  and 
the  interior  of  the  cell,  initiating  an  action 
current  (Hermann).  As  the  action  current 
travels  down  a nerve  of  muscle  fibre,  it 
passes  by  one  electrode  and  then  the  other 
of  a galvanometer  in  such  a way  as  to  cause 
a deflection  in  one  direction  and  then  in  the 
other.  The  alternation  of  the  galvanometer 
reading  represents  a diphasic  response. 
When  the  current  of  injury  from  a mutilat- 
ed cell  or  group  of  cells  is  recorded,  the 
passage  of  a wave  of  activity  results  in  a 
decreased  galvanometric  reading,  rather 
than  diphasic  current.  This  is  the  negative 
variation  of  DuBois  Reymond  and  Helm- 
holtz. The  electrical  polarity  associated  with 
living  tissue  is  a consequence  of  the  metab- 
olism and  irritability  of  the  cell,  and  all  ac- 
tive cells  show  this  characteristic.  The 
forces  of  each  tissue  are  similar  to  the  elec- 
trical forces  of  the  constituent  cells,  and  the 
electrical  changes  in  polarity  associated  with 
the  excitation  of  a tissue  are  capable  of  de- 
tection. In  a practical  sense,  tbe  electrical 
changes  of  living  tissues  have  been  utilized 
in  the  investigation  and  clinical  study  of  the 
heart. 


In  1856,  Kolliker  and  Muller  demon- 
strated electrical  current  in  the  frog’s 
heart.  Burdon-Sanderson  and  Page  during 
the  70’s  and  80’s  followed  up  the  earlier 
work  with  more  complete  studies  on  both 
frog  and  turtle  hearts.  Waller  extended 
action  current  investigation  to  the  isolated 
mammalian  heart  and  in  1889  he  devised 
methods  for  determining  the  electrical 
changes  of  the  intact  heart  of  both  mammals 
and  man.  Garten  and  Einthoven  among 
others  of  the  nineteenth  century  advanced 
the  electrophysiology  of  the  heart  to  an  es- 
sentially modern  state.  All  of  the  succes- 
sors of  Kolliker  and  Muller  recorded  the 
action  currents  photographically  by  means 
of  the  Lippmann  capillary  electrometer. 
This  instrument  consisted  essentially  of 
a capillary  tube  containing  mercury,  in 
contact  with  a dilute  sulphuric  acid  solution. 
As  a current  passed  from  one  liquid  to  the 
other,  the  surface  tension  of  the  mercury 
meniscus  changed,  resulting  in  the  mercury 
column  advancing  or  receding  in  the  capil- 
lary. A beam  of  light  directed  upon  the 
junction  of  the  mercury  and  acid  could  be 
focussed  to  a camera  having  a movable  film. 
The  movement  up  and  down  of  the  mercury 
column  when  photographed  upon  a moving 
film  thus  recorded  the  electrical  changes  of 
the  heart.  This  instrument  was  extremely 
sensitive  to  quick  changes  of  current,  but 
the  inertia  of  the  mercury  did  not  allow  ideal 
curves. 

A very  sensitive  galvanometer  which 
would  not  lag  in  recording  quick  changes 
of  potential  was  desirable,  and  Einthoven 
(1903)  adopted  the  D’Arsonval  galvanom- 
eter principle  in  constructing  the  string 
galvanometer.  This  instrument  consisted 
of  an  extremely  fine  platinum  or  silver- 
coated  quartz  fibre  carrying  a current 
between  two  very  powerful  electromagnets. 
As  the  current  moved  up  or  down  the  deli- 
cate fibre,  it  was  attracted  toward  one  or 
the  other  of  the  magnets.  The  slight 
changes  of  position  of  the  wire  were  magni- 
fied by  a microscope,  and  the  image  was  re- 
corded on  a moving  photographic  film. 
Since  it  was  impossible  to  press  electrodes 
immediately  upon  the  intact  heart,  current 
was  drawn  from  the  two  arms  or  from  the 
arms  and  a leg.  The  sum  of  the  action  cur- 
rents within  the  body  was  indicated  in  the 
two  leads,  but  since  the  heart  produced  a 
varying  current  which  was  of  short  duration, 
the  action  current  of  the  heart  could  easilv 
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be  distinguished  from  all  other  currents. 
The  heart,  then,  could  be  considered  as  an 
organ,  the  action  currents  of  which  could 
be  delivered  to  electrodes  through  the  fluids 
and  tissues  of  the  body  which  act  as  elec- 
trical conductors.  During  the  first  decade 
of  the  Einthoven  galvanometer,  a number  of 
physiological  studies  were  made  upon  the 
action  current  of  the  heart,  in  which  it  was 
shown  that  the  characteristic  of  the  diphasic 
action  current  varied  in  different  physiolog- 
ical and  pathological  conditions.  The  first 
clinical  studies  upon  the  human  heart  were 
made  in  Leyden  where  the  leads  of  the  gal- 
vanometer passed  from  the  physiological 
laboratory  to  the  hospital,  nearly  a mile 
away  (1906).  This  instrument  was  first 
known  as  the  “telecardiograph.”  The  clini- 
cal side  of  electrocardiography  has  been 
studied  to  a great  extent  by  Lewis,  Kahn, 
Hoffmann,  Pardee,  Wilson  and  others.  Car- 
diac disturbances  in  rhythm,  such  as  brady- 
cardia, tachycardia,  extrasystole,  auricular 
fibrillation  and  heart  block,  and  also  disturb- 
ances in  conduction  associated  with  hyper- 
trophy of  the  heart  muscle,  atrioventricular 
bundle  block  and  possibly  changes  due  to  the 
coronary  circulation  are  the  most  outstand- 
ing conditions  which  influence  the  type  of 
the  electrocardiographic  curves.  The  instru- 
ment is  of  secondary  value  in  the  diagnosis 
of  valvular  defects  of  the  heart. 

In  recent  years,  new  types  of  galvanom- 
eters have  received  great  use  in  electrocar- 
diography. These  instruments,  known  as 
oscillographs,  instead  of  requiring  a very 
sensitive  galvanometer,  use  a quick  respond- 
ing type  which  reacts  to  the  feeble  heart  cur- 
rents only  after  they  have  been  amplified 
several  thousand  times  through  vacuum  tube 
amplification. 


MEDICAL  ECONOMICS 


MEDICAL  HEALTH  SERVICE* 

H.  A.  LUCE,  M.D. 

Chairman  of  the  House  of  Delegates 

It  is  probable  that  the  desire  of  those  assembled 
here  is  that  the  reasons  for  the  action  of  the  spe- 
cial meeting  of  the  House  of  Delegates  at  Flint  be 
analyzed,  as  much  as  to  learn  what  actually  took 
place.  A history  of  the  events  leading  to  the  action, 
the  background  of  the  situation  and  certain  prin- 
ciples relative  to  medical  service  must  be  considered. 
Unless  one  has  pursued  intensive  study  or  has  been 

^Extracts  from  a speech  given  by  Dr.  Henry  A.  Luce 
before  West  Side  Medical  Club,  May  3,  1934. 


in  actual  practice  during  the  entire  period,  he  has 
not  a full  conception  of  the  changes  that  have  taken 
place  in  medical  practice  during  the  past  twenty 
years.  A vision  of  the  future  must  of  necessity 
be  attempted  to  properly  rationalize  our  present 
plans. 

At  the  Pontiac  meeting  of  the  House  of  Delegates 
in  1932,  a committee  on  Medical  Economics  was 
approved  and  its  appointment  authorized.  The  sub- 
ject of  health  insurance  was  considered  at  two 
subsequent  meetings  of  the  House  of  Delegates.  On 
account  of  conflicting  reports  about  the  operation  of 
health  insurance  in  England,  a commission  was  sent 
to  England  in  January,  1934.  On  the  commission’s 
return,  each  member  prepared  a separate  report,  and 
it  will  be  of  interest  to  know  that  the  one  who 
went  to  scoff,  remained  to  pray.  It  was  his  report 
that  had  to  be  toned  down  and  soft-pedaled  rather 
than  that  of  Dr.  Sinai.  However,  an  outstanding 
remark  in  the  joint  report  of  the  commission,  em- 
phasized at  several  subsequent  sessions,  namely,  “In 
presenting  this  report  your  commission  wishes  to 
record  its  opposition  to  the  introduction  into  the 
United  States  of  any  system  of  health  insurance  now 
existing  in  any  country  of  Europe,”  is  of  noteworthy 
importance.  Another  point  to  be  emphasized  is  that 
the  faults  of  the  English  system  are  the  result  of 
the  British  Medical  Association  being  unprepared 
with  any  plan  at  that  period  in  British  history  when 
a plan  was  needed. 

The  medical  profession  in  this  country  today  is 
much  in  the  same  position  as  the  early  settler  in 
the  prairie  areas  of  the  West.  He  sees  in  the  dis- 
tant horizon  the  smoke  and  flames  of  an  oncoming 
devastating  conflagration.  He  has  two  chances : 
wait  and  hope  the  wind  will  change,  or  start  a 
back  fire  and  save  his  possessions  and  protect  his 
future.  Those  in  the  medical  profession  who  say 
that  everything  is  going  to  be  all  right  in  a short 
time,  that  the  medical  organizations  should  not  lead 
in  the  formation  of  plans  for  service,  are  waiting 
in  a vain  hope,  not  predicated  on  logic  or  history, 
but  based  on  prejudice  and  negativism.  To  those 
who  are  supinely  confident  that  soon  all  is  coming 
back  with  the  return  of  prosperity,  my  thoughts 
return  to  my  early  years  with  their  colorful  fairy 
tales  in  which  right  always  triumphed,  but  in  the 
cold  realities  of  later  life  we  often  see  our  ideals 
dragged  in  the  dust  because  those  who  should  cham- 
pion their  cause  sit  idly  by  in  anticipation  of  some 
eleventh-hour  miracle. 

Do  not  condemn  your  fellow  practitioner  for  his 
connection  with  organizations  operating  at  a profit : 
the  compensation  surgeon  working  for  an  insurance 
company.  Do  not  condemn  the  public  health  doctor 
as  an  individual.  Do  not  condemn  the  reserve  corps 
of  the  Army  and  Navy.  Do  not  condemn  the  vet- 
erans’ bureau  doctor.  Do  not  condemn  the  doctors 
on  hospital  staffs  doing  free  work  or  on  a part  pay 
basis.  You  know  well  enough  that,  should  they  re- 
fuse, there  are  scores  of  others  willing  to  take  the 
position  at  a moment’s  notice. 

Rather  direct  your  energies  towards  wrong  sys- 
tems ; meet  the  problem  in  a constructive,  not  a de- 
structive, way. 

The  costs  of  medical  care  are  incurred  in  a hap- 
hazard, uncertain  and  unbudgetable  way.  How 
much  longer  do  we  expect  a nation,  system-minded, 
production  at  minimum  cost,  students,  flooded  with 
socially-minded  leaders,  will  keep  from  attacking  the 
problem  of  the  distribution  of  medical  care? 

The  gap  has  existed  for  years  between  those 
needing  service  and  those  able  to  furnish  it.  It  was 
recognized  before  the  depression  and  the  depression 
widened  it.  It  is  fair  to  conclude  that  the  gap  will 
not  be  closed  with  a return  to  normalcy.  The  ma- 
jority of  the  proponents  of  health  insurance  in  the 
medical  profession  are  men  past  that  period 
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in  life  which  welcomes  change,  but  have  in  addi- 
tion a greater  sense  of  responsibility  for  human 
life.  They  feel  that  the  full  benefits  of  the  progress 
that  medical  skill  has  achieved  should  be  available 
to  all  humanity.  Two  factors  seem  to  keep  the 


of  Approval  by  the  House  of  Delegates  only  ap- 
proval of  the  following  points  was  made,  namely: 

a.  Approval  of  the  general  principles  of  the  plan. 

b.  Approval  for  discussion  of  the  plan  with  em- 
ployers and  employees. 


Wayne  University  College  of  Medicine 


This  is  an  unusual  picture  of  what  was  long  known  as  the  Detroit 
College  of  Medicine  and  Surgery.  All  the  old  buildings  occupying  the 
triangular  lot  across  the  street  have  been  razed  and  the  ground  is  in 
process  of  being  made  into  a park.  The  widening  of  Gratiot  Avenue  has 
resulted  in  a clear,  open  space  from  the  college  steps.  Immediately  to  the 
rear  of  the  college  are  the  laboratory  buildings  and  a building  in  which 
is  located  a large  auditorium  and  the  Medical  Library,  which  is  the  med- 
ical department  of  the  Detroit  Public  Library.  On  a large  wooden  sign- 
board over  the  entrance  of  the  college  is  the  new  name  of  the  institution 
which  shows  it  to  be  a unit  of  Wayne  University.  Each  alumnus  of  the 
Detroit  College  of  Medicine  and  the  Detroit  College  of  Medicine  and 
Surgery  will  be  given  a certificate  designating  his  relation  to  the  newly 
named  institution. 

See  page  336  for  announcement  of  the  Detroit  College  of  Medicine 
Alumni  Day,  which  is  being  held  this  year  on  June  seventh. 


patient  and  the  doctor  apart — the  patient’s  inertia 
and  an  economic  cause.  The  patient’s  inertia  is 
illustrated  by  his  indifference  to  such  free  treatments 
as  are  even  now  available — such  as  vaccination  and 
immunization  in  general. 

The  old  custom  of  collecting  from  the  thrifty  and 
letting  the  shiftless  go  by  is  open  to  criciticsm.  It 
is  unfair  that  the  medical  profession  should  carry 
the  load  of  the  services  to  the  unfortunate  when 
the  burden  should  fall  on  the  community  as  a whole. 
There  should  be  no  charity  or  clinic  cases  except 
such  as  are  actually  needed  for  teaching  purposes 
or  are  personal  selections  by  the  physician  himself. 
The  public  feels  that  the  doctor  is  foolish  for  as- 
suming such  a tremendous  burden  as  he  has  been 
accumulating. 

Remember,  the  government  has  the  power  to  take 
over  the  entire  medical  work  of  the  units  under 
its  control,  and  by  arranging  to  have  work  done  by 
salaried  government  employees  it  can  go  far  towards 
establishing  state  medicine  on  a permanent  basis. 

There  is  nothing  new  or  revolutionary  about  the 
idea  of  group  activity  and  control.  Industry  has 
long  recognized  it.  Only  we  in  the  medical  pro- 
fession have  desperately  tried  to  hold  on  to  our 
halos,  have  tried  to  assure  ourselves  that  our  pro- 
fession is  not  subject  to  fundamental  laws. 

You  will  notice  specifically  that  in  the  Resolution 


c.  Approval  of  an  action  to  determine  the  legal 
status  of  the  Mutual  Health  Service  and  the 
necessary  action  for  the  organization  of  the 
Mutual  Health  Service  for  presentation  to  the 
House  of  Delegates  for  final  action. 

All  of  this  is  safeguarded  by  a further  resolution 
that  the  plan  for  Mutual  Health  Service  shall  not 
be  inaugurated  in  any  county  without  the  approval 
of  the  County  Medical  Society  as  well  as  the  State 
Medical  Society.  This  should  prove  to  anyone  that 
no  plan  has  been  adopted  nor  will  receive  action 
without  due  and  timely  notice.  However,  the  House 
of  Delegates  felt  that  the  continuation  of  the  work 
of  the  Committee  on  Medical  Economics  should  be 
encouraged  and  by  a unanimous  vote  near  the  close 
of  the  session  gave  the  committee  an  expression  of 
confidence. 

The  delegates  have  returned  to  their  respective 
county  societies  and  have  been  criticized  for  actions 
that  did  not  take  place.  They  showed  almost  unani- 
mous willingness  to  be  guided  by  their  constituents. 
The  problem  is  now  flatly  in  the  lap  of  the  mem- 
bers of  the  profession.  No  irrevocable  action  has 
been  taken  by  the  House  of  Delegates.  You  as 
members  of  the  profession  are  to  decide ; you  must 
assume  the  responsibility.  It  is  a grave  responsi- 
bility whether  you  accept  or  reject.  It  is  not  to  be 
treated  lightly  nor  to  be  decided  without  careful 
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and  thoughtful  consideration.  Make  your  decision 
in  a cool,  analytical  manner.  Try  to  visualize  the 
future  as  well  as  humanly  possible.  Study  the  trend 
of  the  present  as  well  as  the  history  of  the  past. 
Let  no  preconceived  ideas  influence  you.  Give  no 
premature  instructions  to  your  representatives.  Be- 
tween now  and  the  September  meeting,  which  is  in 
all  probability  the  earliest  the  matter  will  be  con- 
sidered, much  can  transpire.  Other  plans*  are  in 
the  process  of  development.  All  honor  to  the  pro- 
ponents of  “back  fires”  to  protect  our  traditions  and 
render  adequate  service  to  the  public. 

Again  I repeat,  it  is  your  problem,  your  respon- 
sibility. You  cannot  evade  it.  The  public  look  to 
the  medical  profession  for  guidance  because  it  is  a 
public  economic  problem  and  who  is  better  qualified 
than  the  medical  profession  to  decide?  History  is 
in  the  making;  good  or  bad  as  we  determine.  The 
politicians  and  commercial  interests  have  determined 
the  outcome  of  the  matter  in  other  countries  to 
the  detriment  of  the  public  as  well  as  the  medical 
profession.  If,  in  vour  opinion,  no  action  should 
be  taken  by  the  medical  organization,  have  the  cour- 
age to  say  so;  go  on  record  to  that  effect.  Write 
a letter  to  the  Economics  Committee  stating  your 
reasons.  If  you  are  correct,  posterity  will  crown 
you.  If  you  are  wrong,  it’s  your  requiem.  By  all 
means  express  yourself.  If  you  are  convinced  that 
the  Economics  Committee  are  working  along  the 
right  course,  lend  your  assistance.  Criticize  their 
plan  constructively.  Write  the  committee  your  rea- 
sons for  thinking  certain  parts  of  the  plan  are 
unworkable.  When  you  come  to  write  constructive 
things,  you  will  find  it  more  difficult  than  mere  oral 
denunciations.  The  committee  bravely  acknowledges 
the  experimental  state  of  the  plan  and  are  aware 
of  the  seriousness  of  its  principle.  They  will  wel- 
come facts  and  suggestions.  It  is  your  duty  to  take 
your  share  of  the  load. 


MODERN  EXTENSIONS  OF  BEAUMONT’S 
WORK 

Note. — The  British  Medical  Journal  in  its  issue 
of  April  14,  1934,  contained  the  following  review 
of  the  Beaumont  Lectures  given  in  Detroit  in  1933 
and  printed  in  the  March-May  numbers  of  this 
Journal.  Since  these  lectures  were  delivered  in  a 
city  in  our  own  State  and  since  they  commemorated 
the  one  hundredth  anniversary  of  the  publication 
of  Beaumont’s  work  on  Digestion,  we  reproduce  the 
review  by  the  British  Medical  Journal. 

“The  year  that  has  just,  passed  was  the  centenary 
of  the  publication  by  Dr.  William  Beaumont  of  his 
classical  book,  Experiments  and  Observations  on  the 
Gastric  Juice  and  the  Physiology  of  Digestion.  This 
described  his  investigation  on  his  patient  with  gastric 
fistula — Alexis  St.  Martin.  Beaumont’s  studies  be- 
came known  throughout  the  world,  and  his  methods 
were  applied  by  Claude  Bernard  to  lower  animals 
and  later  by  Pavlov  to  dogs.  Of  succeeding  physiol- 
ogists none  in  America  has  advanced  our  knowl- 
edge of  the  subject  so  much  as  Professor  W.  B. 
Cannon  of  Harvard,  and  in  a small  work  compact 
with  information  he  has  brought  up  to  date  the  mod- 
ern extensions  of  Beaumont’s  studies.  The  lectures 
formed  a course  in  the  Beaumont  Foundation  Lec- 
tures, and  commemorate  the  hundredth  anniversary 
of  the  publication  of  Beaumont’s  classical  work. 

“Beaumont’s  book  is  essentially  practical  and  de- 
scriptive of  his  actual  experiments,  but  at  times  he 
was  tempted  to  express  certain  theoretical  opinions 
regarding  the  nature  of  processes  which  he  could 
not  fully  determine  by  observational  methods. 

*The  speaker  here  referred  to  the  plan  being  inaugurated 
in  Wayne  County  with  which  he  is  in  entire  accord. 


Among  the  opinions  were  those  included  in  a brief 
chapter  entitled,  ‘Of  Hunger  and  Thirst.’  In  regard 
to  both  of  these  sensations  Beaumont  took  a view 
which  was  contrary  to  the  accepted  physiological 
teaching  of  his  day,  and,  though  his  own  explana- 
tions were  incomplete,  he  did  approach  nearer  to  the 
truth  than  the  authorities.  Beaumont  declared  that 
thirst  is  a sensation  arising  from  the  mouth  and 
fauces,  a feeling  of  dryness  due  to  evaporation  of 
moisture  from  the  surfaces  of  those  regions  because 
the  passage  of  the  respired  air  took  up  the  moisture 
at  a rate  faster  than  it  could  be  supplied.  He  sug- 
gested that  the  failure  of  a secretion  adequate  for 
keeping  the  surfaces  of  the  pharynx  moist  was  due 
to  a viscid  state  of  the  blood  resulting  from  an  in- 
adequate water  supply.  That  thirst  has  a local 
source  in  the  mouth  and  pharynx  is  shown  by  the 
relief  obtained  from  painting  the  back  of  the  mouth 
with  cocaine ; sipping  a small  amount  of  water  will 
temporarily  relieve,  or  holding  in  the  mouth  a sub- 
stance which  causes  a secretion  of  saliva,  like  lemon, 
will  lessen,  thirst.  In  thirst  the  salivary  glands, 
whose  secretion  is  about  98  per  cent  water,  are  un- 
favourably affected  by  the  deficient  general  water 
supply.  Such  a deficiency  may  occur  in  people  de- 
prived of  water,  or  temporarily  when  large  amounts 
of  fluid  are  secreted  into  the  alimentary  canal  in  the 
form  of  gastric  and  pancreatic  juice  during  diges- 
tion. Naturally,  in  our  ordinary  eating  habits  we 
take  water  with  food  as  we  eat.  This  water  is  soon 
absorbed  after  its  passage  through  the  stomach,  and 
serves  to  compensate  for  the  loss  of  water  from  the 
body  in  the  digestive  secretions  which  are  poured 
out  as  digestion  continues  after  the  meal  is  over. 
Instead  of  there  being  an  increased  viscosity  of  the 
blood  as  Beaumont  suggested,  there  is  a reduced 
blood  volume  and  an  attendant  reduction  of  the  flow 
of  saliva.  Beaumont’s  view  of  hunger  was  that  it 
was  ‘produced  by  a distension  of  the  gastric  vessels, 
or  that  apparatus,  whether  vascular  or  glandular, 
which  secretes  the  gastric  juice.’  He  reasoned  that 
the  sensation  must  have  its  source  in  the  stomach 
itself  and  that  it  was  an  expression  of  local  conges- 
tion of  the  mucous  membrane,  and  he  cited  the  fact 
that  application  of  food  to  the  internal  coat  of 
the  stomach  results  in  an  immediate  throwing  out 
of  a quantity  of  fluid  which  mixes  with  the  food. 
Careful  observation,  however,  reveals  that  hunger  is 
intermittent  or  recurrent  in  character,  and  Professor 
Cannon  demonstrated  in  1910  that  hunger  pangs 
were  due  to  cramplike  tightening  of  the  smooth  mus- 
cle of  the  gastric  wall.  These  may  occur  in  the  ab- 
sence of  nervous  government  from  the  spinal  cord 
and  brain,  but  they  are  influenced  reflexly  through 
the  vagi,  and  may  be  abolished  in  strong  emotional 
states.  Alcohol  and  tobacco  cause  cessation  of  the 
hunger  contractions,  as  do  vigorous  muscular  exer- 
cise and  the  old  habit  of  tightening  one’s  belt,  at 
least  for  a time. 

“Beaumont  noted  that  in  his  patient  Alexis  St. 
Martin  symptoms  of  general  indisposition  were  as- 
sociated with  considerable  disturbance  of  the  proc- 
esses of  the  stomach  : ‘no  gastric  juice  can  be  ex- 
tracted, not  even  on  the  application  of  alimentary 
stimulus  . . . food  taken  in  this  condition  of  the 
stomach  remains  undigested  for  twenty-four  or 
forty-eight  hours,  or  more,  increasing  the  derange- 
ment of  the  whole  alimentary  canal,  and  aggravating 
the  general  symptoms  of  the  disease.’  Not  only  de- 
bilitating disease  but  also  exhausting  labour  is  as- 
sociated with  failure  of  proper  action  of  the  diges- 
tive organs.  Pavlov’s  experiments  demonstrated  the 
effect  of  the  nervous  system  on  the  digestive  secre- 
tions ; not  only  was  there  a direct  vagal  secretory 
effect  on  the  stomach  and  pancreas,  but  a psychic 
secretion  took  place  when  the  higher  centres  of  the 
brain  were  stimulated  by  sight  or  smell  of  food, 
and  these  higher  centres  then  stimulated  the  vagal 
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nuclei.  Cannon  showed  that  attendant  on  the  psychic 
secretion  from  the  digestive  glands  there  is  a psy- 
chic increase  of  muscular  tone,  both  being  conse- 
quences of  vagal  excitation.  On  the  vagal  and  the 
sacral  visceral  nerves  depend,  therefore,  important 
relations  of  digestion  and  health.  But  the  digestive 
process  may  also  be  profoundly  disturbed  through 
the  positive  action  of  the  sympathetic  division  of 
the  autonomic  system,  a division  which  is  commonly 
opposed  in  action  to  the  cranial  division  and  which 
has,  consequently,  an  inhibitory  effect  on  muscular 
tone  and  on  the  secretions  of  the  digestive  glands. 
Beaumont  reported  the  influence  of  extreme  anger 
upon  gastric  digestion  as  observed  in  Alexis  St. 
Martin.  Not  only  emotion  but  also  pain  can  affect 
the  digestive  process. 

“Professor  Cannon’s  own  work  has  shown  that  the 
inhibition  of  the  digestive  process  is  but  a single 
item  in  a variegated  picture  produced  by  stimulation 
of  the  sympathetic  nervous  system.  In  addition  to 
the  well-known  acceleration  of  the  heart  and  rise 
of  blood  pressure,  there  is  a complex  of  other 
changes,  including  redistribution  of  blood  in  the 
body,  discharge  of  extra  corpuscles  from  the  spleen, 
more  rapid  coagulation  of  the  blood,  increase  of 
blood  sugar,  and  dilatation  of  the  bronchioles.  All 
these  may  be  brought  about  by  conditions  which 
excite  the  sympathetic  system ; prominent  among 
such  conditions  are  external  cold,  hypoglycsemia, 
motion,  and  emotion.  The  sympathicoadrenal  sys- 
tem is  thus  a protective  agency  in  times  of  crisis ; 
but  much  more  an  effective  factor  in  maintaining 
constancy  of  the  internal  environment,  rendering  the 
higher  mammals  independent  of  external  changes  of 
temperature  and  likewise  independent  of  possible 
disturbances  which  might  be  caused  by  our  own  ac- 
tions. This  fitness  for  flight  or  fight  is  of  great 
value  to  the  organism.  The  repercussion  of  the  emo- 
tions on  digestion  suggests  some  practical  advice. 
Since  the  total  complex  of  bodily  changes  associated 
with  emotional  excitement  is  properly  interpreted  as 
preparation  for  struggle,  we  should  try  to  take  a 
rational  attitude  towards  any  exciting  incident 
which  may  occur.  We  should  decide  that  if  there  is 
action  to  be  engaged  in,  the  excitement  should  be 
allowed  to  run  its  full  course  without  limitation.  If 
there  is  nothing  to  be  done  in  the  circumstances, 
however,  it  is  unwise  to  permit  the  organism  to  be 
deeply  disturbed,  and  especially  the  fundamentally 
important  functions  of  digestion  to  be  inhibited. 
When  an  occasion  arises  which  provokes  a degree 
of  excitement  that  cannot  be  controlled  the  reason- 
able behaviour  is  that  of  working  off  in  hard  physi- 
cal labour  the  bodily  changes  which  have  occurred 
in  preparation  for  vigorous  effort.  We  should  dig 
till  we  gently  perspire.  Often  the  excited  state  can 
thus  be  reduced  and  the  body,  instead  of  being  up- 
set, is  restored  to  normal.” 


INJURIES  OF  THE  EYE 
(The  Rainboiv) 

The  earhandicapped  who  read  lips  are  dependent 
on  their  eyes.  They  should  keep  their  eyes  in  the 
best  possible  condition.  Dr.  H.  H.  Seabrook  of  New 
York  is  reported  to  have  said,  in  part : “Our  coun- 

try leads  the  world,  apparently,  in  the  brilliancy  of 
its  artificial  illumination  and  certainly  leads  the 
world  in  ocular  exhaustion,  discomfort  and  conges- 
tion. When  gas  came  into  general  use  these 
troubles  began  to  increase,  and  a further  increase 
was  in  evidence  as  the  incandescent  electric  lamp 
came  more  and  more  into  fashion.  Both  here  and 
abroad  oculists  agree  that  the  kerosene  burner  is  the 
least  harmful  artificial  illuminant.  The  incandescent 
lamp  has  given  rise  to  more  chronic  eye  degenera- 


tion and  disturbance  than  any  other  light  used  for 
near  work.” 

All  of  the  doctors  said  that  by  a little  care  the 
incandescent  bulb  can  be  made  almost  as  harmless  as 
the  kerosene  lamp.  They  advised  the  use  of  illumi- 
nation by  reflection  student  lamps  and  ground-glass 
bulbs. 

Many  years  ago  we  had  noticed  the  disagreeable 
effect  of  the  incandescent  bulb.  Everyone  has  ex- 
perienced the  after-images  after  looking  at  a strong 
electric  light.  At  that  time  we  used  a very  simple 
device  in  order  to  make  the  illumination  less  dis- 
agreeable by  placing  the  opaque  disc  under  the  light 
instead  of  above  the  light.  The  light  was  reflected 
from  the  ceiling  and  proved  to  be  very  agreeable 
to  the  eye.  It  was,  as  far  as  we  know,  the  first 
design  for  indirect  illumination,  at  least  in  Detroit, 
although  such  a simple  device  may  have  been  used 
by  many  others  in  many  localities.  It  was,  how- 
ever, if  we  remember  correctly,  of  sufficient  interest 
to  be  mentioned  in  the  Detroit  Times  in  a little  item. 
The  warning  concerning  a too  bright  illumination 
should  be  heeded.  Automobile  drivers  must  be  im- 
pressed by  the  effect  of  headlights  which  are  too 
bright.  An  illumination  which  exceeds  the  physio- 
logical demands  cannot  help  but  be  injurious  to  a 
more  or  less  great  degree.  We  know  of  snow  blind- 
ness even  if  it  is  usually  only  temporary.  The  eye 
is  a precarious  organ  which  demands  protection 
from  unnecessary  injuries. 


PRIZE  ESSAY— THE  DOCTOR 

The  painting  entitled  “The  Doctor,”  by  Luke 
Fildes,  has  been  long  familiar  not  only  to  the  med- 
ical profession,  but  to  the  laity  as  well.  The  origi- 
nal, which  was  painted  in  1891,  is  to  be  found  in 
the  Tate  Art  Gallery,  London.  Fildes  was  born 
in  1844  and  died  in  1927.  The  painting  in  question 
is  presumed  to  represent  the  home  of  a “crofter” 
in  the  Highlands  of  Scotland.  The  doctor  employed 
by  Queen  Victoria  is  credited  with  the  ministrations 
to  the  sick  child.  A sculptured  reproduction  was 
on  exhibition  a few  weeks  ago  in  Detroit  and  a 
prize  was  offered  to  the  person  giving  the  best  de- 
scription of  the  sculptured  picture.  The  prize  was 
awarded  to  Mr.  U.  R.  Bailey  of  Detroit,  the  father 
of  Dr.  Louis  J.  Bailey,  one  of  the  younger  members 
of  the  Wayne  County  and  Michigan  State  Medical 
Societies.  The  following  is  Mr.  Bailey’s  interesting 
description  of  the  picture : 

“Standing  before  the  reproduction  of  The  Doctor, 
I was  filled  with  awe  and  admiration  for  the  ability 
of  the  artists  who  could  portray  such  a touching 
scene  and  bring  to  the  mind  of  the  observer  the 
great  need  and  necessity  for  the  family  physician 
in  the  home.  It  never  occurred  to  me  that  there 
was  any  incongruity  in  this  sordid  setting,  although 
the  poverty  and  squalor  would  seem  to  indicate  that 
this  doctor  was  out  of  place  in  this  sort  of  home. 
However,  he  seemed  to  be  part  of  the  scene,  as 
indeed  that  is  exactly  the  role  played  by  the  family 
physician;  he  knows  no  class,  no  color,  sect  or 
creed.  His  is  a mission  of  mercy;  he  ministers 
unto  not  only  the  ills  of  the  body,  but  he  renders 
surcease  to  the  sick  soul.  His  knowledge  of  medi- 
cine, psychology,  and  human  nature  fits  him  to  act 
as  doctor,  advisor,  counsellor,  and  friend.  Who  has 
not  felt  that  sense  of  security  the  moment  the  doc- 
tor enters  the  sick  chamber.  He  seems  to  dispense 
that  invisible,  intangible,  subtle  something  that  at 
once  makes  us  feel  better  in  mind  as  well  as  in 
body.  Many  a man  has  gone  forth  from  beside 
a sick  bed,  his  spirit  brightened,  his  morale  strength- 
ened by  the  kindly  words  and  human  touch  of  the 
family  physician,  who  knows  just  how  to  prescribe 
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for  those  heartaches  that  come  when  sickness  and 
disease  attack  our  loved  ones. 

“We  need  The  Doctor  in  our  homes  now  more 
than  ever.  We  need  his  wisdom,  his  counsel,  his 
friendship  and  sympathy.  We  need  him  as  the  Gali- 
leans needed  the  Great  Physician,  who  taught  His 
wonderful  precepts  of  health  and  manhood. 

“The  look  of  perfect  confidence  upon  the  father’s 
face  in  the  picture,  and  his  attitude  of  complete 
submission  to  the  will  of  the  doctor,  indicates  that 
he  is  satisfied  that  all  within  human  power  will  be 
done  to  restore  health  to  his  loved  one  whom  he 
adores.  This  confidence  is  typical  of  the  medical 
profession.  Such  faith  has  been  born  by  centuries 
of  honest,  faithful  service  on  the  part  of  the  family 
physician. 

“The  look  of  deep  interest  upon  the  doctor’s  face 
indicates  that  he  feels  the  same  pangs  of  pain,  the 
same  sense  of  suffering  and  sorrow  felt  by  the  par- 
ents, and  that  same  look  assures  us  that  he  will 
use  all  his  great  surgical  skill  and  medical  knowl- 
edge to  restore  to  health  the  little  child  who  is 
passing  through  the  shadows. 

“The  doctor’s  mission  is  one  of  mercy  and  com- 
passion, and  his  profession  ‘seems  like  God’s’  be- 
cause it  is  a mission  of  untiring,  unselfish  service.” 


STREAMLINES  GONE  DAFFY 

Ah  just  cam  frae  Shanty  Toon,  wi  streamlines 
on  rna  car, 

It’s  fu’  o’  streamlined  gasoline  that  oucht  tae  tak’ 
me  far 

Aboot  th’  streamlined  countryside,  where  green’s  th’ 
meadow  patch, 

An’  A’ve  a streamlined  o’ercoat,  wi’  colors  a’  tae 
match. 

Ah  hae  a freen’  wha’s  aw’fu’  sick  vti’  streamlined 
pains'  acute, 

That  rins  frae  taes  tae  gowden  hair  that’s  stream- 
lined roon  aboot, 

An’  A’ve  a freen’  wha’s1  apt  tae  tell  a streamlined 
story  auld 

That  wull  bring  th’  smiles  that’s  streamlined  a’  doon 
frae  where  yer  bauld. 

An’  there’s  that  chap  wha  whittled  oot  a stream- 
lined wooden  gun, 

An’  foon’  a streamlined  passageway  richt  oot  intil 
th’  sun, 

An’  there  wis  placed  richt  i’  his  way  a gatlin’  gun 
tae  take 

That  is  fu’  o’  streamlined  bullets  tae  help  him  mak 
th’  break. 

Th’  Doctor  used  tae  gi’  us  pills  th’  color  o’  guid 
wine, 

An’  cured  oor  guid  auld  streamlined  chills  wi’  cap- 
sules o’  quinine 

That  was  mixed  wi’  streamlined  calomel  that  griped 
a streamlined  grip, 

An’  sometimes  he  gi’ed  a sample  frae  th’  bottle  on 
his  hip. 

Noo,  th’  lassies  a’  are  dressin’  wi’  streamlines  o’er 
their  hips, 

An’  using  oop  oor  ink  that’s  red  tae  streamline 
roon’  their  lips, 

Th’  artists  too  are  drawin'  stuff  wi’  streamlines 
roon  aboot, 

Bit  wha  is  there  on  earth  tae  tell  just  what  it’s 
a’  aboot? 

Weelum. 
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THE  DOCTOR  CONTINUES  TO  LOOK 
AT  PUBLIC  HEALTH 

Your  Committee  continues  to  advocate  a 
procedure  whereby  the  family  physician  will 
actively  participate  in  the  community  health 
program  by  providing  preventive  medical 
services  for  his  clients.  Such  a program 
is  by  no  means  a substitute  for  the  properly 
organized  full-time  local  health  service  with 
a well-trained  health  officer  and  a qualified 
personnel  of  public  health  nurses  and  health 
educators.  Such  units  can  in  most  instances 
be  economically  established  on  a county- 
wide basis  except  where  the  population  is 
so  sparse  that  several  counties  may  be  com- 
bined into  a health  district.  Such  a health 
department  should  work  hand  in  hand  with 
the  qualified  and  prepared  physician  whose 
influence  in  the  field  of  health  education  may 
be  materially  expanded. 

In  our  report  published  in  the  April  issue 
of  this  Journal  it  was  stated  that  a sched- 
ule had  been  mapped  out  for  the  spring 
months  with  the  expectation  of  carrying  the 
program  of  professional  participation  into 
every  part  of  the  state.  During  the  past 
two  months  the  holding  of  a number  of  con- 
ferences has  been  made  possible  through  the 
courtesy  of  the  W.  K.  Kellogg  Foundation 
of  Battle  Creek. 

On  April  19  an  all-day  session  was  held 
in  Bay  City  at  the  request  of  Dr.  Louis  F. 
Foster,  a member  of  this  Committee  and 
Secretary  of  the  local  Medical  Society.  Dr. 
J.  H.  McEwan,  President  of  the  Bay  County 
Medical  Society,  presided  at  the  various  ses- 
sions and  there  were  approximately  sixty 
physicians  in  attendance. 

In  the  morning  a Clinico-Pathological 
Conference  was  held  in  the  Auditorium  of 
the  Elizabeth  McDowell  Bialy  Memorial  of 
the  Mercy  Hospital.  The  clinical  discussion, 
which  was  devoted  to  the  control  of  com- 
municable diseases,  was  opened  by  Dr.  D. 
J.  Mosier  of  Bay  City.  Other  members  of 
the  Bay  County  Medical  Society  took  a very 
active  part  in  the  discussion  which  followed. 
The  clinical  figures  were  summarized  by  Dr. 
John  E.  Gordon  of  Detroit,  who  emphasized 
the  important  diagnostic  points  of  scarlet 
fever  and  conditions  with  which  it  might  be 
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confused.  The  case  which  was  reported  at 
the  Conference  was  taken  from  the  files  of 
the  Herman  Kiefer  Hospital  by  Dr.  J.  A. 
Kasper,  Pathologist  at  that  institution,  who 
conducted  the  Conference. 

At  the  afternoon  session  Dr.  Gordon 
spoke  on  the  control  of  scarlet  fever  and 
discussed  his  recently  conceived  plan  for 
shortening  the  quarantine  period  of  scarlet 
fever  cases  and  reported  the  results  thus  far 
obtained. 

Later  in  the  afternoon  the  meeting  was 
adjourned  to  the  Wenonah  Hotel,  where  a 
symposium  on  the  diagnosis,  treatment  and 
control  of  tuberculosis  was  presented.  Dr. 
Wm.  A.  Evans  of  Detroit  spoke  on  the  im- 
portance of  the  x-ray  in  the  diagnosis  and 
follow-up  treatment  of  tuberculous  lesions 
in  the  lungs.  This  discussion  was  illustrated 
by  comprehensive  exhibits  of  chest  films 
which  Dr.  Evans  used  to  emphasize  the  in- 
fluence of  x-ray  examination.  He  illustrated 
the  successful  results  which  may  be  obtained 
by  the  various  forms  of  collapse  therapy. 
Another  exhibit  showed  the  pathological 
lesions  together  with  the  roentgenological 
films.  Dr.  Bruce  Douglas  of  Detroit,  Presi- 
dent of  the  Michigan  Tuberculosis  Associa- 
tion, summarized  a survey  recently  conduct- 
ed among  high  school  students  in  and  near 
Bay  City.  He  placed  particular  emphasis 
upon  the  need  for  early  diagnosis  and  his 
discussion  was  supported  by  films  showing 
the  healed  childhood  type  of  tuberculosis  as 
well  as  active  cases  of  the  adult  pulmonary 
type. 

At  the  dinner  hour  there  were  present  as 
guests  of  the  Bay  County  Medical  Society 
all  the  members  of  the  Board  of  Supervisors. 
Dr.  L.  O.  Geib,  Chairman  of  the  Committee 
on  Preventive  Medicine  of  the  State  Medi- 
cal Society,  outlined  the  plan  for  medical 
participation  which  was  adopted  by  the  So- 
ciety at  its  last  annual  session  held  in  Grand 
Rapids.  This  was  followed  by  a brief  talk 
by  Dr.  Douglas,  in  which  he  emphasized  the 
economies  to  the  county  which  might  ac- 
crue by  a program  for  the  early  discovery 
of  tuberculosis  through  the  employment  of 
a case  finding  program  involving  the  use 
of  the  tuberculin  test  followed  by  a roent- 
genological study  of  active  reactors.  Dr. 
Henry  F.  Vaughan  of  Detroit  then  spoke 
on  medical  economies  and  their  relationship 
to  the  public  health  and  described  in  detail 
the  program  as  it  has  been  applied  in  Detroit 


by  the  Wayne  County  Medical  Society,  in 
rural  sections  of  Michigan  by  the  W.  K. 
Kellogg  Foundation  and  in  communities  in 
other  parts  of  the  country  to  which  the  work 
has  been  extended.  He  stressed  the  need 
for  the  control  of  communicable  diseases 
through  the  active  cooperation  of  practicing 
physicians  working  with  the  local  health  de- 
partment, the  latter  acting  in  an  administra- 
tive and  educational  capacity.  This  session 
in  Bay  City  marked  the  first  of  a series  to 
be  held  in  various  parts  of  the  state. 

During  the  second  week  of  May,  again 
with  the  cooperation  of  the  W.  W.  Kellogg 
Foundation  and  its  staff,  a series  of  meet- 
ings were  participated  in  by  Doctors  Geib, 
Gordon  and  Vaughan  of  Detroit  and  Dr.  G. 
M.  Byington  of  Battle  Creek.  The  first  con- 
ference, which  was  held  in  Owosso  on  May 
7,  was  arranged  by  Dr.  W.  E.  Ward,  Sec- 
retary of  the  Shiawassee  County  Medical 
Society.  The  members  of  the  Livingston 
County  Medical  Society  were  invited  as 
guests.  The  control  of  communicable  dis- 
eases was  again  the  subject  of  Dr.  Gordon’s 
discourse  and  the  other  three  speakers  de- 
voted their  time  to  the  discussion  of  the 
program  of  medical  participation  which  has 
been  outlined  in  the  recent  issues  of  this 
Journal. 

On  Tuesday,  May  8,  this  same  group 
moved  on  to  Traverse  City,  where  at  noon 
Dr.  Vaughan  spoke  to  the  Rotary  Club  and 
in  the  evening  all  participated  in  a joint 
meeting  of  the  Grand  Traverse-Leelanau 
County  Medical  Society,  this  meeting  hav- 
ing been  arranged  by  Dr.  E.  F.  Sladek  of 
Traverse  City.  The  following  day  the  pro- 
gram was  repeated  at  the  meeting  of  the 
Luce  County  Medical  Society  held  at  the 
Newberry  State  Hospital.  This  meeting  was 
arranged  by  Dr.  Geo.  F.  Swanson,  Secretary 
of  the  local  society,  who  had  invited  as  their 
guests  the  physicians  living  in  the  eastern 
section  of  the  Upper  Peninsula. 

On  Thursday,  May  10,  the  group  moved 
on  westward  to  Ironwood  and  the  confer- 
ence that  evening  was  held  at  the  St.  James 
Hotel  in  Ironwood,  the  meeting  having  been 
arranged  by  Dr.  F.  L.  Reynolds,  Secretary 
of  the  Gogebic  County  Medical  Society.  On 
Friday  the  closing  conference  of  the  group 
was  held  in  Menominee  jointly  with  the  phy- 
sicians from  Marinette,  Wisconsin,  and  rep- 
resentatives from  the  neighboring  areas. 
This  meeting  was  arranged  by  Dr.  Wm.  S. 
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Jones,  Secretary  of  the  Menominee  County 
Medical  Society,  and  Dr.  T.  J.  Redelings, 
representing  the  physicians  of  Marinette. 

Word  has  also  been  received  that  the  par- 
ticipating program,  with  certain  modifica- 
tions, is  being  applied  in  a great  number  of 
communities  not  only  in  the  United  States 
but  abroad.  The  Medical  Officer  of  Health 
of  the  Borough  of  Kensington,  London, 
England,  reports  that  the  program  is  being 
put  into  effect  April  1,  1934,  with  respect 
to  diphtheria  prevention.  This  is  an  inno- 
vation in  England.  The  general  medical 
practitioners  who  are  cooperating  are  being 
paid  at  the  rate  of  ten  shillings  per  diph- 
theria immunization.  The  health  authorities 
are  carrying  on  an  intensive  educational 
campaign.  Five  pages  of  the  London  An- 
nual Report  for  1933  are  devoted  to  this 
program. 

In  Albany,  N.  Y.,  the  Medical  Society 
has  undertaken  a tuberculosis  case  finding 
program  under  cooperative  arrangements  so 
that  all  tuberculin  tests  and  general  physical 
examinations  will  be  given  by  cooperating 
physicians  in  their  own  offices.  For  the 
present  the  work  is  restricted  to  the  entering 
children  in  the  senior  high  schools.  The 
city  has  appropriated  $4,000  with  which  to 
pay  the  physicians. 

In  Charleston,  W.  Va.,  eighty-eight  of 
the  1 10  local  physicians  have  cooperated  in 
a diphtheria  prevention  program.  Begin- 
ning their  work  in  November,  the  results 
have  been  so  promising  that  50  per  cent  of 
the  school  children  and  also  50  per  cent  of 
the  preschool  children  have  been  protected. 
There  were  no  local  funds  with  which  to 
compensate  the  physicians  for  services  to  in- 
digents, but  more  than  50  per  cent  of  the 
parents  paid  the  cooperating  doctor  $1.00 
per  treatment. 

In  St.  Louis,  Mo.,  some  800  members  of 
the  County  Medical  Society  are  cooperating 
with  the  Health  Officer  in  a diphtheria  pre- 
vention program. 


ECONOMICS 

The  Journal  is  a medium  in  which  mem- 
bers may  present  their  views  and  opinions. 
The  Committee  on  Economics  is  desirous  of 
securing  the  opinion  of  members  in  regard 
to  the  proposed  plan  for  mutual  health  serv- 
ices. Have  you  read  the  plan  ? Are  you 
familiar  with  the  proposals  that  are  being 


advanced  by  lay  groups,  social  workers,  gov- 
ernmental officials  and  hospital  groups? 
What  is  your  opinion,  advice  and  recom- 
mendation Have  you  another  solution  ? 

We  commend  the  attitude  reflected  in  the 
Oakland  County  Society  Bulletin,  and  re- 
print the  following  expressions  in  order  to 
encourage  others  to  record  their  views: 

MUTUAL  HEALTH  SERVICE,  FARNHAM’s 
OPINION 

The  past  year  in  this  country  has  been  pre-emi- 
nently the  “New  Deal”  year.  Most  of  the  measures 
have  been  frankly  experimental,  some  of  them  are 
now  considered  quite  frankly  failures.  Yet  progress 
has  certainly  been  made. 

The  report  of  the  Medical  Economics  Committee 
to  the  House  of  Delegates  of  the  Michigan  State 
Medical  Society  on  April  12th  at  Flint  presents  a 
“New  Deal”  in  Health  Service  to  Michigan. 

The  Mutual  Health  Service  plan  as  presented  by 
this  committee  certainly  is  a thoughtful,  construc- 
tive and  courageous  effort  to  answer  our  critics  in 
a constructive  way  and  better  the  health  situation 
in  this  state.  As  a laboratory  experiment  in  Medical 
Economics  it  appeals  to  me  very  strongly  and  the 
manner  in  which  it  was  received  by  the  House  of 
Delegates  is  very  encouraging  to  some  of  us  who 
have  felt  for  a long  time  that  something  of  this 
sort  must  and  should  come  but  feared  that  it  might 
come  in  a much  less  constructive  way  with  a mini- 
mum of  benefit  to  the  public  and  a maximum  of 
danger  and  detriment  to  the  Medical  Profession. 

The  work  of  this  committee  cannot  be  too  strong- 
ly commended  and  I say  more  power  to  them  and 
to  the  rapid  working  out  of  their  plan. 

L.  A.  Farnham. 


BURKE,  “ON  MUTUAL  HEALTH  SERVICE’’ 
Realizing  the  trend  toward  health  insurance,  by 
insurance  companies,  by  industry  and  by  government, 
and  sensing  that  control  of  such  a movement  would 
be  removed  from  the  professions  unless  we  take  the 
initiative,  our  State  Medical  Society  has  seized  upon 
an  auspicious  moment  to  promulgate  a plan  which 
seems  worthy  of  trial.  First  and  foremost  it  pro- 
vides adequate  medical  service  with  free  choice  of 
physicians  and  avoids  the  pitfalls  of  cash  benefits. 

It  embraces  only  those  individuals  who  have  been 
unable  to  buy  and  pay  for  adequate  medical  atten- 
tion. An  estimate  of  the  returns  from  this  group 
under  the  proposed  plan  indicates  a substantial  in-  ; 
crease  in  revenue  to  the  physician.  The  cost  is  to  be 
borne  by  the  individual  and/or  the  employer  fol- 
lowing the  growing  social  trend  which  makes  in-  | 
dustry  partially  responsible  for  the  health  of  its 
employees.  Lastly  the  plan  avoids  control  of  the  , 
profession  by  the  insurance  groups,  hospitals  or 
government.  The  side  effect  of  stimulating  post- 
graduate study  may  prove  to  be  one  of  its  most  val- 
uable assets’.  These  desirable  features  merit  serious 
consideration  and  I feel  that  the  least  we  can  do  is  ' 
to  withhold  adverse  criticism  until  a fair  trial  has 
been  allowed. 

C.  G.  Burke. 


OTTO  BECK’S  REACTION  TO  MUTUAL  HEALTH  J 
SERVICE 

My  reaction  to  the  proposal  of  the  House  of  Dele- 
gates for  a Mutual  Health  Service  is  one  of  indeci- 
sion. There  is  no  doubt  that  the  families  of  low  in- 
come would  benefit  providing  they  could  he  induced 
to  take  advantage  of  the  service.  For  the  plan  to 
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be  successful  the  service  must  be  compulsory  and 
require  all  employers  to  contract  the  services  for 
their  employees.  This  would  require  legislation  by 
our  state  government. 

The  service  would  benefit  physicians  in  large  in- 
dustrial areas  but  it  is  my  opinion  that  those  physi- 
cians practicing  in  residential  and  agricultural  dis- 
tricts would  have  such  a small  number  of  insured 
patients  that  they  wovdd  not  be  benefited. 

I am  anxious  to  see  the  plan  given  a fair  trial. 
At  least  it  is  a splendid  gesture  of  the  Michigan 
State  Medical  Profession  to  Society. 

O.  O.  Beck. 


A SUMMARY  AND  COMPARISON  OF 
MATERNAL  AND  INFANT  MOR- 
TALITY RATES  IN  THE  CITY 
OF  HOLLAND  COVERING 
A TEN-YEAR  PERIOD 

WM.  WESTRATE,  M.D.,  Health  Officer 
Holland,  Michigan 

An  article  under  the  heading.  “Every  Baby  Needs 
a Mother,”  appearing  in  the  February  issue,  1934, 
of  Good  Housekeeping  raised  certain  doubts  in  my 
mind,  so  that  I immediately  set  out  to  verify  or 
disprove  certain  statistics  there  set  forth  as  relating 
to  our  own  citjr  of  Holland. 

Here  are  a few  of  the  statements  as  set  forth  : 

“In  the  thirteen  years  since  Good  Housekeeping  first  ad- 
vocated the  passage  of  the  Sheppard-Towner  Bill  giving  aid 
to  prenatal  cases,  over  200,000  babies  were  left  motherless 
in  the  United  States.  Thousands  of  maternal  deaths  are 
preventable  and  lack  of  prenatal  care  was  considered  an 
important  factor  in  this  death  rate.  Another  and  most 
important  factor  was  known  to  be  the  attitude — one  might 
truly  say  the  carelessness  or  the  incompetence — of  the  at- 
tending physicians,  but  this  was  a stone  wall  as  long  as 
the  medical  fraternity  refused  to  admit  its  culpability.  Now 
it  has  made  such  an  admission,  assuming  the  responsibility 
for  61.1  per  cent  of  the  preventable  deaths  in  New  York 
City  for  the  three-year  period  1930-32,  a measure  of  re- 
sponsibility that  by  no  means  applies  to  New  York  City 
alone.  New  York  has  the  highest  maternal  mortality  rate 
of  the  large  cities  of  the  world.  It  had  2,341  deaths,  and 
from  exhaustive  studies  it  was  thought  that  1,343  were 
preventable.  Sixty-one  and  one-hundredth  per  cent  of  these 
preventable  deaths  were  due  to  the  incompetence  or  care- 
lessness of  the  physicians  and  36  and  a fraction  per  cent 
was  due  to  the  negligence  of  the  mother,  with  the  hospitals 
in  some  directions  sharing  the  brunt. 

“To  be  exact,  they  divided  the  casualties  into  four  groups, 
A,  B,  C,  D.  In  A,  which  represents  the  slum  population, 
where  extreme  poverty  begets  overcrowding,  uncleanliness, 
and  widespread  ignorance,  and  where  free  medical  care  is 
available,  there  were  275  deaths,  of  which  193  could  have 
been  prevented.  Of  these  the  physician  was  blamed  in 
115  cases,  the  patient  in  sixty-seven,  and  the  midwife  in 
eleven.  In  B,  which  stands  for  the  better-paid  workers, 
whose  living  standards  are  somewhat  higher,  but  who  must 
rely  on  municipal  and  voluntary  hospitals  for  free  medical 
care,  there  were  653  deaths,  407  of  which  were  preventable. 
The  fault  here  was  upon  the  physicians  in  278  cases,  upon 
the  patient  in  114,  and  upon  the  midwife  in  fifteen.  Under 
C were  listed  the  white-collar  class,  in  which  living  con- 
ditions and  general  education  are  much  higher  in  the  scale. 
They  are  able  as  a rule  to  pay  for  their  medical  needs  and 
usually  compose  the  clientele  of  the  general  practitioner 
and  less  highly-trained  specialists.  In  this  group  there 
were  572  deaths,  345  of  which  were  preventable.  In  245 
cases  the  physicians  were  held  responsible,  in  eighty-eight 
the  patient,  and  in  three  the  midwife.  In  D,  which  lists 
the  more  fortunately  situated  who  can  afford  highly-trained 
specialists  and  the  best  hospitals,  there  were  only  twenty 
deaths,  ten  of  which  were  deemed  avoidable.  Nine  of  these 
were  attributed  to  the  physicians  and  one  to  the  patient. 
A significant  supplement  was  another  table  revealing  that, 
with  the  exception  of  D,  the  highest  number  of  fatalities 
occurred  in  municipal  and  voluntary  hospitals,  while  the 
lowest  was  in  obstetrical  hospitals  or  among  women  whose 
babies  were  born  at  home.” 

The  above  paragraphs  are  quoted  almost  ver- 
batim. 

It  is  not  my  desire  to  dispute  figures  and  statistics 


as  set  forth  by  Good  Housekeeping,  but  I would 
like  to  insert  here  the  statement  that  someone  has 
made,  that  “statistics  can  be  awful  liars.”  It  is  my 
desire  to  show  that  the  city  of  Holland  has  a medi- 
cal profession  that  gives  its  mothers  intelligent, 
skillful  and  painstaking  care  as  evidenced  by  the 
facts  and  figures  taken  from  our  records,  covering 
the  years  1924  to  and  including  1933.  I also  wish 
to  show  that  the  Holland  Hospital  is  an  institution 
that  ranks  very  high  in  its  medical  care  of  mothers 
and  babies. 

Here  are  the  figures — which  figures  may  be  veri- 
fied by  the  records  of  the  city  of  Holland  and  the 
Department  of  Health  at  Lansing. 


MATERNAL 

INFANT  DEATHS 

BIRTHS 

DEATHS 

UNDER  AGE  1 YEAR 

1924 

349 

0 

26 

1925 

341 

1 

35 

1926 

295 

0 

31 

1927 

319 

1 

19 

1928 

351 

2 

22 

It  29 

352 

0 

26 

1930 

342 

1 

18 

1931 

338 

0 

29 

1932 

256 

1 

22 

1933 

238 

0 

26 

3,181 

6 

254 

INFANT 

DEATH  RATE 

OTHER 

DEATHS 

STILLBIRTHS 

CAUSES 

1924 

26 

6 

20 

1925 

35 

18 

17 

1926 

31 

15 

16 

1927 

19 

11 

8 

1928 

22 

15 

7 

1929 

26 

16 

10 

1930 

18 

6 

12 

1931 

29 

14 

15 

1932 

22 

5 

17 

1933 

26 

11 

15 

HOLLAND  HOSPITAL 

Total  number  of  births  from  June,  1924,  to  Feb  13 

mi  A ' ’ 


1934  1,195 

Total  number  of  infant  deaths 74 

a.  Stillbirths  28 

b.  Prematures  30 

c.  Babies  died  after  birth 

Total  number  of  maternal  deaths 5 


It  will  be  noticed  that  five  of  our  maternal  deaths 
occurred  in  the  hospital.  Two  of  these  were  cases 
from  the  country  surrounding  Holland  and  do  not 
belong  to  the  city  of  Holland  proper.  One  of  these 
was  a pneumonia  case  and,  in  all  fairness,  death 
could  be  ascribed  to  that  disease  rather  than  to  child- 
birth. Everybody  with  any  intelligence  knows  that 
the  serious  cases  are  brought  to  the  hospital  so  as 
to  receive  expert  care.  Naturally  we  expect  a higher 
mortality  in  such  type  of  cases.  How  absurd  to  blame 
our  hospital  for  five  of  our  six  deaths  when  the  na- 
ture of  the  case  is  such  that  death  ensues  in  spite 
of  the  best  care  that  a well  equipped  hospital  can 
provide.  If  one  takes  statistics  011  their  face  value, 
one  could  argue  that  it  is  safer  to  have  babies  at 
home,  but  who  can  be  so  illogical  as  to  leave  the 
most  important  factor  out  of  his  deductions.  Of 
our  six  maternal  deaths,  four  were  due  to  placenta 
previa  with  hemorrhage,  one  was  due  to  pneumonia 
and  embolism,  and  one  to  embolism  alone.  Scruti- 
nize this  carefully  and  compare  this  with  the  New 
York  classification.  Coidd  any  of  these  deaths  have 
been  prevented?  Such  cases  can  be  saved  when  our 
physicians  acquire  divine  attributes. 

During  the  ten-year  period  under  discussion,  we 
have  listed  254  deaths  of  infants  under  one  year  of 
age.  Of  these,  117  were  stillbirths  and  the  remain- 
der died  of  the  following  causes : 

CAUSES  OF  INFANT  DEATHS  UNDER  1 YEAR  OF  AGE 


1.  Premature  - 38 

2.  Inanition  14 
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3. 

4. 

5. 

6. 

7. 

8. 
9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 
21. 
22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 

32. 

33. 

34. 

35. 

36. 

37. 

38. 

39. 

40. 

41. 


Enteritis  

Convulsions  - — 

Cerebral  Hemorrhage  ..._ - 

Bronchitis  - 

Congenital  Debility  — 

Suffocation  — — 

Congenital  Heart  Lesion  — 

Atelectasis  - - - - 

Respiratory  Disturbance  

Pneumonia  — - 

Cerebral  Meningitis  - 

Peritonitis  

Intussusception  — 

Congenital  Malformation  

Hydrocephalus  

Pleuro-Pneumonia  

Hemolytic  Jaundice  - 

Icterus  

Intestinal  Hemorrhage  - 

Bacteremia  — — 

Hereditary  Lues  - 

Tubercular  Meningitis  - 

Acute  Nephritis  - 

Cesarean  Operation  

Acute  Pulmonary  Edema 

Anemia  and  Streptococcic  Throat- 

Influenza  - — - 

Toxemia  - - — 

Congenital  Stenosis  of  Stomach 

Cyanosis  - 

Injury  at  Birth 

Accidental  Suffocation 

Persistent  Thymus  

Suffocation  due  to  Mucus 

Hemophilia  - - — 

Eclampsia  - — 

Infection  of  Lymph  Gland - 

Prolonged  Labor  

Diabetes  - 


...  10 
...  8 
...  6 
...  5 

...  5 
_.  4 

...  3 

...  3 

...  3 

...  2 
...  2 
...  2 
...  2 
...  2 
...  2 
...  2 
...  2 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
...  1 
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One  hundred  and  thirty-seven  babies  died  of  the 
above  causes  during  the  years  1924  to  and  inclusive 
of  1933.  The  total  number  of  births  was  3,181. 
Bringing  this  down  to  mortality  rates  per  1,000  for 
the  city  of  Holland,  we  have  the  following : 


INFANT  MORTALITY  RATES  FOR  CITY  OF  HOLLAND  FOR 
PAST  TEN  YEARS 


1924 

58.1 

1925 

53.0 

1926 

66.7 

1927 

25.9 

1928 

20.9 

1929 

41.2 

1930 

41.8 

1931 

52.1 

1932 

67.7 

1933 

64.2 

Compare  these  with  the  statistics  for  the  State  of 
Michigan  as  a whole  and  we  have  something  brought 
to  our  attention  that  is  rather  startling  in  its  signifi- 
cance. 


INFANT  MORTALITY  RATE  COMPARISON 


MICHIGAN 

HOLLAND 

1924 

72.2 

58.1 

1925 

75.8 

53.0 

1926 

77.6 

66.7 

1927 

67.7 

25.9 

1928 

69.8 

20.9 

1929 

66.9 

41.2 

1930 

62.8 

41.8 

1931 

57.3 

52.1 

1932 

54.3 

67.7 

1933 

50.8 

64.2 

It  will  be  noticed  that  in  1928  we  had  a mortality 
rate  of  20.9  which  has  climbed  up  to  64.2  for  1933. 
The  mortality  rate  for  the  State  of  Michigan  for 
1933  was  50.8.  What  has  happened  in  Holland?  It 
is  not  quite  evident,  but  my  first  thought  would  be 
lessened  prenatal  care.  At  this  point  it  may  be  in- 
teresting to  know  that  statistics  gathered  by  the 
Metropolitan  Life  Insurance  Company  showed  that 
there  has  been  a marked  decrease  throughout  the 
United  States  in  the  mortality  rate  of  children  from 
the  age  of  one  month  to  twelve  months,  but  that 
only  slight  gain  has  been  made  in  the  mortality  rate 
of  infants  of  one  month  or  less  of  age. 


To  summarize  then,  Holland  has  cause  to  be  proud 
of  its  maternal  death  rate — only  six  out  of  3,181 
births  over  a period  of  ten  years.  The  infant  mor- 
tality rate  is  very  good  up  to  the  year  1928,  from 
which  point  it  has  been  steadily  climbing  for  no  ap- 
parent reason.  This  needs  careful  thought  on  the 
part  of  our  Board  of  Health  and  the  medical  pro- 
fession. One  would  also  like  to  call  attention  to 
our  falling  birth  rate,  which  will  probably  be  recti- 
fied by  better  economic  conditions.  Finally,  the  Hol- 
land Hospital  gives  the  best  of  care  to  its  obstetri- 
cal cases  and  only  the  most  unreasonable  of  critics 
would  blame  it  for  deaths  resulting  from  the  most 
serious  complications  of  childbirth  that  confront  the 
physicians. 


POST  GRADUATE  WORK 

The  following  enrolled  for  the  post  graduate 
course  in  ophthalmology  and  otolaryngology  given 
in  Ann  Arbor  April  23,  28,  1934,  under  the  auspices 
of  the  Department  of  Post  Graduate  Medicine  and 
the  State  Society: 

OPHTHALMOLOGY  AND  OTOLARYNGOLOGY 

Dr.  Gordon  H.  Bahlman,  400  Sherman  Bldg.,  Flint,  Mich. — 
Ophthalmology. 

Dr.  Clarence  Baker,  22128  Grand  River,  Detroit,  Mich. — 
Ophthalmology  and  Otolaryngology. 

Dr.  C.  S.  Ballard,  14320  E.  Jefferson  Ave.,  Detroit,  Mich. 

— Ophthalmology  and  Otolaryngology. 

Dr.  Arthur  D.  Beam,  Receiving  Hospital,  Detroit,  Mich. — 
Ophthalmology  and  Otolaryngology. 

Dr.  Walter  J.  Bien,  Coldwater,  Mich. — Otolaryngology. 

Dr.  George  M.  Blackburn,  214  Fountain  St.,  Grand  Rapids, 
Mich. — Otolaryngology. 

Dr.  Earl  Bloomer,  1009  S.  Mason  St.,  Dearborn,  Mich. — 
Ophthalmology. 

Dr.  F.  J.  Cady,  126  S.  Jefferson  Ave.,  Saginaw,  Mich. — 
Ophthalmology. 

Dr.  L.  F.  Carter,  David  Whitney  Bldg.,  Detroit,  Mich. — 
Ophthalmology  and  Otolaryngology. 

Dr.  J.  V.  Cassady,  Associates  Bldg.,  South  Bend,  Ind. — 
Ophthalmology  and  Otolaryngology. 

Dr.  Wm.  S.  Conway,  314^  Howard  St.,  Petoskey,  Mich. 
— Ophthalmology. 

Dr.  A.  J.  Cortopassi,  Second  Natl.  Bank  Bldg.,  Saginaw, 
Mich. — Otolaryngology. 

Dr.  Robert  H.  Criswell,  707  Washington  Ave.,  Bay  City, 
Mich. — Opthalmology  and  Otolaryngology. 

Dr.  Paul  C.  Cusick,  W.  J.  Seymour  Hospital,  Eloise,  Mich. 

— Ophthalmology  and  Otolaryngology. 

Dr.  Alfred  Dean,  308  Medical  Arts  Bldg.,  Grand  Rapids, 
Mich. — Ophthalmology  and  Otolaryngology. 

Dr.  G.  F.  Denyes,  316  Michigan  St.,  Toledo,  Ohio — Oph- 
thalmology and  Otolaryngology. 

Dr.  Ralph  G.  Ferris,  Birmingham,  Mich. — Otolaryngology. 
Dr.  P.  T.  Grant,  420  Medical  Arts  Bldg.,  Grand  Rapids, 
Mich. — Ophthalmology. 

Dr.  L.  O.  Grant,  420  Medical  Arts  Bldg.,  Grand  Rapids, 
Mich. — Otolaryngology. 

Dr.  George  C.  Hardie,  290  Michigan  Ave.  W.,  Jackson, 
Mich. — Ophthalmology  and  Otolaryngology. 

Dr.  G.  O.  Hedlund,  28  Johnson  Bldg.,  Painesville,  Ohio — 
Ophthalmology  and  Otolaryngology. 

Dr.  Dewey  R.  Heetderks,  400  Medical  Arts  Bldg.,  Grand 
Rapids,  Mich. — Otolaryngology. 

Dr.  D.  P.  Hornbogen,  Savings  Bank  Bldg.,  Marquette,  Mich. 

— Ophthalmology  and  Otolaryngology. 

Dr.  Don  M.  Howell,  Alma,  Mich. — Ophthalmology. 

Dr.  W.  S.  Jones,  Menominee,  Mich. — Ophthalmology  and 
Otolaryngology. 

Dr.  Thos.  F.  Keating,  5057  Woodward  Ave.,  Detroit,  Mich. 

— Ophthalmology  and  Otolaryngology. 

Dr.  Mana  Kessler,  Shearer  Office  Bldg.,  Saginaw,  Mich. — 
Ophthalmology  and  Otolaryngology. 

Dr.  George  C.  Kreutz,  Henry  Ford  Hospital,  Detroit,  Mich. 
— Otolaryngology. 

Dr.  Hugh  A.  Kuhn,  First  Trust  Bldg.,  Hammond,  Ind. — 
Ophthalmology  and  Otolaryngology. 

Dr.  V.  R.  Lapp,  250  Main  St.,  Hamilton,  Ont. — Otolaryn- 
gology. 

Dr.  B.  E.  Leatherman,  303  The  Colton,  Toledo,  Ohio — Oph- 
thalmology. 

Dr.  Louis  S.  Leo,  Masonic  Bldg.,  Houghton,  Mich. — Oph- 
thalmology and  Otolaryngology. 

Dr.  Lee  A.  Lewis,  Manistee,  Mich. — Ophthalmology  and  Oto- 
laryngology. 

Dr.  P.  R.  Lieberthal,  104  S.  Suffolk  St.,  Ironwood,  Mich. — 
Ophthalmology  and  Otolaryngology. 

Dr.  John  A.  Lukens,  316  Michigan  St.,  Toledo,  Ohio — Oph- 
thalmology and  Otolaryngology. 

Dr.  Fred  W.  McAfee,  5050  Joy  Road,  Detroit,  Mich. — 
Ophthalmology  and  Otolaryngology. 
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Dr.  J.  J.  McDermott,  182  Niles  Ave.,  St.  Joseph,  Mich. — 
Otolaryngology. 

Dr.  A.  R.  McKinney,  Second  Natl.  Bank  Bldg.,  Saginaw, 
Mich. — Ophthalmology. 

Dr.  A.  M.  Moll,  961  Lakeside  Drive,  Grand  Rapids,  Mich. 

— Otolaryngology.  . 

Dr.  Leonard  Nippe,  316  Michigan  St.,  Toledo,  Ohio — Oph- 
thalmology and  Otolaryngology. 

Dr.  James  T.  O’Hora,  General  Motors  Bldg.,  Detroit,  Mich. 
— Otolaryngology. 

Dr.  Ralph  H.  Pino,  David  Whitney  Bldg.,  Detroit,  Mich. — 
Ophthalmology. 

Dr.  Paul  Rabinowitz,  Mountain  Sanatorium,  Hamilton,  Ont. 
— Otolaryngology. 

Dr.  Aaron  D.  Riker,  1012  Riker  Bldg.,  Pontiac,  Mich.— 
Ophthalmology. 

Dr.  C.  E.  Savery,  105  E.  Jefferson  Blvd.,  South  Bend,  Ind. 

— Ophthalmology  and  Otolaryngology. 

Dr.  R.  N.  Sherman,  720  Washington  Ave.,  Bay  City,  Mich. 

— Ophthalmology  and  Otolaryngology. 

Dr.  E.  E.  Sink,  725  N.  University,  Ann  Arbor,  Mich. — Oph- 
thalmology. 

Dr.  Walter  K.  Slack,  308  Eddy  Bldg.,  Saginaw,  Mich. — 
Otolaryngology. 

Dr.  William  G.  Symon,  Garrett,  Ind. — Ophthalmology  and 
Otolaryngology. 

Dr.  Thomas  L.  Tolan,  324  E.  Wisconsin  Ave.,  Milwaukee, 
Wis. — Otolaryngology. 

Dr.  Stanley  H.  Vegors,  313  Ashmun  St.,  Sault  Ste.  Marie, 
Mich. — Ophthalmology  and  Otolaryngology. 

Dr.  H.  O.  Westervelt,  239  Pipestone  St.,  Benton  Harbor, 
Mich. — Ophthalmology  and  Otolaryngology. 

Dr.  H.  T.  White,  430  S.  Saginaw  St.,  Flint,  Mich.— Oph- 
thalmology. 

Dr.  Elmer  L.  Whitney,  18224  Wildemere,  Detroit,  Mich. — 
Ophthalmology. 

Dr.  Arthur  P.  Wilkinson,  664  Fisher  Bldg.,  Detroit,  Mich. 

— Ophthalmology  and  Otolaryngology. 

Dr.  B.  Palmer  Woodson,  Temple,  Texas — Ophthalmology  and 
Otolaryngology. 


COUNTY  SOCIETIES 


EATON  COUNTY 

The  regular  monthly  meeting  of  the  Society  was 
held  Thursday,  April  26,  at  the  Cames-Tavern  Hotel, 
Charlotte.  Following  a dinner,  the  meeting  was 
called  to  order  by  the  president,  Dr.  Clyde  Mc- 
Laughlin. Dr.  A.  G.  Sheets,  delegate,  gave  a re- 
port of  the  delegates’  meeting  in  Flint  and  sum- 
marized the  plan  discussed  by  them.  It  was  moved 
by  Dr.  James  Bradley  and  carried  unanimously  that 
the  report  be  accepted. 

The  president  asked  a rising  vote  of  sympathy  for 
the  members  of  the  society  now  having  medico-legal 
cases. 

A very  instructive  paper  with  lantern  slides,  “Cu- 
taneous Manifestations  of  Syphilis,”  was  given  by 
Dr.  Arthur  R.  Woodburn  of  Grand  Rapids.  Follow- 
ing an  interesting  discussion  the  meeting  was  ad- 
journed. 


The  regular  April  meeting  was  held  on  the  26th 
at  the  Carnes  Tavern  Hotel,  Charlotte,  where  dinner 
was  served  to  fifteen  members  of  the  Society. 

President  McLaughlin  presided  and  introduced  the 
guest  of  the  evening,  Dr.  A.  R.  Woodburne.  Dr. 
Woodbume’s  address  was  on  “The  Cutaneous  Mani- 
festations1 of  Syphilis”  and  was  very  instructive.  An 
interesting  discussion  followed.  The  meeting  was 
adjourned. 

A special  meeting  of  the  Eaton  County  Medical 
Society  was  called  for  May  14.  Dinner  was  served 
to  twenty-one  members  and  sixteen  guests  from 
five  nearby  counties. 

President  McLaughlin  presided  at  a brief  business 
meeting.  The  members1  and  guests  were  reminded 
of  the  Post-Graduate  opportunities  as  outlined  in 
the  May  issue  of  the  State  Journal  and  urged  by 
the  secretary  to  read  the  Mutual  Health  Service  plan 
as  outlined  at  Flint. 

The  president  then  introduced  the  speaker  of  the 


evening,  Dr.  Andrew  B.  Rivers  of  the  Mayo  Clinic, 
Rochester,  Minnesota,  who  has  been  a guest  for  a 
few  days  of  Dr.  K.  A.  Anderson  of  Charlotte. 
Dr.  Rivers  gave  a very  comprehensive  paper  on  the 
“Etiology  and  Treatment  of  Peptic  Ulcer.” 

According  to  Dr.  Rivers,  who  has  made  an  inten- 
sive study  of  his  subject,  statistically,  experimentally 
and  clinically,  there  are  three  causative  factors: 
(1)  the  local  tissue  trauma  factor  produced  by  such 
chronic  irritations  to  the  mucous  membrane  as 
coarse  foods  and  chronic  infectious  foci;  (2)  the 
acid  pepsin-tissue  defense  factor,  without  acid  chron- 
ic peptic  ulcer  won’t  occur”;  (3)  the  systemic  or 
nemogenic  factor.  Dr.  Rivers  states  that  the  periods' 
of  activity  of  ulcers  coincide  with  periods  of  worry, 
depression,  and  fatigue  and  that  periods  of  relaxa- 
tion are  unusual  among  chronic  peptic  ulcer  vic- 
tims. His  statistics  show  that  there  are  thirty-eight 
times  as  many  peptic  ulcers  among  the  physicians 
of  the  Mayo  Clinic  as  there  are  among  the  average 
southern  negroes. 

The  therapeutic  suggestions  are  directed  toward 
eradication  of  the  etiological  factors ; systemic  in- 
vestigation; period  of  observation;  elimination  of 
foci  of  infection  from  tonsils,  teeth,  sinuses,  ap- 
pendix and  gall  bladder ; vaccines  (autogenous,  if 
possible),  foreign  proteins;  elimination  of  foreign 
bodies  and  diaphragmatic  hernia. 

A discussion  followed  and  Dr.  Rivers  was  given  a 
rising  vote  of  thanks  for  the  excellent  presentation 
of  his  subject.  The  meeting  was  adjourned. 

J.  Lawther,  Secretary. 


MONROE  COUNTY 

Dr.  H.  H.  Cummings,  Ann  Arbor,  councillor  of 
the  district,  was  the  guest  of  Monroe  County  Medi- 
cal Society,  April  19,  1934,  at  its  dinner  meeting  at 
the  Park  Hotel.  There  was  a large  attendance  to 
greet  him.  Dr.  Cummings  spoke  on  “Gynecology  and 
the  General  Practitioner.” 

A.  large  group  from  Monroe  County  attended  the 
District  Post-Graduate  Conference  in  Adrian,  May 
10.  It  was  a very  pleasant  and  profitable  meeting. 

Florence  Ames,  Secretary. 


LIVINGSTON  COUNTY 

Following  the  usual  Sanatorium  dinner  at  7:00 
p.  m.  a brief  business  session  was  called  to  order 
by  the  president.  There  were  in  attendance  eighteen 
members  and  guests,  including  representatives  of 
the  Livingston  County  Dental  Society. 

The  minutes  of  the  April  meeting  were  presented 
and  approved  as  read.  No  action  was  taken  on  any 
matter  of  importance  but  a general  discussion  fol- 
lowed a report  of  Dr.  Hollis  Sigler,  who  acted  as 
alternate  at  the  recent  special  meeting  of  the  House 
of  Delegates  held  in  Flint  in  April.  While  no  reso- 
lutions on  this  subject  were  passed,  the  consensus  of 
opinion  of  our  members  was  that  the  acknowledg- 
ment of  the  principle  of  medical  insurance  by  the 
House  of  Delegates  might  prove  to  be  an  unfor- 
tunate step  at  this  time.  It  was  felt  that  mutual  in- 
surance is  not  the  answer  to  the  economic  problem 
and  that  in  the  end  either  private  insurance  com- 
panies or  some  form  of  politically-made  state  insur- 
ance would  eventually  consume  it.  The  fact  was 
recognized  that  the  plan  presented  at  Flint  was  a 
form  of  contract  practice  and  was  characterized  in 
part  by  certain  shortcomings  that  would  be  very 
hard  to  remedy. 

The  secretary  again  announced  a Post-Graduate 
Conference  of  the  14th  Counselor  District  to  be  held 
at  Adrian,  May  10,  and  the  program  was  read. 

Following  the  business  session  we  were  delighted 
with  an  illustrated  presentation  by  Dr.  Claire 
Straith,  of  Detroit,  on  “The  Plastic  Repair  of  De- 
formities and  Injuries  to  the  Face,  with  Particular 
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Reference  to  Those  Caused  by  Automobile  Acci- 
dents.” The  various  members  were  one  in  the  opin- 
ion that  the  plastic  surgeon  of  today  has  achieved 
an  enviable  goal  in  his  specialty.  Doctor  Straith 
has  our  whole-hearted  thanks  for  his  remarkable 
presentation. 

R.  S.  Anderson,  M.D.,  Secretary. 


ST.  CLAIR  COUNTY 

A regular  meeting  of  the  Society  was  held  at  the 
Harrington  Hotel,  Port  Huron,  Michigan,  Tuesday, 
April  17,  1934.  Supper  was  served  to  four  guests 
and  nineteen  members  and  before  the  program  be- 
gan twenty-eight  were  present. 

The  meeting  was  called  to  order  by  the  president, 
Dr.  A.  B.  Armsbury.  The  minutes  of  the  preceding 
meeting  were  read  and  approved.  The  special  com- 
mittee consisting  of  Doctors  Burley  and  Brush,  ap- 
pointed at  the  last  meeting  to  interview  the  man- 
agement of  the  Harrington  Hotel,  made  a report. 
Upon  a motion  by  Doctor  Heavenrich,  supported  by 
Doctor  DeGurse,  Dr.  M.  E.  Vroman,  a former  mem- 
ber of  our  society  for  many  years,  was  reinstated  by 
a vote  of  the  Society.  The  censors  reported  favor- 
ably upon  the  application  of  Dr.  Wilbur  S.  Hender- 
son and  upon  a motion  acted  upon  in  the  affirma- 
tive the  secretary  was  instructed  to  cast  a ballot 
electing  him  to  active  membership. 

Doctor  Brush  introduced  the  guest  of  the  eve- 
ning, Dr.  A.  E.  Catherwood  of  Detroit,  who  ad- 
dressed the  Society  upon  the  subject,  “Bleeding  in 
the  Last  Trimester.”  Doctor  Catherwood  confined 
himself  largely  to  two  conditions : premature  sepa- 
ration of  the  placenta  and  placenta  previa,  discuss- 
ing the  pathology,  etiology,  symptoms,  diagnosis, 
differential  diagnosis  and  treatment  of  the  two  con- 
ditions. Discussion  was  opened  by  Dr.  D.  J.  Mc- 
Coll,  followed  by  Doctors  Cooper  and  Brush,  after 
which  Doctor  Catherwood  closed  the  discussion.  In 
conclusion  the  president  thanked  the  speaker  for  his 
address  and  the  Society  gave  him  a rising  vote  of 
thanks.  Meeting  adjourned  at  9:15  p.  m. 


A regular  meeting  of  the  Society  was  held  at  the 
Harrington  Hotel,  Port  Huron,  Michigan,  Tuesday, 
May  1,  1934. 

Supper  was  served  to  thirty  guests  and  members 
and  before  the  program  began  at  least  thirty-five 
were  present. 

At  the  request  of  the  president,  Dr.  A.  B.  Arms- 
bury, T.  E.  DeGurse  of  Marine  City  introduced  Dr. 
Angus  McLean  with  a brief  but  complimentary  trib- 
ute to  his  professional  attainment,  his  splendid  char- 
acter and  his  fatherly  association  with  so  many  of 
the  active  physicians  of  the  day  in  this  section  of  the 
state.  Doctor  McLean  made  an  impromptu  address 
in  which  he  discussed  the  early  history  and  accom- 
plishments of  the  profession,  called  to  mind  many 
incidents  of  the  past  forty  years  in  his  professional 
experience  in  and  about  Detroit  and  gave  those  pres- 
ent the  benefit  of  some  very  splendid  advice  with 
regard  to  the  future  of  the  medical  profession.  The 
president  then  called  upon  Doctors  Waters,  Heaven- 
rich,  McKenzie,  Cooper,  DeGurse,  Pollock  and 
Robb  in  the  order  named,  who  continued  in  remi- 
niscence and  in  compliment  to  Doctor  McLean. 
During  the  address  of  Doctor  McLean  as  well  as 
throughout  the  talks  which  followed  one  had  only 
to  observe  the  faces  of  those  present  to  realize  the 
enjoyment  experienced  as  all  listened  to  their  for- 
mer teacher  and  their  present  friend  and  counselor. 
Doctor  McLean  closed  the  evening  program  in  the 
usual  manner  and  was  given  a rising  vote  of  thanks 
by  the  Society.  Meeting  adjourned  at  9:30  p.  m. 


The  last  regular  meeting  of  the  Society  for  the 
spring  season  was  held  at  the  Harrington  Hotel, 
Port  Huron,  Tuesday,  May  15,  1934.  Supper  was 
served  to  thirty-one  members  and  guests  at  6 p.  m., 
and  at  the  time  President  Armsbury  called  the  meet- 
ing to  order  seven  guests  and  thirty  members  were 
present.  The  minutes  of  the  preceding  meeting  were 
read  and  approved. 

Several  communications  were  read.  Doctor  Best 
of  Lapeer  invited  the  members  of  Saint  Clair  Coun- 
ty Society  to  attend  the  testimonal  dinner  in  honor 
of  Doctor  Tinker  of  Lapeer  to  be  given  on  May  24. 
Doctor  Heavenrich  read  an  invitation  to  former  in- 
ternes of  Harper  Hospital  to  attend  an  organiza- 
tional dinner  at  Detroit  on  May  24  at  which  time 
an  alumni  association  is  to  be  formed. 

The  president  requested  Doctor  Heavenrich  to 
introduce  the  guest  of  the  evening,  Doctor  Fred- 
erick C.  Kidner,  and  Doctor  Heavenrich  did  so  in  a 
few  well  chosen  words.  Doctor  Kidner’s  talk  on  the 
treatment  of  the  more  common  fractures  was  il- 
lustrated by  lantern  slides.  The  speaker  stressed  the 
importance  of  correct  early  care  and  the  desirabil- 
ity of  referring  most  fractures  to  someone  who  was 
giving  special  attention  to  fractures.  He  also  em- 
phasized the  fact  that  fractures  giving  rise  to  pain 
after  reduction  and  splinting  were  not  in  correct  po- 
sition and  must  needs  be  retreated  at  once  to  avoid 
bad  result.  In  the  opinion  of  Doctor  Kidner  95  per 
cent  of  all  femur  fractures  may  be  successfully 
treated  on  Balkan  frame  or  Thomas  splint.  Volk- 
man’s  paralysis  was  dwelt  upon  at  some  length  and 
care  advised  in  treatment  of  fracture  about  the 
elbow.  Discussion  by  Doctors  Sites,  MacKenzie, 
Patterson,  Heavenrich,  Attridge,  Brush,  Carney, 
Boughner,  Armsbury  and  Smith. 

The  meeting  adjourned,  after  a rising  vote  of 
thanks,  at  10  p.  m. 

George  M.  Kesl,  Secretary-Treasurer. 


TUSCOLA  COUNTY 

The  regular  meeting  of  the  Tuscola  County  Medi- 
cal Society  was  held  at  the  Hotel  Montague,  Caro, 
Michigan,  April  19,  1934.  The  meeting  was  attended 
by  members  of  the  allied  professions  of  medicine, 
dentistry,  and  pharmacy  of  Tuscola  County.  A din- 
ner was  served  at  6:45  P.  M. 

Outline  of  Program  : 

A ten  minute  discussion  by  a member  of  each 
group. 

A round  table  discussion  limited  to  three  min- 
utes each. 

Talking  pictures  on  preparation  and  use  of  in- 
sulin, presented  by  Eli  Lilly  Company. 

Dr.  O.  G.  Johnson,  of  Mayville,  president  of  the 
Medical  Society,  conducted  the  meeting.  He  gave 
a short  introductory  address  of  welcome  to  the  drug- 
gists and  pharmacists,  and  an  outline  of  the  pur- 
pose of  the  meeting. 

Mr.  George  Moore,  pharmacist  of  Caro,  gave  an 
interesting  discussion  of  the  history  of  pharmacy 
and  its  relation  to  the  healing  art. 

Dr.  George  H.  Steele,  dentist  at  Vassar,  presented 
a ten  minute  discussion  of  the  professions,  their 
inter-relations,  their  public  relations,  and  political 
economy. 

It  was  the  expressed  opinion  that  a political  group 
consisting  of  doctors,  dentists  and  druggists  would 
be  a strong  political  factor  in  the  community.  It 
was  agreed  that  the  three  groups  had  logical  com- 
mon grounds  for  such  an  organization.  It  was 
agreed  that  such  a group  should  be  non-partisan. 
It  was  suggested  that  we  utilize  the  political 
strength  of  the  combined  groups  to  prevent  destruc- 
tive governmental  interference. 

Next,  followed  an  hour  of  round-table  discussion 
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It  was  proposed  that  a permanent  organization  of 
the  three  groups  be  formed.  That  meetings  be  held 
at  various  times.  That  a liaison  group,  consisting 
of  the  secretaries  of  the  three  county  societies  be 
made,  as  a permanent  committee.  That  the  purpose 
of  the  organization  is  to  be  entirely  political  and 
non-partisan.  That  all  the  members  are  urged  to 
examine  carefully  all  political  movements,  local, 
state  and  national,  and  report  to  their  committee. 
Meetings  will  be  called  at  the  discretion  of  the  com- 
mittee to  take  definite  stands  upon  political  ques- 
tions which  seem  of  importance  to  any  or  all  of  the 
groups. 

The  committee  for  liaison  among  the  three  groups 
was  named  as  follows : Dr.  L.  L.  Savage,  Caro, 
Michigan,  Medical  Society;  Dr.  Schenk,  Cass  City, 
Dental  Society;  Mr.  Carl  Palmer,  Caro,  County 
Druggists. 


WAYNE  COUNTY 

The  Medical  Service  Bureau  of  the  Wayne  Coun- 
ty Medical  Society,  created  to  bring  complete  medi- 
cal care  to  employed  persons  of  small  means,  includ- 
ing their  families,  has  started  to  function,  with  ex- 
perimental work.  Two  hundred  seventy-seven  pa- 
tients have  been  served  by  the  Bureau,  to  May  10, 
1934.  The  patients  receive  medical  and  hospital  at- 
tention at  the  time  when  required  and  make  ar- 
rangements with  the  Medical  Service  Bureau  for  the 
payment  of  their  coordinated  bills.  In  all  cases, 
satisfaction  has  been  expressed  by  the  patients 
(gratitude  would  be  a better  word),  as  well  as  by 
the  physicians  who  handled  the  cases,  the  hospitals, 
and  the  employers.  The  Bureau  presents  a plan  to 
each  employee  so  that  coordinated  bills  are  liquidated 
over  a maximum  of  fifty-two  weeks.  Due  to  co- 
operation and  enthusiasm  from  the  industrialists, 
arrangements  for  regular  and  certain  payment  of 
these  bills  have  been  satisfactorily  made. 

The  Medical  Service  Bureau  is  a busy  department 
of  the  Wayne  County  Medical  Society  and  elimi- 
nates the  hazard  of  postponed  necessary  medical 
care.  It  helps  the  people ; it  helps  the  medical  man. 

He  * * 

The  Federal  government,  through  the  Wayne 
County  Emergency  Relief  Commission,  has  given 
proof  of  its  confidence  in  the  Wayne  County  Medi- 
cal Society  by  inaugurating  its  Medical-Dental  Bu- 
reau in  the  W.  C.  M.  S.  Building  with  Health  Serv- 
ice Coordinator  Wm.  J.  Bums  in  charge.  The  Bu- 
reau is  the  clearing  house  for  home  and  office  medi- 
cal care  of  unemployed  welfare  sick.  It  employs 
twenty-three  assistants  and  has  a ten  trunk  line 
switchboard  in  the  W.  C.  M.  S.  building.  It  main- 
tains twenty-four  hour  service,  Sundays  and  holi- 
days, included.  The  work  of  the  Bureau  is  running 
smoothly;  the  profession  is  helping  to  run  its  own 
business. 


The  Cafe  of  the  Wayne  County  Medical  Society 
will  continue  to  serve  luncheons  to  members  and 
their  guests  during  the  summer  period.  Luncheon  is 
served  from  11:30  a.  m.  to  2:30  p.  m.  daily,  except 
Sunday.  The  Cafe  offers  tempting  well-cooked 
food,  served  nicely,  in  beautiful  surroundings,  at 
surprisingly  reasonable  prices.  You  are  invited  to 
drop  in  at  4421  Woodward  at  Canfield,  Detroit,  and 
enjoy  the  W.  C.  M.  S.  Cafe  and  club  rooms  and 
meet  some  of  your  old  friends  the  next  time  you  are 
in  Detroit. 

Detroit  will  be  represented  by  some  one  hundred 
fifty  physicians  at  the  Annual  Meeting  of  the  A.  M. 
A.  in  Cleveland  the  week  of  June  11th. 

The  American  Medical  Golfing  Association  Tour- 
nament at  Mayfield  Country  Club  will  start  the 
week,  on  Monday,  June  11.  Write  Bill  Burns,  4421 


Woodward  Avenue,  Detroit,  for  an  application 
blank,  and  join  the  boys  at  Mayfield  for  a great 
party. 

Wm.  J.  Burns,  Executive  Secretary. 
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Mrs.  James  Blake,  president  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association,  has 
just  returned  from  a visit  to  Cleveland  wrhere  she 
went  over  the  plans  for  the  annual  meeting  with 
the  Cleveland  women.  A very  capable  group  of 
doctors’  wives,  under  the  able  supervision  of  Mrs. 
Clyde  L.  Cummer,  has  charge  of  the  social  affairs 
for  the  convention.  The  tentative  program  of  en- 
tertainment follows : 

Monday,  June  11 — 

Luncheon  of  Auxiliary  Board  at  the  Hotel  Carter. 

Dinner  in  honor  of  Past  President  and  Board  at  Hotel 

Carter. 

Mrs.  Alfred  Maschke,  Chairman. 

Tuesday,  June  12 — 

Luncheon,  Bridge  and  Style  Show,  Lake  Shore  Hotel. 

Mrs.  Oliver  A.  Weber,  Chairman. 

Wednesday,  June  13 — 

Auxiliary  Luncheon  at  the  Hotel  Carter. 

Mrs.  Russell  H.  Birge,  Chairman. 

Thursday,  June  1+ — 

Luncheon  at  Country  Club,  Sightsee'nS  Tour. 

Mrs.  James  R.  Driver,  Chairman. 

“Bring-Your-Husband  Dinner” — Hotel  Carter. 

Friday,  June  15 — 

Women’s  Golf  Tournament,  Wentwood  Country  Club. 

Mrs.  E.  D.  Saunders,  Chairman. 

Along  with  this  splendid  social  program,  which 
is  entirely  in  the  hands  of  the  wives  of  the  Cleve- 
land members  of  the  American  Medical  Association, 
will  go  a program  of  business  planned  and  directed 
by  the  Auxiliary.  The  reports  to  be  heard  and  the 
business  to  be  transacted  this  year  are  of  such  im- 
port that  the  meeting  cannot  help  being  of  exception- 
al interest  to  every  Auxiliary  member.  Decide  to  be 
with  us  in  Cleveland  from  June  11  to  16. 

Bay  County:  The  Woman’s  Auxiliary  to  the  Bay 
County  Medical  Society  were  delightfully  entertained 
at  the  home  of  Mrs.  M.  R.  Slattery,  909  N.  Lincoln 
Ave.,  Bay  City,  on  April  11th.  Following  the  buffet 
supper,  which  was  served  to  twenty-five  guests,  Mrs. 
Slattery  showed  moving  pictures  of  the  Bay  City 
doctors,  which  Dr.  Slattery  had  taken  during  the 
past  few  years.  Later  bridge  was  played. 

(Mrs.  E.  C.)  Josephine  S.  Miller, 
Publicity  Chairman. 

Saginaw  County:  Twenty-four  members  of  the 

Auxiliary  to  the  Saginaw  County  Medical  Society 
met  for  a luncheon  and  bridge  party  Friday,  April 
20,  at  the  Robinson  tea  rooms.  The  regular  business 
session  of  the  auxiliary  also  was  conducted,  Mrs. 
J.  A.  McLandress,  president,  presiding.  Prizes  at 
contract  went  to  Mrs.  L.  C.  Harvie  and  Sirs.  Richard 
Ryan,  while  high  scores  at  auction  were  held  by  Mrs. 
Henry  J.  Meyer  and  Mrs.  Frank  Ostrander,  of  Free- 
land. Mrs.  J.  Orton  Goodsell,  Jr.,  received  the  house 
prize.  Mrs.  Robert  Jaenichen  was  chairman  of  the 
day. 

(Mrs.  Robt.)  Dorothy  Jaenichen, 

Publicity  Chairman .. 

Wayne  County:  On  Tuesday,  April  10,  the  third 
and  last  Public  Relations  meeting  of  the  season  was 
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held  at  the  Metropolitan  Methodist  Church.  Invi- 
tations were  sent  to  all  the  Mothers  Clubs  of  the 
Y.  M.  C.  A.,  the  Parent-Teachers’  Association,  and 
the  various  churches  and  health  organizations  in  the 
city. 

Mr.  Wm.  J.  Burns,  executive  secretary  of  the 
Wayne  County  Medical  Society,  acted  as  toastmas- 
ter at  the  luncheon  which  opened  the  meeting,  and 
those  who  brought  salutations  included  Dr.  M.  S. 
Rice,  pastor  of  the  Metropolitan  Methodist  Church ; 
Dr.  Alexander  W.  Blain,  President  of  the  Wayne 
County  Medical  Society;  Mrs.  Claire  L.  Straith, 
President  of  the  Auxiliary;  Mrs.  James  Blake, 
President  of  the  Auxiliary  to  the  American  Medi- 
cal Association;  Dr.  Fred  M.  Meador,  Medical  Di- 
rector of  the  Department  of  Health ; Dr.  A.  O. 
Brown,  member  of  the  Advisory  Committee  of  the 
County  Medical  Auxiliary;  Dr.  Wm.  J.  Stapleton, 
Jr.,  Director  of  the  Speakers’  Bureau  of  the  County 
Medical  Society;  Miss  Mable  L.  McNeel,  President 
of  the  Michigan  State  Nurses  Association;  Miss 
Emily  Sargent,  Director  of  the  Visiting  Nurses  As- 
sociation; and  Miss  Grace  Ross,  Superintendent  of 
Nursing  of  the  Department  of  Health. 

After  the  luncheon  the  gathering  adjourned  to  the 
auditorium  to  hear  the  speaker  of  the  day,  W.  W. 
Bauer,  M.D.,  of  Chicago,  Director  of  the  Bureau  of 
Health  and  Public  Instruction  of  the  American  Med- 
ical Association. 

Mrs.  Harold  F.  Sawyer  read  the  poems  “The  Doc- 
tor ’ and  “the  Doctor’s  Wife,’’  by  Flora  Wells 
Moon;  and  Mrs.  Frank  W.  Hartman,  vice-president 
and  program  chairman  of  the  Auxiliary,  introduced 
the  speaker. 

Dr.  Bauer  chose  as  his  subject,  “Popular  Beliefs 
That  Are  Not  So,”  which  included  information 
about  prenatal  care  and  childbirth,  communicable 
diseases,  cosmetics,  medical  fallacies  and  food  fool- 
ishness. 

In  speaking  of  prenatal  care  and  childbirth  Dr.  Bauer 
said  that  the  adage  that  “the  mother  must  eat  for  two”  is 
true  in  quality,  but  not  in  quantity.  The  old  saying  "a  tooth 
for  every  child”  is  not  necessary  nowadays,  for  if  the  mother 
will  eat  foods  rich  in  minerals  she  will  protect  her  own 
teeth  as  well  as  assure  strong  teeth  for  her  child.  The  su- 
perstitious idea  that  a premature  baby  of  eight  months  is 
not  as  likely  to  live  as  one  of  seven  months  is  foolish.  In 
fact,  the  eight  months  baby  should  be  stronger  than  the 
younger  one. 

Regarding  communicable  diseases,  Dr.  Bauer  said  that 
contrary  to  general  opinion,  they  are  more  contagious  at 
the  beginning  than  at  the  end  of  the  illness.  It  is  in  the 
beginning  that  the  sick  should  be  isolated.  Also,  the  old 
belief  that  “a  child  should  have  communicable  diseases  as 
early  as  possible  and  get  them  over”  is  very  wrong — every 
case  of  a mild  contagious  disease  is  a potential  death.  Some 
people  believe  that  there  is  something  akin  to  magic  in 
chemical  disinfectants.  The  important  protection  is  an  ear- 
nest application  of  spring  housecleaning.  A chemical  dis- 
infectant is  a trimming,  which  may  be  used  if  liked.  Unless 
the  room  is  first  well  cleaned,  fumigators  will  do  no  good. 
They  are  a sacrifice  on  the  altar  of  ignorance — and  a bad 
odor.  The  idea  that  one  can  have  a contagious  disease  only 
once  is  not  correct,  but  repetition  is  uncommon.  Disease  is 
communicated  mainly  by  those  infected  because  the  infec- 
tion is  carried  in  the  secretions  of  the  nose  and  throat. 

Concerning  cosmetics  Dr.  Bauer  said  that  personal  ap- 
pearance often  means  a great  deal  mentally.  Some  of  the 
modern  advertisements,  such  as  the  one  about  halitosis, 
cause  a great  deal  of  worry  to  overly  sensitive  people  who 
imagine  that  they  are  subjects  of  the  affliction  described. 

It  is  not  true  that  certain  creams  cause  hair  to  grow  where 
it  would  not  otherwise.  All  forms  of  hair  removers  or  de- 
pilatories are  dangerous  and  unsatisfactory.  The  only  per- 
manent way  of  removing  hair  is  with  the  electric  needle,  but 
this  leaves  small  scars,  is  painful,  and  must  be  done  by 
an  expert.  Regarding  the  growing  of  hair,  Dr.  Bauer  says 
that  some  baldness  is  caused  from  scalp  infections,  and  can 
be  prevented  if  the  cause  is  removed.  Tonics  are  no  good 
where  a man’s  forehead  grows  more  intellectual  as  time 
goes  on.  The  only  thing  he  can  do  is  to  be  proud  of  it, 
wear  a wig  or  wear  a skull  cap.  There  is  no  such  thing 
as  a wrinkle  remover.  Freckles  are  deeper  than  the  skin 
and  cannot  be  removed  without  first  removing  the  skin. 

In  connection  with  medical  fallacies,  Dr.  Bauer  spoke 
especially  about  the  dangerous  drugs  people  are  using  in 
an  effort  to  regulate  their  weight.  The  unwise  use  of  thy- 
roid tablets  often  proves  fatal,  though  something  can  be 
done  if  a physician  is  consulted  in  time.  But,  there  is  a new 


drug  on  the  market  (dinitrol  phenol),  which  people  must 
be  warned  against.  It  will  reduce  and  it  will  also  kill. 
W hen  too'  much  of  this  drug  has  been  taken  there  is  noth- 
ing that  can  save  its  victim.  Taking  it  is  literally  playing 
with  explosives  and  flirting  wdth  death. 

Dr.  Bauer  said  that  there  is  a tremendous  amount  of 
foolishness  peddled  about  food  and  diet.  Our  slogan  might 
well  be  “Vitamin  Hungry  America.”  In  magazines  we  see 
pictures  of  European  doctors  side  by  side  with  American 
intestines.  We  are  advised  to  take  cough  drops  for  vitamin 
A,  when  we  can  get  all  we  need  by  eating  eggs,  butter  and 
green  vegetables.  Vitamin  B is  found  in  yeast  and  the  wheat 
germ.  The  food  in  modern  prisons  supplies  sufficient  vitamin 
C for  a normal  diet.  Vitamin  D is  the  vitamin  found  in 
sunshine  and  cod  liver  oil  and  which  we  meet  in  the  form 
of  concentrates.  Vitamin  G is  the  last  of  the  list  now 
known,  and  northerners  don’t  need  to  worry  about  it.  The 
wise  thing  to  do  is  to  eat  a good  rounded,  sensible  diet 
and  forget  all  about  food  fads. 

Approximately  three  hundred  people  heard  Dr. 
Bauer’s  talk  and  the  many  inquiries  during  the  ques- 
tion period  which  followed  indicated  the  interest  and 
thought  which  his  subject  had  aroused.  It  should 
be  added  that  he  not  only  spoke  most  instructively 
but  very  entertainingly  as  well. 

Mrs.  James  Blake,  president  of  the  Auxiliary  to 
the  American  Medical  Association,  was  an  unex- 
pected and  most  welcome  guest  on  this  occasion. 
She  gave  a very  interesting  and  inspiring  talk  at  the 
regular  business  meeting  which  followed  Dr.  Bauer’s 
speech.  She  said  that  doctors’  wives  could  be  of 
most  help  to  their  husbands  by  broadening  their  own 
viewpoint.  They  should  get  over  their  lopsided  way 
of  thinking  by  reading  magazines  and  attending  lec- 
tures presenting  the  other  side  of  the  question.  In 
this  way  they  can  prepare  themselves  to  answer  the 
questions  of  the  laity  and  be  real  medical  informants. 
She  also  said  that  May  Day  is  Health  Day  and  its 
celebration  should  belong  to  the  auxiliaries  of  the 
medical  societies. 

One  of  the  most  important  meetings  on  the 
calendar  of  the  Woman's  Auxiliary  was  the  annual 
meeting.  This  took  place  on  Tuesday,  May  8. 

The  yearly  reports  were  read  and  officers  for  the 
coming  year  elected.  The  results  of  the  election 
were,  as  follows;  President,  Airs.  Frank  W.  Hart- 
man; first  vice  president,  Mrs.  J.  H.  Dempster; 
second  vice  president,  Airs.  L.  O.  Geib ; third  vice 
president,  Mrs.  Frederick  C.  Kidner;  recording  sec- 
retary, Airs.  H.  J.  Hammond;  treasurer,  Mrs.  Roger 

V.  Walker ; corresponding  secretary,  Airs.  Harry  W. 
Plaggemeyer;  financial  secretary,  Mrs.  H.  F.  Saw- 
yer; custodian,  Airs.  Wm.  E.  Blodgett. 

Delegates  to  the  State  Convention : Airs.  Claire 
L.  Straith,  Airs.  S.  W.  Plaggemeyer,  Mrs.  J.  Alilton 
Robb,  Airs.  Jas.  H.  Dempster,  Airs.  Gerald  A.  Wil- 
son, Mrs.  Frank  W.  Hartman. 

Alternates : Airs.  H.  Wellington  Yates,  Mrs.  Basil 
L.  Connelly,  Airs.  Clifford  B.  Loranger,  Airs.  Allan 

W.  AlcDonald,  Airs.  Clarence  I.  Owen,  Airs.  Chas. 
J.  Barone. 

Through  the  courtesy  of  the  United  Concert 
Artists’  Alanagement,  Clarice  Stambaugh,  dramatic 
soprano,  accompanied  by  Alelvin  Zeidler  at  the  piano, 
presented  a group  of  soprano  solos. 

Airs.  J.  H.  Dempster  and  Airs.  Edwin  S.  Sherrill 
presided"  at  the  tea  table  and  Airs.  Louis  J.  Alorand, 
Airs.  George  AI.  Denis  and  Airs.  A.  S.  Whittaker 
were  hostesses  for  the  day.  Tea  and  a What-Not 
and  Bake  Sale  completed  the  program. 

A Spring  Card  Party  was  given  by  the  Ways  and 
Means  Committee  of  the  Auxiliary  at  the  club  house 
on  Wednesday,  Afay  16.  This  formed  a climax  to 
the  neighborhood  bridge  groups  which  met  during 
the  year.  The  two  members  from  each  group  hav- 
ing highest  total  scores  were  invited  to  play  as  a 
team  in  a tournament  composed  of  similar  teams 
from  all  the  groups,  and  extra  prizes  were  awarded 
the  winners.  The  party  was  limited  to  fifty  tables. 
All  members  of  the  neighborhood  bridge  clubs  and 
their  friends  were  invited.  There  were  table  prizes, 
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door  prizes  and  refreshments.  During  the  afternoon 
Mrs.  V.  P.  Moisides  presented  a delightful  group  of 
piano  solos. 

(Mrs.  Clifford)  Lorraine  E.  Loranger, 
Publicity  Chairman. 


MICHIGAN’S  DEPARTMENT 
OF  HEALTH 

C.  C.  SLEMONS,  M.D.,  Dr.P.H.,  Commissioner 

LANSING,  MICHIGAN 


SCARLET  FEVER  INCIDENCE  HIGH 

From  time  to  time  we  have  called  attention  to  the 
high  incidence  of  scarlet  fever.  Perhaps  few  phy- 
sicians realize  just  how  prevalent  the  disease  has 
been  during  the  last  year  or  two.  A brief  review 
of  some  statistics  in  this  connection  will  help. 

The  calendar  year  1933  closed  with  16,269  cases 
reported  for  the  state.  This  was  the  highest  number 
for  any  year  in  the  records  of  the  department  cover- 
ing the  period  since  1900.  It  was  approximately  30 
per  cent  greater  than  the  mean  for  the  last  five 
year  period.  Scarlet  fever  behaves  quite  regularly 
according  to  season.  In  Michigan  the  incidence 
reaches  a low  ebb  about  August  or  the  first  of  Sep- 
tember and  from  that  point  climbs  slowly  but  with 
increasing  rapidity  until  it  reaches  a high  mark  dur- 
ing December  or  January.  From  then  it  usually 
continues  on  a level  of  a high  plateau  until  some 
time  in  April  or  May,  after  which  it  declines  rather 
rapidly. 

We  believe  it  of  interest  to  study  the  incidence 
in  some  of  the  cities  for  the  first  four  months  of 
1933.  For  this  period  there  were  reported  in  the 
state  as  a whole  190  cases  per  100,000  population. 
Below  is  a table  of  the  larger  cities  having  rates 
higher  than  that  of  the  state  as  a whole : 


Rate  per 


City 

100,000  population 

Cases 

Flint  

799 

1145 

Muskegon  

708 

348 

Kalamazoo  

580 

293 

Jackson  

471 

230 

Owosso  

428 

62 

Niles  

344 

29 

Lansing  

315 

218 

Muskegon  Heights 

276 

41 

Ishpeming  

271 

17 

Marquette  

250 

30 

Ann  Arbor 

249 

63 

Pontiac  

236 

131 

Grand  Rapids 

221 
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In  general,  it  may  be  said  that  rural  communities 
surrounding  these  cities  have  rates  somewhat  com- 
parable. Usually  the  rural  rate  is  a little  lower.  It 
is  of  interest  to  note  that  counties  having  full-time 
county  health  departments  generally  have  a very 
much  higher  rate  than  other  rural  districts.  This 
is  unquestionably  due  to  a more  complete  reporting 
that  comes  with  better  organization. 

The  high  incidence  of  scarlet  fever  in  Flint  and 
vicinity  began  early  in  the  season  and  has  been  con- 
tinuous. There  was  a total  of  1,251  cases  reported 
for  the  first  four  months  of  the  year.  There  was 
apparently  little  indication  of  a decline  at  the  end  of 
April.  The  same  thing  may  be  said  regarding 
Muskegon  except  that  perhaps  there  was  a little  more 
indication  of  decline.  Jackson  and  Grand  Rapids 
had  a relatively  low  incidence  until  late  in  the  season 
but  increased  rapidly  during  March  and  April. 
Pontiac’s  incidence  has  also  increased  considerably 
during  the  latter  part  of  the  period  in  question. 

Battle  Creek,  Saginaw  and  Bay  City  are  all  below 
the  state  rate,  there  being  only  four  cases  reported 
in  Bay  City  for  the  four  months.  Detroit,  with  137 


per  100,000  for  the  period  in  question,  is  also  below 
the  state  rate.  There  have  been  a number  of  scat- 
tered areas  in  rural  districts  in  the  LTpper  Peninsula, 
particularly  in  the  western  part,  with  a quite  high 
rate.  Charlevoix  and  Alpena  have  also  recently  been 
rather  high. 

There  are  no  figures  available  concerning  the  case 
fatality  rate  for  this  period.  It  is  known  that  a 
great  majority  of  the  cases  are  quite  mild.  There 
was,  however,  a 40  per  cent  increase  in  the  number 
of  deaths  for  the  calendar  year  1933  as  compared 
to  1932.  The  great  number  of  cases  with  symptoms 
exceedingly  slight  and  atypical  continues  to  make  the 
problem  of  control  a very  complicated  one.  In  many 
of  these  cases  no  physician  is  called. 

C.  D.  B. 


A NEW  COUNTY  HEALTH  UNIT 

The  establishment  of  another  full-time  county 
health  department  has  been  made  possible  by  the 
W.  K.  Kellogg  Foundation.  The  fortunate  county 
is  Van  Buren.  By  vote  of  the  county  board  of 
supervisors  the  offer  of  the  Foundation  to  provide 
most  of  the  funds  for  such  a unit  was  accepted. 
The  state  will  contribute  the  usual  $3,000  per  year 
subsidy,  and  the  county  will  provide  office  space  and 
furnishings.  It  is  expected  that  the  unit  will  be 
ready  to  start  on  July  1.  The  personnel  has  not  as 
yet  been  announced. 


VIOLATING  VENEREAL  DISEASE  QUARANTINE 
BRINGS  IMPRISONMENT 

Two  women,  pleading  guilty  to  violating  quaran- 
tine for  venereal  disease,  were  sentenced  on  April 
16  to  one  year  in  the  Detroit  House  of  Correction 
by  Circuit  judge  Collingwood  of  Lansing. 

Complaint  was  made  to  the  Michigan  Department 
of  Health  by  the  sheriff  of  Ingham  County,  referred 
by  the  Lansing  Welfare  Department.  The  two 
women,  who  were  reported  to  be  running  a house  of 
prostitution  in  a village  near  Lansing,  had  been  ex- 
amined by  the  health  officer  and  quarantined  for 
venereal  disease.  They  had  been  instructed  by  him 
not  to  leave  the  premises  except  to  come  to  his  office 
for  treatment,  with  transportation  furnished  by  the 
welfare  department.  Disregard  of  this  order  brought 
the  matter  to  the  attention  of  the  sheriff.  On  the 
advice  of  the  law  enforcement  officer  of  the  Mich- 
igan Department  of  Health,  the  sheriff  signed  a. com- 
plaint against  the  women  for  breaking  quarantine. 

The  charge  was  violation  of  Public  Act  17758, 
which  made  it  a Circuit  Court  misdemeanor.  The 
women  plead  guilty  and  were  sentenced  by  Judge 
Collingwood  to  a state  reformatory  for  one  year, 
which  automatically  meant  to  the  Detroit  House  of 
Correction. 


JACKSON  LOSES  IN  COURT  ACTION 

Damages  of  $750  against  the  city  of  Jackson  for 
pollution  of  the  Grand  River  with  sewage  have  been 
awarded  to  a Rives  Township  farmer  by  Circuit 
Tudge  James  S.  Parker.  A court  order  was  also 
issued  requiring  that  the  city  take  steps  to  alleviate 
“the  intolerable  conditions”  within  90  days.  About 
seventy  similar  suits  have  been  awaiting  the  outcome 
of  this  case. 

Bond  issues  for  a sewage  disposal  plant  have  been 
rejected  repeatedly  by  Jackson  voters,  and  a request 
for  a P.W.A.  grant  for  this  purpose  has  been  pend- 
ing for  several  months.  The  city  will  attempt  to 
secure  immediate  action  on  the  federal  grant  and, 
failing  that,  will  submit  another  bond  issue  to  the 
people. 

The  city  attorney  of  Jackson  has  announced  that 
the  case  will  be  appealed  to  the  Supreme  Court. 
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CORRESPONDENCE 


DR.  EDGAR  V.  BEARDSLEE 

Dr.  Edgar  V.  Beardslee  of  Highland  Park,  Mich- 
igan, died  May  10  at  the  Highland  Park  General 
Hospital.  He  was  born  in  Pontiac  forty-nine  years 
ago.  His  early  education  was  obtained  at  the  Ferris 
Institute  at  Big  Rapids  and  the  Ann  Arbor  High 
School  after  which  he  entered  the  University  of 
Michigan  where  he  received  his  medical  degree  in 
1916.  In  1917  he  began  practice  in  Highland  Park. 
Dr.  Beardslee  was  elected  commissioner  in  High- 
land Park  a year  ago  largely  through  the  influence 
of  the  medical  profession  of  the  city.  He  was  a 
competent  accountant  and  took  over  the  position  of 
finance  commissioner.  Dr.  Beardslee  was  a member 
of  Highland  Park  Lodge,  No.  468,  F.  & A.  M.,  and 
Highland  Park  Commandery,  Knights  Templar.  He 
was  president  of  the  Highland  Park  Physicians’ 
Club  and  a member  of  the  Wayne  County  and  State 
Medical  Societies.  He  was  also  a member  of  the 
Detroit  Golf  Club.  Surviving  are  the  widow;  a 
daughter,  Betty  Jane;  his  father  and  a brother, 
Oliver,  both  of  Pontiac. 


DR.  ROBERT  Y.  FERGUSON 


Dr.  Robert  Y.  Ferguson  of  Pontiac  died  on  March 
the  twentieth.  Dr.  Ferguson  was  born  in  Hensall, 
Ontario,  and  was  educated  in  the  Canadian  Public 
and  High  schools.  He  graduated  from  the  Detroit 
College  of  Medicine  in  1896  and  began  the  practice 
of  medicine  in  Caledonia,  Minnesota.  He  returned 
to  Michigan  two  years  later  and  located  in  Pontiac, 
where  he  practiced  medicine  and  surgery  up  to  the 
time  of  his  death.  Dr.  Ferguson  joined  the  Oakland 
County  Medical  Society  shortly  after  locating  in 
Pontiac.  His  keen  interest  in  medical  affairs  is  seen 
in  his  election  as  President  of  the  Oakland  County 
Medical  Society.  Dr.  Ferguson  was  popular  not  only 
as  a citizen  but  was  beloved  by  all  members  of  the 
medical  profession  that  knew  him. 


DR.  IGNATZ  MAYER 

Dr.  Ignatz  Mayer  of  Detroit  died,  April  26,  1934, 
after  an  illness  of  five  days.  He  was  born  in  Vienna 
in  1860.  He  received  his  academic  training  at  St. 
Joseph's  College,  Budapest,  where  he  obtained  the 
A.B.  degree.  He  migrated  to  the  United  States  at 
the  age  of  twenty,  having  secured  a position  as  a 
writer  for  a German  newspaper  in  New  York.  He 
eventually  studied  medicine  at  the  Medico  Chirur- 
gical  College,  now  part  of  the  Lhiiversity  of  Pennsyl- 
vania. The  past  thirty-five  years  he  had  practiced 
medicine  in  Detroit.  In  1899  he  married  Miss  Nan- 
nette  Phipps,  who  survives  him.  Dr.  Mayer  was 
fond  of  travelling  and  during  his  practice  had  made 
numerous  voyages  to  European  capitals  and  other 
post-graduate  centers  abroad.  He  was  an  accom- 
plished linguist  with  fluent  command  of  English, 
French,  German,  and  Hungarian.  He  was  a mem- 
ber of  Wayne  County  Medical  Society,  Michigan 
State  Medical  Society,  and  the  American  Medical 
Society. 


FIRST  APPLICATION 

Battle  Creek,  Michigan 
April  25,  1934 

Dear  Dr.  Warnshuis  : 

At  a meeting  of  the  Battle  Creek  Academy  of 
Medicine  and  Dentistry  held  April  24,  1934,  a reso- 
lution was  adopted  empowering  me,  as  secretary  of 
the  organization,  to  request  from  the  executive  com- 
mittee on  Economics  of  the  Michigan  State  Medical 
Society  that  Calhoun  County  be  chosen  as  one  of 
the  first  counties  in  which  to  carry  out  experimen- 
tation of  the  proposed  plan  of  Medical  Insurance. 

We  feel  that  our  Academy,  being  the  first  organi- 
zation of  its  kind  formed  for  the  express  purpose 
of  dealing  witli  the  economic  phases  of  Medicine, 
is  well  equipped  to  carry  out  the  proposel  Health  In- 
surance plan,  both  authoritatively  and  with  the  en- 
tire Medical  and  Dental  professions  working  as  a 
unit. 

Very  truly  yours, 

H.  C.  Hansen,  Secretary-Treasurer , 

Battle  Creek  Academy  of  Medicine  and  Dentistry. 


BOARD  EXAMINATIONS 

Lansing,  Michigan. 
May  4,  1934. 

Dear  Doctor  Warnshuis: 

Will  you  please  see  that  the  dates  for  the  exami- 
nations of  the  Michigan  State  Board  of  Registration 
in  Medicine  are  published  in  the  Journal  as  follows : 
Ann  Arbor,  Michigan,  June  5,  6 and  7,  1934. 
Detroit,  Michigan,  June  12,  13  and  14,  1934. 
Thanking  you,  I am 

Yours  very  truly, 

J.  E.  McIntyre,  M.D.,  Secretary. 


ANNOUNCEMENT 

The  Gynecean  Hospital  Institute  of  Gynecologic 
Research  of  the  University  of  Pennsylvania  is  con- 
ducting an  intensive  study  of  families  into  which 
congenitally  malformed  individuals  have  been  born. 

Special  interest  centers  in  families  in  which  mal- 
formations have  appeared  in  two  or  more  children. 
Physicians  who  have  knowledge  of  any  such  families 
are  urged  to  communicate  with : 

Douglas  P.  Murphy,  M.D. 

Gynecean  Hospital  Institute, 

University  of  Pennsylvania, 
Philadelphia,  Pa. 


DINITROPHENOL 

Grand  Rapids,  Michigan 
May  166,  1934 

Dear  Doctor  Warnshuis: 

In  reply  to  your  request  for  information  concern- 
ing the  use  of  alpha  dinitrophenol  I am  sending  the 
following  report : 

Seven  obese  patients,  all  women,  were  given  the 
drug  in  the  Kent  County  Relief  Clinic.  These  pa- 
tients varied  in  age  from  tw'enty-five  to  lift}'.  They 
were  well  except  for  their  obesity.  Two  of  them 
had  previously  taken  thyroid  extract  and  reported 
that  they  felt  much  better  while  taking  dinitrophenol 
than  during  the  period  when  thyroid  was  taken. 
They  complained  of  some  degree  of  palpitation  and 
nervousness  with  thyroid  extract  which  they  did  not 
have  w'hile  taking  dinitrophenol.  Most  of  the  pa- 
tients in  this  group  noticed  excessive  warmth  foi 
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some  hours  after  taking  the  drug.  You  will  observe 
that  the  usual  dosage  in  this  group  was  5 grains  a 
day  given  in  one  dose.  At  present  we  are  giving 
smaller  dosage,  rarely  giving  more  than  2 grains  a 
day  because  of  reactions  reported  by  others.  Most 
of  the  patients  state  that  they  feel  better  while  tak- 
ing the  drug  and  this  fact  is  evidenced  in  that  they 
continued  the  use  of  it  for  rather  long  periods  of 
time. 

One  mild  urticarial  reaction  occurred  in  a patient 
not  listed  in  this  group  and  the  drug  was  discon- 
tinued in  her  case.  In  Case  6 and  in  one  other  case 
not  listed  there  was  a failure  to  lose  weight  ap- 
preciably. 


Case 

Weight 

Dose 

Time 

Weight  Loss 

1 

156 

lbs. 

grs.  2 B.i.d. 

11  weeks 

23  lbs. 

grs.  2 daily 

10  weeks 

(2  lbs.  gain) 

2 

300+  lbs. 

grs.  5 daily 

26  weeks 

28  lbs. 

3 

200 

lbs. 

grs.  5 daily 

10  weeks 

15  lbs. 

4 

315 

lbs. 

grs.  5 daily 

24  weeks 

44  lbs. 

5 

270 

lbs. 

grs.  5 daily 

15  weeks 

13  lbs. 

6 

293 

lbs. 

grs.  5 daily 

6 weeks 

0 lbs. 

7 

227V,  lbs. 

grs.  5 daily 

8 weeks 

grs.  3 daily 

3 weeks 

15  lbs. 

This  group  is  too  small  and  the  cases  were  not 
under  complete  enough  observation  to  be  of  any 
great  scientific  value.  Metabolism  tests  were  not 
done  and  the  patients  were  not  on  standard  diets. 
It  is  interesting  to  note,  however,  that  we  experi- 
enced only  one  minor  skin  reaction  in  ten  cases  on 
very  large  dosage.  It  is  also  interesting  that  most 
of  the  patients  lost  weight  rapidly  and  felt  better 
than  they  did  without  the  drug. 

We  hope  this  brief  report  will  be  of  some  use  to 
you  in  collecting  information  on  this  very  interesting 
drug-  Paul  W.  Kniskern,  M.D. 

Kent  County  Welfare  Relief  Commission. 


GENERAL  NEWS  AND 
ANNOUNCEMENTS 


A district  conference  was  held  in  West  Branch 
May  23  and  in  Cadillac  May  31,  1934. 


Michigan  should  have  a large  registration  at  the 
A.  M.  A.  meeting  in  Cleveland  the  week  of  June  10. 
Are  you  going? 


The  eighty-fifth  annual  session  of  the  American 
Medical  Association  will  be  held  in  Cleveland,  Ohio, 
June  11-15,  1934. 


More  than  500  requests  have  been  received  from 
out  of  state  for  copies  of  the  May  supplement,  con- 
taining the  plan  for  a Mutual  Health  Service. 


Dr.  George  C.  Chene  of  Detroit  was  tendered 
a testimonial  dinner  on  May  3 by  the  staff  of  Provi- 
dence Hospital  in  recognition  of  his  twenty  years  of 
service  as  roentgenologist  and  secretary  of  the  staff 
of  the  hospital. 


Dr.  H.  A.  Luce,  Chairman  of  the  House  of  Dele- 
gates of  the  Michigan  State  Medical  Society,  ad- 
dressed the  West  Side  Medical  Society,  Detroit,  at 
their  regular  meeting  on  the  evening  of  May  3.  He 
discussed  the  deliberations  of  the  House  of  Dele- 
gates at  a special  meeting  held  in  Flint,  also  the  re- 
port of  the  committee  on  economics. 


Dr.  J.  B.  Campbell  of  Big  Rapids  has  been  elected 
mayor  of  the  city.  Dr.  Campbell  has  practiced  in 
Big  Rapids  since  1900.  He  is  also  president  of  Me- 
costa County  Medical  Society.  Dr.  Campbell  be- 
comes mayor  after  four  years  as  city  commissioner. 
He  is  the  fourth  physician  to  occupy  the  mayor’s 
chair. 


An  advisory  committee  of  otologists  was  appointed 
April  25,  1934,  by  Dr.  Frederick  T.  Munson,  presi- 
dent of  the  Detroit  Oto-Laryngological  Society, 
upon  request  of  the  Detroit  League  for  the  Hard 
of  Heading,  consisting  of  Dr.  Don  M.  Campbell, 
Dr.  B.  R.  Shurly,  Dr.  H.  Lee  Simpson,  Dr.  Howard 
W.  Peirce  and  Dr.  Neil  Bentley. — The  Rainbow. 


The  officers  of  the  Northern  Tri-State  Medical 
Society  for  the  year  1934-35  are  as  follows:  Presi- 

dent, Dr.  IT.  E.  Randall  of  Flint,  Mich. ; vice  presi- 
dent, Dr.  Edward  P.  Gillette,  Toledo,  Ohio;  secre- 
tary, Dr.  G.  E.  Jones,  Lima,  Ohio;  treasurer,  Dr. 
P.  N.  Sutherland,  Angola,  Indiana.  The  council 
consists  of  Dr.  Charles  Lukens,  Toledo,  Ohio ; Dr. 
W.  H.  Marshall,  Flint,  Michigan,  and  Dr.  G.  O. 
Larson,  LaPorte,  Indiana.  The  next  meeting  will  be 
held  on  April  10,  1935. 


The  Geographic  Distribution  of  Peptic  Ulcer  by 
Hugo  Muller,  M.D.,  of  Detroit,  Michigan,  is  the  title 
of  an  article  which  appears  in  the  March  number 
of  the  American  Journal  of  Surgery.  Dr.  Muller, 
who  is  a member  of  the  Wayne  County  Medical 
Society,  is  to  be  commended  on  the  immense  labor 
the  preparation  of  this  paper  entailed.  The  statistics 
have  been  gleaned  from  countries  as  far  apart  as 
Mexico,  Argentina,  Africa,  Syria,  India,  China,  the 
Dutch  East  Indies,  Australia  and  Europe. 


WASHTENAW  ANNUAL  MEETING 

The  annual  joint  meeting  of  the  Washtenaw 
County  Medical,  Dental  and  Legal  Societies  was 
held  at  the  Michigan  Union  at  6:30,  May  8,  1934. 
Approximately  one  hundred  persons  were  present. 
The  Society  had  as  its  guests  J.  F.  Warner  and 
R.  M.  Burr,  who  are  candidates  for  the  State  Leg- 
islature. Following  the  dinner  an  address  was  given 
by  Honorable  Herbert  Orr  of  Caro,  Michigan,  a 
long  time  member  of  the  State  Senate.  Mr.  Orr 
spoke  on  general  legislative  trends.  He  deplored  the 
excessive  amount  of  legislation  being  demanded  by 
organized  minorities,  who  do  not  represent  the  will 
or  the  best  interests  of  the  majority.  He  regretted 
the  surrender  of  representative  government  to  the 
modern  government  by  commissions,  and  finally  ex- 
horted every  educated  person  to  interest  himself  in 
his  government  and  to  repay  the  state  for  its  in- 
vestment in  him  by  protecting  it  from  the  selfish 
exploitation  by  powerful  minorities. 

The  following  candidates  were  elected  to  mem- 
bership. Frank  Hartsuff  Bethell,  Sherwood  R.  Rus- 
sell, Thomas  M.  Durant,  W.  E.  Schumacher. 


WAYNE  COUNTY  MEDICAL  SOCIETY 
ELECTION 

Dr.  W.  J.  Cassidy,  who  was  made  president-elect 
a year  ago,  assumes  office  as  president  of  the  So- 
ciety. Dr.  R.  C..  Jamieson  was  elected  to  the  office  of 
president-elect.  Dr.  C.  F.  Brunk,  secretary,  Drs. 
A.  W.  Blain  and  Joseph  Audries  were  elected  as 
members  of  the  Board  of  Trustees. 

The  election  of  the  House  of  Delegates  resulted  as 
follows:  Delegates — J.  M.  Robb,  A.  W.  Blain,  W.  J. 
Cassidy,  R.  H.  Pino,  W.  D.  Barret,  H.  W.  Yates, 
G.  C.  Penberthy,  A.  E.  Catherwood,  R.  M.  McKean, 
L.  I.  Hirschman,  J.  L.  Chester,  H.  F.  Dibble,  C.  F. 
Brunk,  H.  W.  Plaggemeyer,  George  Kamperman, 
W.  R.  Clinton,  L.  J.  Gariepy,  S.  A.  Flaherty,  A.  P. 
Biddle,  D.  I.  Sugar,  S.  W.  Isley,  L.  O.  Geib,  E.  D. 
Spalding,  L.  T.  Henderson,  H.  A.  Luce. 

Alternates — E.  C.  Baumgarten,  C.  K.  Hasley,  B.  C. 
Lockwood,  L.  J.  Morand,  Wm.  J.  Stapleton,  Jr.,  C.  E. 
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Dutchess,  Wm.  A.  Evans,  Wm.  S.  Reveno,  R.  Lee 
Laird,  Roger  V.  Walker,  C.  E.  Lemmon,  H.  W. 
Peirce,  H.  L.  Clark,  M.  H.  Hoffmann,  J.  A.  Kasper, 

A.  H.  Whittaker,  S.  P.  L’Esperance,  R.  S.  Goux, 

B.  U.  Estabrook,  C.  S.  Ratigan,  B.  L.  Connolly, 
F.  B.  Burke,  J.  A.  Hookey,  J.  C.  Kenning,  C.  K. 
Valade. 


DETROIT  COLLEGE  OF  MEDICINE  ALUMNI 
DAY 

Annual  Alumni  Day  of  the  Detroit  College  of 
Medicine  and  Surgery  (now  the  Wayne  Luiversity 
College  of  Medicine)  will  be  held  on  Thursday, 
June  7th.  Beginning  at  9 A.  M.  at  the  College  Audi- 
torium, diagnostic  medical  clinics  will  be  held  by 
Dr.  Charles  Phillips  Emerson,  Professor  of  Medi- 
cine, Indiana  University  School  of  Medicine  and 
William  Carpenter  MacCarty,  director  of  the  De- 
partment of  Surgical  Pathology  of  the  Mayo  Clinic. 
Dr.  Emerson  was  on  the  Alumni  Clinic  program  in 
Detroit  several  years  ago  and  his  presentation  was 
so  outstandingly  brilliant  that  few  who  heard  him 
then  would  willingly  miss  him  this  time.  Dr.  Mac- 
Carty’s  international  reputation  in  general  pathology 
and  cancer  diagnosis  particularly  is  well  known  as 
an  added  feature.  These  two  men  will  also  conduct 
a clinico-pathological  conference.  The  Detroit  Der- 
matological Society  has  arranged  a skin  clinic  which 
is  expected  to  exceed  in  interest  and  teaching  value 
previous  clinics  for  which  they  are  rightfully  fa- 
mous. A noon-day  luncheon  has  been  arranged  for 
at  the  College  Auditorium. 

The  banquet  will  be  held  at  the  Hotel  Statler  and 
will  be  in  part  a testimonial  dinner  to  Doctors  Angus 
McLean,  Don  M.  Campbell  and  Andrew  Biddle. 
Doctor  James  W.  Inches  will  be  the  principal  speak- 
er of  the  evening.  The  banquet  is  the  occasion  of 
Class  Reunions  of  the  following  classes  and  the 
chairman  of  each  of  these  classes  has  been  com- 
municated with  and  he  in  turn  will  contact  each 
member  of  his  class : 1934,  1929,  1924,  1919,  1914, 
1909,  1904,  1899,  1894,  1889,  etc. 


AMERICAN  MEDICAL  GOLFERS  MEET  JUNE 
11,  CLEVELAND 

The  twentieth  annual  tournament  of  the  American 
Medical  Golfing  Association  will  be  held  at  the 
Mayfield  Country  Club,  Cleveland,  Monday,  June  11. 
Thirty-six  holes  and  eighteen  hole  matches  will  be 
played  for  the  fifty  prizes  offered  in  eight  events. 
This  includes  the  championship  event,  which  has  as 
its  major  prize  the  famous  Will  Walter  Trophy, 
awarded  since  1923  for  low  gross  thirty-six  holes. 
This  trophy,  designed  by  Edgar  Millar  and  executed 
by  the  Cellini  Shop,  Evanston,  111,,  symbolizes  the 
evolution  of  medicine. 

The  first  handle  depicts  the  age  of  primitive  ignor- 
ance, with  shaman  witch  doctor,  spells  and  the  invo- 
cation of  nature  gods  to  cure  ailing  mankind,  from 
antiquity  to  500  B.  C.  The  second  handle  shows  the 
age  of  Greek  thinkers,  bearing  the  serpents  symbolic 
of  TEsculapius,  god  of  medicine — an  age  of  thought 
and  research,  from  500  B.  C.  to  640  A.  D.  The  third 
handle  represents  the  age  of  medieval  superstition 
from  640  A.  D.  to  1500  A.  D.,  with  an  astrologer, 
the  physician  common  to  the  dark  ages.  The  fire 
of  incantation  rises  behind  the  figure  as  he  traces 
a cabalistic  sign  in  the  air.  The  fourth  handle  de- 
picts the  age  of  modern  medical  research,  from  the 
Renaissance  to  modern  time,  with  increasing  light 
spreading  from  a figure  symbolic  of  an  enlarging 
vision. 

Winners  since  the  cup  was  placed  in  competition 
have  been  Drs.  E.  A.  Seaforth,  San  Francisco,  1923; 


George  McKee,  Pittsburgh,  1924 ; Homer  Nicoll, 
Chicago,  1925 ; S.  M.  Hill,  Dallas,  Texas,  1926 ; 
George  McKee  in  1927 ; Walter  Shelden,  Rochester, 
Minn.,  1928;  Tohn  Loudon,  Yakima,  Wash.,  1929 
and  1930;  George  McKee,  1931;  S.  M.  Hill,  1932, 
and  Mark  Bach,  Milwaukee,  1933. 

Other  Events  and  Trophies  include  the  Association 
Handicap,  36  holes  net,  with  The  Detroit  Trophy; 
the  Choice  Score  Championship,  36  holes  gross,  with 
the  St.  Louis  Trophy;  the  18  Hole  Gross  Champion- 
ship, with  The  Golden  State  Trophy;  the  18  Hole 
Handicap  Championship,  with  The  Ben  Thomas' 
Trophy;  the  Maturity  Event,  with  The  Minneapolis 
Trophy;  the  “Oldguard”  Championship,  with  The 
Wendell  Phillips  Trophy;  the  Kickers  Handicap, 
with  The  Wisconsin  Trophy. 

Dr.  Homer  Nicoll  is  president ; Drs.  Charles 
Lukens,  Toledo,  and  John  W.  Powers,  Milwaukee, 
are  vice  presidents  of  the  American  Medical  Golfing 
Association,  which  has  a total  membership  of  ap- 
proximately 1,100,  representing  every  state  in  the 
Union.  All  male  Fellows  of  the  American  Medical 
Association  are  eligible  to  membership.  A cordial 
invitation  is  extended  to  every  medical  golfer  to 
write  the  executive  secretary,  Bill  Burns,  4421 
Woodward  Avenue,  Detroit,  for  an  application 
blank.  An  enjoyable  day  on  June  11  will  be  the 
result. 


OF  GENERAL  MEDICAL  AND 
SURGICAL  INTEREST 


URETHROCYSTOGRAPHY  IN  THE  MALE 

Previous  experience  with  urethrography  or  cys- 
tography enabled  Joseph  A.  Hyames,  Herbert  R. 
Kenyon  and  Samuel  E.  Kramer,  New  York,  to  de- 
velop a technic  for  the  performance  of  urethro- 
cystography by  combining  several  procedures  pre- 
viously advocated  by  other  workers  with  a simplified 
manometrically  controlled  syringe  devised  by  them. 
The  patient  is  placed  on  an  x-ray  table  equipped 
with  a Bucky  diaphragm.  A small  catheter  is  intro- 
duced under  asepsis,  the  bladder  capacity  estimated 
with  sterile  water  and  a quantity  of  the  3 per  cent 
solution  of  sodium  iodide  slightly  less  than  the  esti- 
mated capacity  is  introduced  through  the  catheter, 
which  is  then  withdrawn.  The  oblique  and  antero- 
posterior positions  are  most  satisfactory.  During 
the  first  exposure  the  patient  is  placed  obliquely  on 
the  table,  with  the  under  thigh  flexed  and  the  upper 
thigh  extended.  The  penis  is  extended,  below  and 
parallel  to  the  flexed  thigh,  and  the  urethral  contrast 
solution  injected  through  the  meatus;  the  manomet- 
rically controlled  syringe  provides  a safeguard 
against  the  use  of  excessive  force.  The  total  quan- 
tity of  fluid  used  for  urethral  distention  is  approxi- 
mately from  50  to  70  c.c.  The  use  of  oily  solutions 
increases  the  possibility  of  leakage.  The  tube  is 
focused  on  the  lower  portion  of  the  symphysis  pubis 
and  inclined  toward  the  head  at  an  angle  of  5 de- 
grees. The  roentgen  exposure  is  made  as  the  fluid 
is  flowing  freely  into  the  bladder.  Should  the  flow 
be  impeded,  the  patient  is  instructed  to  void  as  the 
exposure  is  made.  If  the  bladder  cannot  be  entered 
because  of  impassable  obstruction,  the  bladder  con- 
tents may  be  rendered  opaque  by  the  intravenous  use 
of  a contrast  substance,  after  which  the  urethra  can 
be  filled  in  the  ordinary  manner.  A second  exposure 
is  made  with  the  patient  in  the  dorsal  position,  the 
legs  extended  and  the  penis  drawn  down  between 
the  thighs.  The  best  roentgenograms  are  obtained 
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by  using  an  x-ray  apparatus  of  the  greatest  penetra- 
tion, thus  diminishing  the  time  of  exposure.  The 
authors  have  found  it  unnecessary  to  go  above  a 
pressure  of  220  mm.  of  mercury.  A drop  in  pres- 
sure of  from  10  to  20  mm.  is  usually  noted  as  the 
external  sphincter  relaxes.  Pressures  exceeding  200 
mm.  of  mercury  suggest  the  possibility  of  trauma, 
spasm,  or  lack  of  cooperation  on  the  part  of  the  pa- 
tient, which  may  prevent  satisfactory  filling  of  the 
posterior  urethra.  Excessive  pressures  may  result 
in  mucosal  injury  and,  when  this  occurs  in  the  bulb, 
the  contrast  material  may  enter  directly  into  the 
vascular  system,  owing  to  the  intimate  relationship 
of  the  vessels  to  the  mucosa  in  this  region.  In  the 
authors’  experience  this  has  occurred  only  in  cases 
of  urethral  stricture  involving  the  bulbomembranous 
junction  in  which  recent  instrumentation  had  been 
attempted  and  manometric  control  was  not  employed. 
Although  they  have  not  observed  any  constitutional 
reaction  or  permanent  ill  effects  following  urethro- 
venous  injection,  its  occurrence  emphasizes  the  ne- 
cessity of  employing  innocuous  solutions.  Follow- 
ing instrumental  exploration  of  the  canal,  an  oppor- 
tunity should  be  afforded  for  the  traumatized  ure- 
thral areas  to  heal  before  urethrocystography  is 
performed.  Should  both  roentgenographic  and  in- 
strumental investigation  be  contemplated  at  one  sit- 
ting, the  former  should  precede  other  intra-urethral 
manipulations.  Injections  of  contrast  mediums  are 
contraindicated  in  the  presence  of  acute  infections, 
active  inflammations  and  recent  extensive  injuries. 
The  authors  discuss  the  interpretation  of  urethro- 
cystograms, stricture  of  the  urethra,  enlargement  of 
the  prostate  and  observations  following  operations 
for  vesical  neck  obstructions  and  state  that  the  com- 
bined method  has  adequately  demonstrated  bladder, 
urethral  and  adnexal  changes  and  has  proved  less 
expensive,  less  time  consuming  and  more  satisfac- 
tory as  a routine  diagnostic  method  than  urethrog- 
raphy or  cystography  as  individual  procedures. — 
Journal  A.  M.  A. 


INSULIN  TN  TREATMENT  OF 
TUBERCULOSIS 

Frederick  M.  Allen,  New  York,  presents  a study 
of  more  than  eighty  nondiabetic  tuberculosis  patients 
treated  with  insulin.  In  general,  he  has  adminis- 
tered more  insulin  than  has  heretofore  been  given 
to  nondiabetic  persons.  One  man  received  320  units 
a day  with  rapid  gain  in  weight,  but  this  was  an 
exception.  Treatment  was  usually  begun  with  5 
units  before  each  meal  and  increased  to  about  40 
units  three  times  a day,  but  individualization  should 
be  emphasized  as  the  chief  principle.  There  are 
individual  peculiarities  of  insulin  tolerance.  Women 
are  apt  to  take  less  than  men.  Toxic  patients  usu- 
ally do  not  stand  as  large  doses  as  the  nontoxic, 
contrary  to  the  rule  in  diabetes.  The  same  individual 
may  differ  in  his  insulin  requirement  at  different 
times.  When  small  doses  are  unsuccessful,  large 
doses  will  sometimes  give  results  and  vice  versa. 
When  a patient  has  flourished  for  several  weeks  or 
months  on  a certain  dosage  and  has  perhaps  reached 
normal  or  slightly  more  than  normal  weight,  he  may 
begin  to  show  sensitiveness  in  the  form  of  insulin 
reactions  or  nausea  and  may  continue  to  thrive  only 
after  the  dose  has  been  reduced.  The  author  has 
continued  the  administration  of  insulin  over  a period 
of  eight  months.  The  kind  and  quantity  of  the  diet 
is  also  planned  to  suit  the  patient,  but  commonly 
admixed  diet  containing  liberal  carbohydrate  may  be 
given,  consisting  of  not  only  the  usual  three  meals 
but  also  lunches  between  meals  and  at  bedtime.  In 


character,  the  author’s  cases  ranged  from  mild  to 
moribund.  The  majority  were  severe,  active  and 
febrile.  Reactions  are  usually  easy  to  prevent  and 
harmless  if  they  do  occur.  Fever  is  by  no  means  a 
contraindication.  Hemorrhage  also  need  not  be  a 
contraindication,  except  in  a minority  of  sensitive 
cases.  Rarely,  urticaria  or  other  symptoms  may 
prove  troublesome,  even  to  the  extent  of  stopping 
the  treatment.  Intestinal  lesions  are  more  often  an 
indication  than  a contraindication  for  insulin.  The 
author’s  general  conclusion  from  a study  of  his  cases 
is  that  in  a large  proportion  of  tuberculosis  cases 
ranging  from  quiescent  to  severe,  the  proper  use  of 
insulin  can  produce  marked  gains  in  weight,  strength 
and  spirits. — Journal  A.  M.  A. 
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Acknowledgment  of  all  books  received  will  be  made  in 
this  column  and  this  will  be  deemed  by  ws  a full  acknowl- 
edgment to  those  sending  them.  A selection  will  be  made 
for  review,  as  expedient. 

NEW  AND  NON-OFFICIAL  REMEDIES,  1934,  containing 
descriptions  of  the  articles  which  stood  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  on  Jan.  1,  1934.  Cloth.  Price, 

Postpaid,  $1.50.  Pp.  510;  lx.  Chicago:  American  Medi- 
cal Association. 

New  and  Non-official  Remedies,  1934,  has  the  same 
pleasing  format  and  helpful  mechanism  that  has 
characterized  it  in  past  years.  The  enrichment  of  the 
indexing  started  a few  years  ago  is  continued  and  its 
value  even  increased  by  some  desirable  simplification 
of  cross  references. 

The  Council  has  made  the  usual  careful  revision 
of  the  book.  The  general  article  Lactic  Acid-Pro- 
ducing Organisms  and  Preparations  has  been  practi- 
cally rewritten.  The  chapter  on  Arsenic  prepara- 
tions has  undergone  some  revision,  especially  in  the 
statement  concerning  Neoarsphenamine.  The  de- 
scriptions of  Chiniofon  and  Vioform  have  been  re- 
vised in  the  light  of  recent  developments  in  the 
treatment  of  amebiasis.  The  article  on  Ethylhydro- 
cupreine  has  been  revised  to  delete  references  to 
Optochin  Base,  which  has  been  omitted;  Optochin 
Hydrochloride  has  been  retained,  being  recommend- 
ed only  for  external  use.  The  description  of  Ty- 
phoid Vaccine  has  been  revised  to  give  the  dosage  of 
the  combination  of  typhoid  and  partyphoid  organ- 
isms and  to  mention  the  use  of  typhoid  vaccine  in 
nonspecific  protein  therapy.  A number  of  revisions 
of  the  Council’s  Rules  have  been  made,  particularly 
with  reference  to  the  names  of  products,  which  is 
one  of  the  most  frequent  and  troublesome  of  the 
problems  with  which  the  Council  has  to  deal.  Com- 
parison with  last  year’s  volume  will  show  that  re- 
visions of  more  or  less  importance  occur  in  many 
other  chapters. 

Among  the  preparations  newly  included  in  this 
volume  are : Aminophylline,  a double  salt  or  mix- 
ture of  theophylline  and  ethylenediamine,  with  the 
advantage  of  greater  solubility  over  other  theophyl- 
line preparations ; the  new  alum  precipitated  diph- 
theria toxoid;  Neo-Iopax,  a new  medium  for  intra- 
venous urography;  Benzedrine,  an  ephedrine  sub- 
stitute; serums1  containing  Type  II  pneumococcus  an- 
tibodies, which  the  Council  has  recently  recognized 
as  worthy  of  clinical  trial  in  view  of  improved  prep- 
arations and  technic;  Autolyzed  Liver  Concentrate 
and  Extralin,  two  new  liver  preparations  for  use  in 
the  treatment  of  pernicious  anemia;  Metycaine,  a 
new  local  anesthetic;  and  Sodium  Morrhuate,  a salt 
of  the  fatty  acids  of  cod  liver  oil,  proposed  for  use 
as  a sclerosing  agent. 
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ISSUED  MONTHLY  UNDER  THE  DIRECTION  OF  THE  COUNCIL 
Vol.  XXXIII  JULY,  1934  No.  7 

DEPARTMENT  OF  SOCIETY  ACTIVITY 

ARTICLE  2— PURPOSE 

Section  1.  The  purposes  of  this  Society  are  to  promote  the  science  and  art  of  medicine,  the 
protection  of  public  health  and  the  betterment  of  the  Medical  Professi&n;  and  to  unite  with  simi- 
lar organizations  in  other  States  and  Territories  of  the  United  States  to  form  the  American 
Medical  Association. 


THIS  DEPARTMENT 

Under  instructions  of  the  Publication 
Committee  this  department  is  advanced  to 
the  first  part  of  the  Journal,  the  purpose 
being  to  bring  into  greater  prominence  the 
activities  of  the  Society  and  to  draw  to  the 
members’  attention  that  which  their  Society 
is  accomplishing  in  their  behalf.  In  doing 
so  it  is  hoped  that  greater  interest  will  be 
aroused  and  cooperative  support  increased. 

There  is  much  discussion  in  medical  cir- 
cles. Numerous  proposals  are  being  ad- 
vanced. It  is  purposed  to  print  some  of  the 
comments  published  in  other  State  Journals 
in  order  to  impart  the  positions  that  are  be- 
ing assumed.  It  is  hoped  that  members  will 
be  kept  abreast  of  the  economic  problems 
that  are  being  presented  through  these  com- 
ments and  editorial  expressions. 


A.  M.  A.  ACTION  ON  MEDICO- 
ECONOMICS 

Two  executive  sessions  of  the  A.  M.  A. 
louse  of  Delegates  in  Cleveland  were  de- 
oted  to  a general  discussion  of  medical 
ervices.  At  the  close  of  the  first  session 
! ie  Speaker  was  directed  to  appoint  a special 
mmmittee  to  formulate  the  Association’s 


policies.  At  the  second  session  the  commit- 
tee, composed  of  N.  B.  Van  Etten  of  New 
York,  J.  N.  Henry  of  Philadelphia,  G.  A. 
Blumer  of  Connecticut,  F.  $.  Crockett  of 
Indiana,  C.  A.  Dukes  of  California,  E.  H. 
Cary  of  Texas  and  McLain  Rogers  of 
Oklahoma,  brought  in  the  following  report, 
which  was  adopted : 

REPORT  OF  SPECIAL  REFERENCE  COM- 
MITTEE OF  AMERICAN  MEDICAL  AS- 
SOCIATION HOUSE  OF  DELEGATES 
ON  MEDICO-ECONOMICS 

To  the  House  of  Delegates  : 

1.  The  following  resolution  was  submitted  by 
delegates  of  the  Michigan  State  Medical  Society : 
Whereas,  there  is  substantial  evidence  that  powerful 
forces  and  agencies  are  working  toward  the  development  of 
health  insurance  in  the  United  States;  and 

Whereas,  During  the  course  of  its  studies  of  medical  eco- 
nomic problems,  the  Michigan  State  Medical  Society,  after 
a conference  with  officials  of  the  American  Medical  Asso- 
ciation, found  it  necessary  to  send  a commission  to  England 
to  inquire  into  the  subject  of  health  insurance;  and 

Whereas,  The  commission  presented  the  following  report 
which  has  been  printed  in  full  in  the  Journal  of  the  Michi- 
gan State  Medical  Society  and  placed  in  printed  form  in 
the  hands  of  all  of  the  delegates  of  this  House. 

Whereas,  The  report  of  the  commission  raises  certain 
grave  questions  concerning  the  policy  of  the  officials  of  the 
American  Medical  Association  toward  health  insurance  and 
the  effects  of  this  policy  on  the  practicing  membership  of 
the  American  Medical  Association;  and 

Whereas,  The  report  of  the  commission  was  transmitted 
to  the  Board  of  Trustees  of  the  American  Medical  Asso- 
ciation through  the  chairman  in  February,  1934;  and 

Whereas,  The  Michigan  State  Medical  Society  has  re- 
ceived no  word  nor  has  it  any  other  evidence  that  the 
Board  of  Trustees  of  the  American  Medical  Association  has 
considered  or  acted  on  the  report  transmitted  in  February, 
1934;  therefore  be  it 

Resolved,  That  in  order  to  avert  a repetition  in  the  United 
States  of  the  disastrous  consequences  that  attended  the  adop- 
tion of  health  insurance  in  England,  the  Speaker  of  the 
House  of  Delegates  of  the  American  Medical  Association 
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appoint  a committee  to  investigate  and  consider  the  policy 
of  the  Association  toward  health  insurance  and  present  a 
report  to  the  House  of  Delegates. 

2.  Your  reference  committee  has  reviewed  with 
painstaking  interest  the  report  of  the  procedures  of 
the  commission  of  the  Michigan  State  Medical  Society 
■ — commends  the  efforts  of  the  commission  to  study 
and  digest  an  important  social  operation  concerned 
with  medical  service  in  England — applauds  the  sanity 
of  its  conclusions  and  its  recorded  opposition  to  the 
introduction  into  the  United  States  of  any  system 
of  health  insurance  now  existing  in  Europe — because 
no  system  conforms  at  present  with  all  of  the  poli- 
cies adopted  by  the  Michigan  House  of  Delegates  in 
July,  1933 — namely 

“1.  Free  choice  of  physician  by  the  insured. 

2.  Limitation  of  benefits  to  those  of  medical 
service. 

3.  The  control  of  medical  service  benefits  by  the 
profession. 

4.  The  exclusion  of  individuals  or  organizations 
that  might  engage  in  health  insurance  for 
profit.” 

3.  Your  committee  believe  that  their  principles 
are  basically  sound  and  that  they  should  be  included 
within  any  further  study  of  medical  service  to  be 
adopted  as  the  policy  of  organized  medicine. 

4.  Your  committee  regrets  the  criticisms  of  pol- 
icy and  sincerity  of  officials  of  the  American  Medical 
Association  and  the  publicity  given  to  them,  and 
finds  that  it  was  due  to  a misunderstanding  regard- 
ing information  which  failed  to  reach  the  delegates 
from  Michigan.  This  relates  to  the  efforts  of  the 
Board  of  Trustees,  the  Bureau  of  Economics,  the 
secretary  and  the  editor  to  continuously  study  all 
forms  of  social  experiment  affecting  the  practice  of 
medicine. 

5.  Your  committee  believes  in  the  sincerity  of 
the  officials  of  the  American  Medical  Association  in 
promoting  free  access  of  any  member  of  the  asso- 
ciation to  all  of  the  files  and  completed  records  in 
which  he  may  be  interested. 

6.  The  Chairman  of  the  Board  of  Trustees  pre- 
sented the  following  statement  at  an  earlier  session 
of  the  House : 

Since  1912,  when  the  British  Government,  through  the 
action  initiated  by  Lloyd  George,  established  a system  of 
compulsory  health  insurance,  this  problem  has  been  prom- 
inently before  the  House  of  Delegates  and  other  official 
bodies  of  the  American  Medical  Association.  As  early  as 
1916,  the  House  of  Delegates  requested  the  Board  of  Trus- 
tees to  undertake  an  investigation  of  social  insurance  in  all 
its  forms  and  to  make  suitable  report  to  the  House  The 
subject  has  been  raised  from  time  to  time  since  that  date. 
On  every  occasion  on  which  the  House  of  Delegates  has 
officially  considered  the  questions  of  compulsory  health  in- 
surance and  social  insurance,  as  well  as  the  entrance  of 
the  state  into  medical  practice,  it  has  reaffirmed  the  inde- 
pendence of  medicine  as  a profession  and  it  has  always 
condemned  any  system  whereby  the  state  would  in  any 
way  enter  into  the  practice  of  medicine.  In  1920,  follow- 
ing the  report  of  the  committee  appointed  to  study  com- 
pulsory health  insurance,  the  blouse  of  Delegates  adopted 
a resolution  strongly  condemning  all  forms  of  compulsory 
health  insurance.!  It  is  a well  known  fact  that  voluntary 
insurance  has  always  been  the  forerunner  of  compulsory  in- 
surance, and  even  the  most  ardent  advocates  of  voluntary 
insurance  admit  that  fact.  The  action  of  that  House  of 
Delegates  has  not  been  rescinded  by  any  subsequent  action 
taken  by  the  House  of  Delegates. 

As  far  as  state  medicine  is  concerned,  the  House  of 
Delegates  in  1921  adopted  a resolution  approving  and  en- 
dorsing all  activities  and  policies  of  the  states  directed  to 
the  prevention  of  disease,  but  opposing  the  state  treatment 
of  disease  except  for  the  delinquent  and  the  defective.! 
Again  in  1922,  the  Association  declared  its  opposition  to  all 
forms  of  state  medicine  because  of  the  ultimate  harm  that 
would  come  thereby  to  the  public  weal  through  such  form 
of  medical  practice. 

The  Judicial  Council  of  the  Association  has  repeatedly 
brought  reports  to  this  House  of  Delegates  sustaining  the 
same  point  of  view,  and  all  these  reports  of  the  Judicial 
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Council  have  been  accepted  and  approved  by  the  House  of 
Delegates. 

Finally,  last  year  the  House  of  Delegates  unanimously 
approved  in  principle  the  Minority  Report  of  the  Com- 
mittee on  the  Costs  of  Medical  Care,  and  urged  that  the 
Board  of  Trustees  of  the  American  Medical  Association  in 
cooperation  with  its  constituent  bodies  conduct  an  intensive 
campaign  to  disseminate  this  point  of  view  among  the  medi- 
cal profession  and  the  public,  with  a view  to  the  maintenance 
of  high  ethical  standards  and  the  preservation  of  professional 
ideals. 

Your  Board  of  Trustees,  your  executives  and  all  of  the 
publications  of  this  Association  have  done  their  utmost  thus 
far  to  carry  out  the  policies  which  you  have  established. 
Today  we  are  confronted  with  an  extraordinary  situation 
of  the  utmost  importance  to  the  health  and  welfare  of  the 
American  people  and  to  the  American  Medical  profession. 
It  is  no  secret  that  a considerable  number  of  foreign  na- 
tions have  already  established  state  systems  of  medical  care 
and  that  an  intensive  campaign  has  been  carried  on  in  this 
country  for  many  years,  led  by  .philanthropists,  social  work- 
ers, economists  and  various  foundations,  to  cause  the  Ameri- 
can Medical  profession  and  the  American  people  to  accept 
a similar  type  of  medical  practice.  In  accordance  with  the 
mandate  of  this  House  of  Delegates,  all  of  the  facilities  of 
the  American  Medical  Association  have  been  used  to  oppose 
this  trend  and  the  propaganda  in  support  of  it,  which  has 
been  widely  circulated  and  for  which  vast  sums  of  money 
have  been,  and  are  being,  expended  by  various  interested 
parties.  It  is  also  now  well-known  that  the  President  of  the 
United  States,  in  a recent  message,  has  come  forth  for  the 
principle  of  social  insurance,  with  special  reference  to  old 
age  pensions  and  unemployment  insurance. 

In  1930,  the  House  of  Delegates  recommended  to  the 
Board  of  Trustees  the  establishment  of  a bureau  of  Medical 
Economics  in  the  headquarters  office  for  the  study  of  all  of 
these  problems  as  they  affect  the  medical  profession.  From 
time  to  time  this  Bureau  has  issued  bulletins  of  the 
greatest  importance,  not  only  for  the  factual  data  which 
they  present,  but  also  for  the  interpretation  of  medical  eco- 
nomic trends.  In  accordance  with  a special  request  by  the 
Board  of  Trustees,  your  Bureau  of  Medical  Economics  has 
prepared  an  extended  statement  of  the  conditions  in  rela- 
tionship to  state  medicine  and  compulsory  insurance,  as  they 
exist  in  other  nations.  This  statement  was  made  available 
to  all  Fellows  of  the  American  Medical  Association  by  pub- 
lication in  the  Bulletin  of  the  Association  for  April,  1934. 
In  connection  with  the  publication  of  this  data  and  this 
critical  analysis,  the  Bureau  of  Medical  Economics  has  also 
drawn  up  a statement  entitled  “Sickness  Insurance  Problems 
in  the  United  States”  which  includes  a presentation  of 
twelve  basic  principles  which  should  be  given  most  careful 
study  in  relationship  to  any  recommendations  that  this 
House  may  care  to  make  on  this  problem  for  the  future. 
This  statement  will  now  be  distributed  to  the  House  of 
Delegates. 

There  are  manifestations  of  unrest  in  relationship 
to  the  economic  situation  among  some  of  the  com- 
ponent and  constituent  bodies  of  this  Association. 
On  several  occasions  communications  have  been  made 
to  the  Board  of  Trustees  and  to  the  headquarters 
office,  urging  a change  in  the  activities  of  the  or- 
ganization which  would  in  effect  demand  a depart- 
ure from  the  policies  set  down  by  this  House  of 
Delegates  during  the  past  eighteen  years.  The  prob- 
lem is  before  you.  The  opportunity  is  offered  here 
this  afternoon  for  an  extensive  discussion  of  the  sit- 
uation as  it  confronts  the  medical  profession  today. 
The  Board  of  Trustees  hopes  that  you  will  give  it 
earnest  and  careful  consideration.  Onty  the  House 
of  Delegates  has  the  power  to  define  the  policies 
which  are  to  guide  this  association  in  the  coming 
years. 

7.  Your  committee  believes  that  this  statement  of 
the  chairman  of  the  Board  of  Trustees  briefly  re- 
viewing the  history  of  the  action  of  the  House  of 
Delegates  during  the  past  eighteen  years  sufficiently 
illuminates  the.  sincere  and  deep  concern  of  the 
American  Medical  Association  regarding  all  social 
programs  affecting  the  delivery  of  medical  service. 

8.  The  delegates  have  in  their  hands  a pamphlet 
entitled  “Sickness  Insurance  Problems  in  the  United 
States”  as  presented  by  the  Board  of  Trustees. 

9.  Your  committee  does  not  recommend  any  plan 
but  has  abstracted  from  the  pamphlet  the  following 
principles  and  siiggests  that  they  he  folloived  by  all 
constituent  bodies  of  the  American  Medical  Asso- 
ciation as  bases  for  the  conduct  of  any  social  ex- 
periments zvhich  may  be  contemplated  by  them * 
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10.  First : All  features  of  medical  service  in  any 
method  of  medical  practice  should  be  under  the  con- 
trol of  the  medical  profession.  No  other  body  or 
individual  is  legally  or  educationally  equipped  to 
exercise  such  control. 

Second : No  third  party  must  be  permitted  to 

come  between  the  patient  and  his  physician  in  any 
medical  relation.  All  responsibility  for  the  charac- 
ter of  medical  service  must  be  borne  by  the  profes- 
sion. 

Third : Patients  must  have  absolute  freedom  to 
choose  a duly  qualified  doctor  of  medicine  who  will 
service  them  from  among  all  those  qualified  to  prac- 
tice .and  who  are  willing  to  give  service. 

Fourth  : The  method  of  giving  the  service  must 
retain  a permanent,  confidential  relation  between  the 
patient  and  a “family  physician.”  This  relation  must 
be  the  fundamental  and  dominating  feature  of  any 
system. 

Fifth : All  medical  phases'  of  all  institutions  in- 
volved in  the  medical  service  should  be  under  pro- 
fessional control,  being  understood  that  hospital 
service  and  medical  service  should  be  considered  sep- 
arately. These  institutions  are  but  expansions  of 
the  equipment  of  the  physician.  He  is  the  only  one 
whom  the  laws  of  all  nations  recognize  as  compe- 
tent to  use  them  in  the  delivery  of  service.  The 
medical  profession  alone  can  determine  the  adequacy 
and  character  of  such  institutions.  Their  value  de- 
pends on  their  operation  according  to  medical 
standards. 

Sixth : However,  the  cost  of  medical  service  may 
be  distributed,  the  immediate  cost  should  be  borne 
by  the  patient  if  able  to  pay  at  the  time  the  service 
is  rendered. 

Seventh : Medical  service  must  have  no  connec- 
tion with  any  cash  benefits. 

Eighth : Any  form  of  medical  service  should  in- 
clude within  its  scope  all  qualified  physicians  of  the 
locality  covered  by  its  operation  who  wish  to  give 
service  under  the  conditions  established. 

Ninth : Systems  for  the  relief  of  low  income 

classes  should  be  limited  strictly  to  those  below  the 
“comfort  level”  standard  of  incomes. 

Tenth:  There  should  be  no  restrictions  on  treat- 
ment or  prescribing  not  formulated  and  enforced 
by  the  organized  medical  profession. 

11.  If  it  is  determined  in  a community  that  some 
experiment  to  change  or  improve  the  method  of 
administering  medical  service  is  desirable,  observ- 
ance of  these  principles  will  remove  many  of  the 
“disturbing  influences”  from  such  an  experiment. 
In  all  such  experiments,  attention  must  be  sharply 
focused  on  the  quality  of  medical  service. 

12.  Such  restrictions  will  undoubtedly  lower  the 
enthusiasm  of  many  of  the  present  advocates  of 
such  schemes.  They  remove  the  interest  of  the  poli- 
tician, the  commercial  promoter  and  all  those  who 
consciously  or  unconsciously  are  seeking  to  achieve 
other  objectives  than  better  medical  care  for  those 
unable  to  provide  such  care  for  themselves  under 
present  conditions.  All  these  principles  are  directed 
toward  protecting  the  character  of  the  service  to  be 
given  and  all  are  directly  designed  to  guard  against 
abuses  which  experience  shows  are  bound  to  arise 
when  these  principles  are  neglected.  In  most  com- 
munities it  will  be  found  that  comparatively  few 
changes  in  methods  of  administering  medical  care 
will  be  necessary.  That  type  of  medical  practice 
which  preserves  the  personal  relationships  between 
physician  and  patient,  that  maintains  the  practice 
of  medicine  as  a profession,  and  that  has  with- 
stood the  test  of  centuries  must  be  preserved  for 
the  best  interests  of  both  the  public  and  the  medical 
profession. 


MUTUAL  HEALTH  SERVICES 

In  the  June  Journal  there  were  pub- 
lished the  comments  of  three  members  from 
Oakland  County.  Members  were  requested 
to'  send  in  their  comments  and  opinions  for 
the  guidance  of  the  Committee  on  Econom- 
ics. These  are  being  published  for  the  in- 
formation of  members. 

The  following  comments  have  been  re- 
ceived. Members  are  again  requested  to 
send  in  their  comments  for  publication  in 
the  Aitgust  issue. 


FROM  EX-PRESIDENT  J.  B.  JACKSON 

I have  your  letter  of  May  23d,  asking  for  any 
comments  which  I might  wish  to  make  on  the  pro- 
posed plan  for  Mutual  Health  Services.  As  you  al- 
ready know,  I am  in  favor  of  making  an  attempt  to 
put  in  operation  some  plan  of  this  sort.  I think  that 
the  present  economic  situation  makes  it  obligatory 
on  the  medical  profession  to  devise  some  plan, 
which  may  make  available  to  the  public  who  needs 
it,  the  services  which  the  profession  is  in  a position 
to  render.  I am  decidedly  in  favor  of  this  effort 
being  made  by  the  medical  profession  primarily 
rather  than  to  have  it  forced  upon  us  by  those  who 
do  not  understand  the  situation  as  we  do. 

So  far  as  any  comment  on  the  plan  proposed  in 
the  May  Journal  is  concerned,  I am  rather  reticent 
about  making  any  criticism  ; for  the  committee  who 
has  given  so  much  time  and  thought  to  the  subject 
are  in  a much  better  position  to  suggest  plans  than 
I am.  There  are  two  things,  however,  which  occur 
to  me.  One  is  the  difficulty  in  selling  this  plan  to 
wage  earners  with  limited  income.  I think  it  is 
going  to  be  extremely  difficult  making  such  people 
voluntarily  assume  so  large  an  obligation  for  health 
insurance. 

I should  also  like  to  add  that  I think  it  is  of  the 
greatest  importance  to  sell  this  plan  to  the  medical 
profession.  In  my  contact  with  the  profession,  I 
am  convinced  that  the  great  majority  of  the  profes- 
sion are  disposed  to  be  timid  about  any  new  plan 
of  medical  economics  and  are  inclined  to  continue 
to  carry  on  medical  practice  as  it  always  has  been 
done  in  the  past. 

Yours  very  sincerely, 

John  B.  Jackson. 

FROM  BAY  COUNTY 

The  Bay  County  Medical  Society  met  and  dis- 
cussed “Mutual  Health  Service,”  Wednesday  eve- 
ning, May  9.  Many  interesting  discussions  and  ques- 
tions arose.  As  a result  the  members  were  urged  to 
more  carefully  review  the  supplement  concerning 
the  subject  and  were  requested  to  file  with  the  sec- 
retary of  this  society  any  questions  they  chose  to 
have  answered.  A special  greeting  of  the  society 
will  he  called  later  to  discuss  the  subject  further 
and  at  that  time  the  society’s  stand  will  be  taken. 

Fraternally  yours, 

I..  Fernald  Foster,  Secretary. 


FROM  W.  C.  ELLET,  M.D. 

Before  stating  our  position,  please  bear  in  mind 
that  these  are  our  ideas,  and  while  they  have  been 
explained,  and  been  accepted  by  the  Berrien  County 
Medical  Society,  on  the  other  hand  we  admit  that 
we  have  not  attempted  to  make  out  a good  case  for 
Mutual  Flealth  Insurance,  their  information  being 
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that  of  common  knowledge  and  the  report  of  the 
special  meeting  in  Flint,  copies  of  which  they  re- 
ceived. In  other  words  we  have  followed  out  the 
same  plan  as  the  State  Committee,  expressing  only 
those  points  favorable  to  our  preconceived  ideas,  and 
not  presenting  both  sides  of  the  story  or  all  the 
probable  things  that  might  happen.  We  might  add 
that  nearly  four  years  ago  we  heard  this  present 
plan  presented  by  one  of  the  committee,  before  even 
the  National  Committee  on  the  Cost  of  Medical 
Care  presented  their  report,  and  before  any  state 
or  English  statistics  were  gathered.  We  admit  that 
statistics  help  a lot  in  arriving  at  conclusions,  but 
we  feel  that  if  the  State  Committee  had  honestly 
gone  out  for  impartial  statistics  as  a solution  to  a 
problem,  just  as  many  figures  would  be  presented 
in  opposition  to  their  plan. 

We  appreciate  the  Luce-Sinai  report  of  their  Eng- 
lish trip,  but  we  cannot  understand  why^  there  were 
not  at  least  a few  more  minor  objections  to  the 
Insurance  problem,  as  it  is  almost  impossible  for 
us  in  this  day  and  age  to  conceive  of  any  idea,  or 
plan  in  operation,  that  does  not  have  plenty  of  ob- 
jectors, especially  in  the  field  of  social  welfare. 
Their  report,  to  us,  has  all  the  earmarks  of  a 
“Wickersham  Report.”  It  has  failed  but  let  us  keep 
on  with  the  noble  experiment.  To  quote  their  open- 
ing remarks,  “As  a result  the  conclusion  has  been 
reached  that  no  system  of  health  insurance  now  in 
existence  completely  conforms  to  the  policies  set 
forth.”  (Policies  those  of,  free  choice  of  physician, 
limitation  of  benefits  to  medical  service,  exclusion 
of  individuals  or  organizations  that  might  engage  in 
health  insurance  for  profit.)  “Therefore  the  com- 
mittee records  its  opposition  to  the  introduction  of 
any  of  the  present  systems  to  the  United  States.” 

Now  let  us  suggest  why  other  insurance  plans 
do  not  include  these  policies,  and  not  be  “patting’ 
ourselves  on  the  back  that  we  have  thought  of  poli- 
cies that  other  plans  have  neglected. 

In  the  first  place,  Choice  of  Physician — We  main- 
tain that  the  employe  under  Mutual  Health  Service 
does  not  have  free  choice.  Sec.  9,  a,  b,  and  c,  limit 
him.  Particularly  he  cannot  have  a physician  who 
does  not  signify  his  intention  of  providing  service 
according  to  the  Mutual  plan.  1 hen,  too,  let  us  face 
an  unpleasant  fact.  Commercial  companies'  have 
found  to  their  sorrow  that  there  are  many  “chiselers” 
among  our  colleagues,  and  when  the  local  committees 
start  to  discipline  this  group,  an  unpleasant  time 
will  be  had  by  all. 

Limitation  of  Benefits  to  Medical  Services. — Of 
course,  the  taking  away  of  compensation  for  illness 
will  aid  such  a plan,  but  then  what  have  you  to  sell 
such  an  individual?  The  state  now  provides  by  statute 
medical  care  when  ill  and  indigent,  so  why  should 
he  pay  premiums  for  protection  that  he  already  has, 
and  if  he  can  afford  to  buy  Mutual  Service  Insur- 
ance, he  is  foolish  if  he  does  not  add  a few  dollars 
more  and  buy  health  insurance  from  commercial 
companies  that  will  protect  his  family  when  he  is 
sick.  The  thinking  man  wants  to  protect  his  family 
when  ill  and  keep  off  the  welfare.  The  cost  of 
medical  care  in  the  average  family  is  small  com- 
pared to  the  loss  of  wages  from  illness. 

Exclusion  of  Individuals  or  Organisations  that 
Might  Engage  in  Health  Insurance  for  Profit. — What 
right  has  the  medical  profession  to  enter  another 
field  of  business  and  ask  for  an  exclusive  franchise 
in  addition  to  their  license  to  practice?  Do  you  think 
that  commercial  insurance  companies  will  idly  stand 
by  while  such  legislation  is  being  enacted?  What 
colossal  crust  for  the  profession  to  even  ask  or  sug- 
gest such  a proposition. 

Is  it  not  obvious  why  insurance  groups  have  not 
included  these  above  policies  in  their  plans? 

Truly  the  committee  are  seers  and  prophets  of 


the  highest  order  when  they  state,  “Such  a plan 
must  come  about  eventually  and,  therefore,  we  must 
endorse  and  accept  'this  plan.” 

We  maintain  that  half  the  social  strife  in  the 
world  today  is  due  to  radical  theorists  taking  ad- 
vantage of  the  unrest  of  ignorant  individuals,  and 
constantly  talking  revolution  and  overturning  of 
established  principles.  Will  someone  tell  us  why  the 
world  must  be  revolutionized  in  the  next  few 
months,  and  why  must  the  medical  profession  be- 
come “Brain  Trusters”  and  revolutionaries  instead 
of  evolutionaries?  Perhaps  things  are  all  wrong  but 
the  pendulum  follows  physical  laws  and  always  re- 
turns to  the  right,  unless  someone  stops  the  works. 

Which  would  be  a greater  catastrophe,  to  blunder 
into  an  insurance  or  panel  form  of  practice  (one 
cannot  cover  up  the  plan  by  the  title  “Mutual  Health 
Service”)  brought  about  by  our  fear  and  greed  of 
economic  conditions,  or  to  have  a form  of  state 
medicine  thrust  upon  us?  One  cannot  deny  the 
danger  of  political  involvement  in  the  insurance  plan, 
and  if  the  latter  (state  medicine)  should  come  true, 
it  would  be  in  such  a form  that  the  cost  would  be 
equitably  distributed  and  profits  not  destroyed  by 
political  grafters  or  competitive  companies.  True, 
state  medicine  does  not  contemplate  any  too  free 
choice  of  physician  but  it  does  fulfill  the  other  two 
requirements  of  mutual  service,  vis.,  limitation  of 
benefits  and  limitation  of  competition. 

Let  us  get  down  to  specific  facts  in  regard  to  this 
health  insurance  plan. 

The  medical  profession  resents  the  encroachment 
of  lay  groups  in  the  practice  of  medicine  and  have 
consistently  fought  such  invasion,  yet  here  we  are 
making  plans  to  encroach  on  the  established  busi- 
ness of  lay  groups,  because  the  other  fellow’s  pas- 
ture appears  greener,  and  call  it  what  you  may  the 
motive  behind  this  plan  is  fear  and  greed.  Why  not 
ask  for  volunteers  among  the  profession  to  give  up 
their  practice  and  go  into  the  insurance  business  and 
leave  the  field  free  for  the  remainder.  To  our  mind 
this  is  just  as  logical  a solution  as  putting  us  all 
in  the  insurance  business  and  dividing  the  profits. 

Hospitals,  group  clinics,  corporations  and  contract 
medicine  have  come  in  for  a great  deal  of  criticism 
by  the  profession  for  entering  the  active  field  of 
medicine.  They  May  State  Journal  in  the  editorial 
section  says,  “Beware  of  Group  Hospital  Insurance 
Plans.”  “The  plan  of  Mutual  Health  Services,  pub- 
lished in  this  issue,  provides  for  hospital,  dental  and 
medical  services.”  They  left  out  nursing  and  control 
of  the  pharmacists.  It  would  not  be  surprising  for 
the  hospital  journals  to  come  with  a similar  editorial, 
Beware  of  the  Medics  ! They  want  to  seize  control 
of  the  hospitals,  nurses',  dentists  and  pharmacists : 
of  course  their  plan  is  masked  under  the  title  of 
mutual  benefit,  but  it  is  as  clear  as  the  nose  on  your 
face  that  the  doctors  are  hungry  and  wish  to  con- 
trol our  business  as  well  as  their  own.  If  we  don’t 
subscribe  to  their  plans  they  will  take  the  business 
away  from  us  and  give  it  to  other  institutions.  Fight 
the  medical  trust.  Arise,  all  you  nurses,  dentists, 
druggists,  patients  and  directors  of  our  institutions 
less  you  be  destroyed  by  these  demons.  This  is 
not  far  fetched ; to  our  mind  it  is  likely  to  happen 
in  retaliation,  and  if  I were  on  the  other  side  of 
the  fence,  I know  I would  feel  the  same. 

State  medicine  has  been  repeatedly  condemned  as 
stopping  advancement  in  science  and  giving  poor 
service  to  society.  When  mutual  health  insurance 
comes  into  practice  the  panel  doctor  will  lose  his 
incentive  to  advance  the  art  of  medicine,  as  if  he 
will  take  advantage  of  the  post-graduate  work,  what 
a pitiful  altruistic  sop  to  throw  him,  and  we  grieve 
for  the  sendee  the  poor  premium  payer  will  receive 
when  he  cannot  demand  the  services  he  wishes. 

Mutual  health  plans  have  been  tried  by  fraterni- 
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ties  and  communities  with  great  financial  loss,  even 
though  held  in  check  by  oaths  of  brotherhood,  feality 
and  tight  contract  prices  with  the  doctors,  and  very 
few  of  these  have  ever  agreed  to  pay  the  insured 
enough  sick  benefit  or  compensation  to  make  malin- 
gering worth  while.  Ideally  theoristic  but  practically 
failures. 

Mutual  health  service  as  proposed  is  distinctly 
class  legislation.  Keep  the  wealthy  out,  so  we  can 
hook  them  more,  and  put  in  the  lower  wage  bracket 
class  those  whom  we  have  to  serve  on  credit,  when 
they  are  out  of  work.  Where  has  the  vaunted  char- 
ity and  goodness  of  medical  practice  gone? 

Industry  at  the  present  time  has  its  back  to  the 
wall  and  has  stood  aft  that  it  can  bear  as  far  as 
unionism  and  the  “check  off”  system  is  concerned, 
and  yet  the  success  of  mutual  health  insurance  is 
dependent  upon  the  cooperation  of  industry  in  the 
“check  off”  premium.  We  freely  predict  a finish 
fight  in  this  battle,  and  the  medical  profession  will 
have  enough  to  do  taking  care  of  their  own  busi- 
ness. When  they  become  involved  with  these  two 
groups  it  is  easy  to  see  they  will  be  bruised  and 
battered  in  the  scrap. 

Let  us  not  he  washed  away  in  the  maelstrom  of 
social  reform  that  is  flooding  the  nation,  or  be 
enmeshed  in  the  net  of  restrictions  that  labor  and 
industry  are  now  fighting  because  they  experimented 
with  plans.  Let  us  retain  the  individualism  of  our 
profession  and  think  of  the  future  generations  of 
physicians  who  will  be  involved  and  trapped  by  ac- 
tions that  we  may  take. 

Careful  analysis  of  the  report  of  the  Economics 
Committee  published  last  summer  shows  the  phy- 
sician to  be  much  better  off  than  other  groups,  and 
lastly,  if  each  of  us  practice  the  art  of  our  science 
and  conscientiously  give  our  best  service  we  will  he 
remunerated  accordingly.  The  science  and  social 
experience  in  the  practice  of  medicine  proves  to  us 
that  not  all  are  created  equal,  and  all  of  us  cannot 
be  at  the  top  in  professional  and  commercial  suc- 
cess. 

Let  us  keep  our  feet  on  the  ground.  Let  us  have 
our  own  opportunity  of  individual  success.  It  is  too 
bad  if  some  of  us  fall  by  the  wayside,  but  we  took 
that  chance  when  we  started  the  hard  road  to  a 
medical  education.  Let  us  stick  together  for  com- 
mon good,  but  let  us  not  as  a body  destroy  individ- 
ualism, in  the  responsibility  of  the  patient,  and  in 
the  practice  of  medicine. 

Sincerely, 

W.  C.  Ellet,  M.D. 


FROM  A.  V.  WENGER,  M.D. 

In  view  of  my  efforts  in  favor  of  the  adoption 
of  the  report  of  the  committee  on  medical  economics, 
my  comments  are  perhaps  a bit  superfluous. 

While  not  active  on  the  floor,  I contacted  many 
delegates  who  were  lukewarm,  and  not  a few  who 
were  directly  opposed  to  the  plan.  After  consider- 
able discussion  it  developed  that  the  attitude  of  in- 
difference or  opposition  was  in  most  cases  based  on 
a misconception  of  one  or  more  of  its  provisions. 

In  view  of  these  discussions  I came  to  the  con- 
clusion that  we  would  have  rather  rough  going  to 
secure  approval  of  the  plan  in  the  House  of  Dele- 
gates. It  was  with  some  surprise  and  no  little  satis- 
faction that  I heard  the  roll  call  approving  the  plan 
61  to  9. 

The  only  suggestive  comment  I have  to  make  fol- 
lows : 

Re  Allotment  of  funds  : 

If  post-graduate  work  is  to  be  available  to  gen- 
eral practitioners  and  specialists  alike,  I should  sug- 
gest that  the  2 per  cent  deduction  be  made  from  the 
specialists’  allotment  also.  As  provided  in  the  report 


it  is  deducted  from  the  general  practitioners  of  med- 
icine and  dentists  allotments  only. 

Sincerely  yours, 

A.  V.  Wenger,  M.D. 


FROM  EX-PRESIDENT  H.  E.  RANDALL 
I have  been  pondering  Mutual  Health  service  since 
Dr.  Alexander  Lambert  made  his  report  to  the  dele- 
gates of  the  A.  M.  A.  many  years  ago.  Was  con- 
vinced then  as  I am  now  that  since  a certain  por- 
tion of  our  population  are  unable  either  by  mental, 
physical  or  economic  conditions  to  be  self  support- 
ing in  the  old  sense  of  “rugged  individualism”  that 
some  system  of  help  is  necessary  both  to  the  doctor 
and  to  the  families  he  may  serve. 

We  all  realize  we  are  in  a world  that  has  changed 
amazingly  in  the  years  since  1890  when  land  could 
be  had  for  the  asking  from  a generous  government. 
Raising  the  standard  of  living  and  the  strife  of 
modern  competition,  combined  with  higher  taxation 
of  land  and  homes,  has  closed  the  doors  to  many  ap- 
portunities.  It  has  seemed  only  too  clear  that  Amer- 
ica must  in  time  follow  the  experience  of  the  older 
European  nations,  in  providing  some  form  of  social 
medicine.  Not  because  we  want  it,  but  because  we 
are  “faced  not  by  a theory  but  by  facts.” 

In  every  system  proposed  there  are  certain  in- 
herent defects  both  from  the  standpoint  of  physician 
and  the  patient,  professional  and  ethical  and  the  as- 
surance of  proper  care. 

The  defects  of  various  European  systems  have 
been  studied  and  are  well  known.  An  attempt  has 
been  made  by  our  committee  to  avoid  these  mis- 
takes and  to  offer  a plan  which,  while  not  perfect, 
yet  has  been  a sincere  attempt  to  avoid  the  defects 
of  previous  systems  of  social  health  insurance. 

H.  E.' Randall,  M.D. 


FROM  R.  H.  HOLMES,  M.D. 

I have  given  this  matter  of  Health  Insurance  con- 
siderable attention,  which  course  I believe  should  be 
followed  by  every  member  of  the  State  Medical  So- 
ciety. 

I have  been  fortunate  (or  unfortunate)  in  having 
had  some  experience  with  sickness  insurance,  both 
from  the  administrative  part  and  the  medical  side, 
which  makes  me,  as  a physician,  primarily  opposed 
to  this  type  of  service.  Each  and  every  organization 
of  this  character  is  made  use  of  by  some  for  political 
self-aggrandizement.  In  every  organization  of  this 
kind,  the  trend  is  to  place  the  doctor  in  a position 
of  a professional  employe  rather  than  an  independent 
practitioner.  I believe  it  is  impossible  to  prevent,  no 
matter  how  carefully  the  organization  is  made,  to 
protect  the  relation  between  the  doctor  and  his  pa- 
tient and  not  have  a third  party,  even  though  it  may 
be  a commission  of  physicians.  These  are  the  main 
objections  I have  to  this  proposition  as  a whole. 

I would  like  to  list  my  objections  to  the  plan  as 
presented. 

First — Fixing  the  upper  income  limit  at  $1,500  will 
make  eligible  approximately  90  per  cent  of  the  peo- 
ple in  this  community. 

Second — I do  not  understand  in  what  way  Mr. 
Sinai  and  the  committee  feel  that  the  medical  pro- 
fession would  have  control  of  this  plan  by  a total 
of  three  members  on  a board  of  eleven.  It  is  pos- 
sible that  the  doctor  of  dental  surgery  and  the 
registered  nurse  would  look  at  this  matter  from  the 
same  position  as  the  doctors  of  medicine.  It  is  in- 
conceivable that  the  pharmacist  or  the  hospital  super- 
intendent would  be  partial  to  the  medical  profession. 
The  growing  tendency  of  the  hospital  superinten- 
dents to  believe  that  the  staff  should  work  for  the 
hospital  and  not  the  hospital  for  the  staff  is  to  me 
sufficient  evidence.  Certainly  the  other  four  mem- 
bers will  not  be  in  sympathy  with  the  medical  prob- 
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lem  in  regard  to  sections  D and  E of  Article  3,  and 
in  particular,  fees  for  physicians  and  investments 
of  funds. 

I have  no  complaint  with  Articles  Four  and  Five. 

Article  Six — We  have  another  situation  in  which 
the  judicial  body  gives  even  less  percentage  of  power 
to  the  medical  profession. 

Article  Eight — Demonstrates  conclusively  the  poli- 
tical angle  of  the  board  of  governors  and  the  lack 
of  control  by  the  medical  profession. 

Article  Nine — Splendidly  organized  article,  but 
provides  absolutely  no  guarantee  to  the  medical  pro- 
fession that  restrictions  may  not  be  added  by  the 
board  of  governors. 

Articles  Ten,  Eleven,  and  Twelve — Satisfactory. _ 

Article  Fifteen — I believe  the  average  worker  in 
this  salary  limit,  and  we  must  remember  that  the 
average  is  closer  to  $1,000  a year  than  to  $1,500, 
would  be  unable  to  afford  to  pay  the  schedule  rate 
for  an  average  family,  that  is  three  children  and 
two  adults.  The  industrial  men  with  whom  I have 
conferred  would  not  be  interested  in  this  plan  unless 
it  was  made  compulsory.  The  cost  of  collecting  this 
amount  under  a voluntary  system  would  in  my 
opinion  take  more  than  the  13^2  per  cent  allowed 
for  administration  and  surplus. 

Article  Nineteen — Referring  to  the  comment,  I feel 
that  the  argument  is  a fallacy. 

Article  Twenty — Leaves  a decided  loop  hole  in 
satisfactory  management. 

Article  Twenty-two — Allots  this  fund  to  the  board 
of  governors  comprised  mainly  of  non-professional 
people  who  are  to  dictate  “with  the  advice  of  the 
state  medical  and  dental  societies”  how  professional 
men  are  to  be  given  post  graduate  training. 

The  American  Medical  Association  Bulletin  has 
covered  rather  completely  the  general  objections  to 
these  plans. 

I believe  it  will  be  impossible  to  keep  this  program 
isolated  from  non-employment  insurance. 

I believe  this  plan  is  instigated  as  part  of  the 
program  of  certain  sociologists  and  industrialists 
who  resent  the  rugged  individualism  and  continued 
independence  of  the  medical  profession.  Those  prac- 
titioners in  Detroit  and  other  large  centers  have 
found  to  their  amazement  and  disappointment  and 
loss  of  self-respect,  the  relationship  they  now  bear 
to  the  hospital  since  the  occasion  of  the  Afflicted 
Childrens  Act. 

This  program  is  offered  as  an  experiment.  A num- 
ber of  delegates  voted  for  it  because  they  felt  that 
if  any  county  wanted  to  try  this  out,  they  should  be 
allowed  to  do  so,  forgetting  at  the  time  that  each 
county’s  problem  and  reaction  to  it  is  reflected  on 
all  other  counties.  Witness  acceptance  of  the 
Couzens  Fund  program. 

I must  state  that  this  proposition  has  not  been 
offered  the  society  I represent,  and  these  are  my 
personal  opinions.  However,  I do  believe  that  the 
general  attitude  of  our  society  is  against  the  prac- 
tice of  Mutual  Health  Service. 

Very  truly  yours, 

Roy  Herbert  Holmes,  M.D. 


FROM  EX-PRESIDENT  A.  P.  BIDDLE 

In  reply  to  your  letter  of  the  23rd  instant  rela- 
tive to  comments  and  suggestions  on  the  proposed 
plan  for  Mutual  Health  Services,  I would  state  that 
my  views  are  well  known  to  the  Committee  on 
Economics  and,  further,  I feel  that,  as  I am  mem- 
ber of  the  House  of  Delegates  and  shall  have  to 
pass  upon  the  recommendations  of  the  Committee, 
it  were  better  that  no  further  comment  or  sugges- 
tion be  made  by  me  at  present. 

Sincerely, 

Andrew  P.  Biddle. 


A PRACTICAL  ALTERNATIVE 
TO  STATE  MEDICINE 

The  Michigan  State  Medical  Society  has  taken  a 
revolutionary  step  by  its  decision  of  April  12,  1934, 
endorsing  the  idea  of  experimentation  with  a volun- 
tary health  insurance  plan.  It  marks  the  beginning 
of  a new  epoch  in  the  history  of  American  medical 
socio-economics.  It  is  the  first  blow  to  the  stand- 
patters of  the  status  quo.  It  brings  us  right  into  the 
realm  of  socialized  health  service  with  its  historical 
climax  of  state  medicine. 

On  April  12,  a special  meeting  was  held  to  study 
a plan  known  as  “Mutual  Health  Service.”  The 
much  misunderstood  term  “insurance”  is  not  used 
for  practical  reasons.  After  considerable  debate  and 
thorough  discussion,  the  Michigan  Society  went  on 
record  favoring  the  principle  of  insurance  to  dis- 
tribute cost  of  health  service.  Considering  contem- 
porary medical  economic  thought  and  the  combative 
attitude  of  medicine  and  dentistry  toward  the  mild- 
est form  of  socialization  of  health  services,  we  must 
view  the  present  Michigan  step — a reversal  of  its 
position  three  years  ago — as  epoch  making.  This 
action  is  motivated  by  that  noble  idealism  expressed 
in  the  Michigan  Society  elaborate  Health  Survey 
of  1933. 

“Ever  since  the  English  Poor  Law  of  1601  the  right  to 
live  has  been  guaranteed  in  all  civilized  countries.  The  right 
to  live  implies  more  than  the  mere  necessities  of  life.  Ade- 
quate medical  service  must  be  distributed  to  the  entire 
population.  It  would  be  manifestly  unjust  to  deny  any 
citizen  relief  from  incapacitating  illness.” 

In  substance,  the  Michigan  experiment  is  a vol- 
untary health  insurance  plan  in  which  the  health 
profession,  the  industries  and  wage  earners  partici- 
pate. The  details  of  plan  are  given  elsewhere.  The 
question  we  now  raise  is  whether  the  Michigan  pro- 
posal is  a practical  alternative  to  state  medicine 
where  health  services  are  distributed  free  to  the 
entire  population. 

What  is  state  medicine?  State  medicine  is  a tax- 
supported  system  of  social  insurance  where  the  peo- 
ple receive  free  medical  and  dental  care  and  phy- 
sicians and  dentists  are  employed  in  clinics  by  the 
state  on  a salary  basis.  In  Soviet  Russia  we  find 
a typical  example  of  a state  system.  Will  the  Michi- 
gan voluntary  plan  fulfill  in  theory  and  in  practice 
the  public  need  of  universal  and  adequate  health 
care?  If  universality  is  our  objective,  some  believe 
a system  of  state  medicine  is  more  practical. 

The  issue  is  so  vital  that  professional  groups  are 
organized  advocating  the  state  system  for  immediate 
adoption.  Since  a change  is  needed,  they  contend 
common  sense  would  suggest  a change  to  state  medi- 
cine. The  whole  medical  picture  takes  on  new  form. 
Shall  we  choose  either  extreme — voluntary  insurance  ; 
or  state  medicine — or  shall  we  choose  a compromise 
plan  somewhere  between  these  two  extremes? 

Tf  state  medicine  is  not  feasible,  is  the  Michigan 
plan  a practical  alternative?  Tt  is  certainly  the  only 
concrete,  flexible  and  carefully  thought-out  proposal 
so  far  formulated  on  a state-wide  basis.  It  embodies 
the  desirable  control  features  by  the  medical  pro- 
fessions, it  keeps  out  of  the  administration  lay  and 
commercial  groups  and  politicians  and  enables  labor 
and  industry  to  show  their  real  and  sincere  interest 
in  the  people’s  health.  Above  all,  it  gives  for  the 
first  time  in  American  medical  history  physicians 
and  dentists  an  opportunity  to  gain  experience  in 
handling  the  health  problem  of  the  nation  on  a co- 
operative and  mutually  protective  basis. 

One  thing  is  certain,  that  we  are  not  so  near  a 
final  solution  of  the  distribution  problem  as  we 
think  we  are.  The  time  is  ripe  to  unite  and  con-, 
solidate  the  leadership  of  the  medical  professions — 
medicine  and  dentistry — in  order  to  crystallize  a 
common-sense  and  practical  viewpoint  for  the  pro- 
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tection  of  the  professions  and  the  people.  Society 
and  the  professions  need  protection  against  possible 
exploitation  by  an  ill  conceived  system  of  insurance 
practice.  Whatever  the  imperfections  of  the  Michi- 
gan plan  may  be,  it  points  to  the  need  of  adopting 
an  aggressive  policy,  preparing  safety  devices  against 
the  establishment  of  commercialized  insurance  which 
may  take  advantage  of  the  disorganized  professions. 
Whether  the  principle  of  insurance  or  taxation  or 
both  are  embodied  in  future  plans,  we  must  be 
guided  by  general  policies  and  principles  to  safe- 
guard the  interests  of  the  public  and  the  professions. 

Let  us  not  merely  watch  the  Michigan  experi- 
mental plan  or  other  plans  but  let  us  gain  experi- 
ence with  a mutualized  form  of  health  service  of 
our  own  making  by  early  initiation  and  speedy  ac- 
tion. 

A.  J.  A. 

Editorial  in  the  June  Dental  Outlook. 


More  than  600  requests  have  been  re- 
ceived for  copies  of  the  May  Journal  sup- 
plement which  contained  the  proposed  plan 
for  Mutual  Health  Services.  The  copies 
were  sent  without  comment.  The  following 
are  a few  of  the  voluntary  expressions  that 
have  been  received.  Extracts  are  being  pre- 
sented for  our  members’  information.  Com- 
ments are  appearing  in  various  medical  and 
lay  publications.  An  endeavor  is  being  made 
to  compile  them.  Over  6,089  inches  of  news- 
paper space  in  the  state  has  been  devoted 
to  presentation  and  discussion  of  the  plan. 
About  twenty-seven  editorials  have  appeared 
in  the  lay  press.  They  are  all  on  file  in  a 
scrap  book  for  reference  and  record. 

A.  W.  Freeman,  M.D.. 

The  Johns  Hopkins  University, 

615  North  Wolfe  Street, 

Baltimore,  Md. 

“May  I congratulate  you  on  the  fact  that  Michi- 
gan, under  your  leadership,  is  viewing  the  subject 
of  the  future  of  medical  service  realistically  and 
rationally.  I am  tremendously  concerned  for  fear 
the  present  leadership  of  the  profession  in  this  coun- 
try will  succeed  in  delaying  any  satisfactory  solution 
of  the  problem  so  long  that  commercial  organiza- 
tions to  supply  medical  service  will  be  enabled  to 
get  a foothold.  This  seems  to  me  to  he  the  worst 
thing  which  could  possibly  happen,  and  it  is  a pleas- 
ure to  see  that  one  state,  at  least,  is  determined  that 
it  shall  not  happen.” 

H.  E.  Friesell,  Dean, 

University  of  Pittsburgh, 

School  of  Dentistry, 

Pittsburgh,  Pa. 

“I  wish  to  compliment  the  Michigan  State  Medi- 
cal Society  on  the  thorough  and  intelligent  manner 
in  which  it  has  been  studying  the  question  of  Mutual 
Health  Service. 

“Your  Society  has  done  and  is  doing  a splendid 
work  and  a very  much  needed  one  on  this  subject.” 

Graham  L.  Davis,  Director, 

The  Duke  Endowment, 

Power  Bldg., 

Charlotte,  N.  Carolina. 

“I  requested  recently  and  you  sent  me  three  copies 
of  the  Supplement  to  the  Journal  of  the  Michigan 


State  Medical  Society  for  May  on  the  subject  of 
Mutual  Health  Service.  When  I produced  this  at 
the  recent  meeting  of  the  members  of  the  Com- 
mittee on  Group  Hospitalization  of  the  North  Caro- 
lina Hospital  Association,  they  all  wanted  copies, 
but  I did  not  have  enough  to  go  around.” 

A.  C.  Christie,  M.D., 

1835  Eye  St.  N.  W., 

Washington,  D.  C. 

“I  have  studied  the  Report  of  the  Committee  on 
Survey  of  Medical  Services  and  Health  Agencies  of 
your  Society  with  the  greatest  interest.  It  is  a most 
thorough  and  excellent  report  and  will  undoubtedly 
be  of  great  value  to  other  localities.” 

George  Crownhart,  Secretary, 

The  State  Medical  Society  of  Wisconsin, 
Madison,  Wisconsin. 

“I  would  be  less  than  frank,  if  I did  not  say 
that  none  of  our  studies  made  to  date  in  Wisconsin, 
nor  our  investigations  of  plans  elsewhere,  indicate 
to  us  an  attack  on  the  problem  along  the  lines  that 
you  in.  Michigan  have  outlined.  I would  not  have 
you  think  for  a moment  that  we  are  so  presump- 
tuous as  to  say  that  we  are  right  about  this  matter, 
but  rather  that  we  have  yet  to  be  convinced  that 
the  gains  to  be  had  will  offset  the  losses,  using  both 
the  word  ‘gain’  and  the  word  ‘loss’  from  the  view- 
point of  the  service  that  the  public  does  or  will 
obtain.  You  may  be  certain  that  we  are  studying 
your  plan  with  the  greatest  of  interest  even  though 
we  feel  that,  as  Mr.  Kingsbury  admitted,  every  vol- 
untary scheme  is  merely  a bridge  to  a compulsory 
scheme.” 

Rodney  A.  Yoell,  M.D., 

14  7th  Avenue, 

San  Francisco,  Calif. 

Telegram : 

“Just  read  Supplement  of  Michigan  Journal  of 
Mutual  Health  insurance  proceedings  at  House  of 
Delegates  stop  Magnificent  piece  of  work  stop  We 
in  California  have  just  done  same  thing  at  State 
Convention  Riverside  feel  your  action  regarding 
American  Medical  Association  correct  one  hundred 
percent  will  write  letter  asking  further  information 
please  send  collect  three  copies  of  Supplement  giving 
Delegates  proceedings  four  nine  naught  Post  Street 
San  Francisco” 

Walter  P.  Bowers,  M.D., 

Managing  Editor, 

The  New  England  Journal  of  Medicine, 

8 The  Fenway, 

Boston,  Mass. 

“The  action  of  your  House  of  Delegates  is  of 
great  interest  and  should  be  studied  by  the  other 
State  Medical  Societies  for  it  seems  to  me  to  be  a 
logical  step.  toward  meeting  the  problems  now  con- 
fronting this  country.” 

P.  H.  Van  Itallie, 

Technical  Editor, 

Drug  Topics, 

330  West  42nd  Street, 

New  York,  N.  Y. 

“According  to  a paper  which  was  recently  pub- 
lished in  the  Business  Week,  a mutual  health  service 
plan  whereby  Michigan  wage  earners  and  their  fam- 
ilies would  receive  complete  medical  care  of  $27  per 
person  annually,  was  recently  approved  tentatively 
by  the  Michigan  State  Medical  Association  House  of 
Delegates. 

“Because  this  plan  proposes  a central  fund  from 
which  payments  would  be  made  to  the  various  divi- 
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sions  of  health  service,  including  drug  distributors, 
we  would  very  much  be  interested  in  receiving  fur- 
ther information  on  this  subject. 

“As  you  probably  know,  Drug  Topics  is  the  na- 
tional weekly  newspaper  for  retail  druggists.  It  is 
in  this  publication  that  we  wish  to  comment  on  the 
plan  proposed  by  this  Association.” 

Dr.  J.  Newton  Hunsberger, 

514  West  Main  Street, 

Norristown,  Pa. 

“I  noticed  in  Dr.  Olin  West’s  report  that  the 
Trustees  of  American  Medical  Association  took  no 
notice  of  your  State’s  report  of  conditions  in  Eng- 
land regarding  contract  practice.  Many  of  our  men 
think'  this  State  Medicine  would  be  a good  thing 
for  this  country  and  the  belief  is  growing  fast.  We 
are  our  own  menace.” 


MEDICAL  HISTORY 

There  remain  on  hand  a number  of  sets — 
two  volumes  each — of  the  History  of  the 
Michigan  State  Medical  Society,  compiled 
by  the  late  C.  B.  Burr,  M.D.  The  reviewers 
have  commended  this  historical  record  of 
our  Society.  A set  should  be  in  every  mem- 
ber’s library. 

As  long  as  they  last  you  can  obtain  these 
two  volumes  upon  receipt  of  your  remittance 
of  Five  Dollars — half  price.  Send  in  your 
orders  to  the  State  Secretary. 


SURVEY  REPORT 

Upon  remittance  of  $1.50  you  can  secure 
a copy  of  the  report  on  the  Survey  of  State 
Health  Agencies  and  Medical  Services.  This 
report  should  be  read  by  every  member. 
Send  for  a copy  today. 


ANNUAL  MEETING 

Our  annual  meeting  will  be  held  in  the 
W.  K.  Kellogg  auditorium  in  Battle  Creek 
on  September  11,  12  and  13.  The  August 
Journal  will  contain  the  preliminary  pro- 
gram announcements.  The  complete  pro- 
gram will  appear  in  the  September  issue. 
Please  note  the  dates  and  plan  to  attend 
what  promises  to  be  a most  instructive  and 
enjoyable  meeting.  Battle  Creek  members 
propose  to  be  most  royal  hosts. 


PLAN  FOR  MUTUAL  HEALTH 
SERVICES 

Shortly  after  the  issuance  of  the  May 
Journal  and  the  publication  in  the  Journal 
of  the  A.  M.  A.  of  the  resolution  Michigan 
delegates  were  instructed  to  introduce  at  the 
Cleveland  A.  M.  A.  meeting  inquiries  and 
requests  commenced  to  come  in  for  copies 


of  the  proposed  plan  for  Mutual  Health 
Services  and  the  Luce-Sinai  report.  These 
inquiries  came  from  all  over  the  country  and 
have  now  passed  the  600  mark. 


THE  PENALTY  OF  LEADERSHIP 

The  following  literary  gem  was  originally  written, 
we  are  told , as  an  advertisement  for  The  Cadillac 
Motor  Car  Co.  It  contains  a truth  which  applies  to 
the  physician,  druggist  or  manufacturer,  he'nce  we 
reprint  it  here  for  our  readers. — Editor’s  Note. 

“In  every  field  of  human  endeavor,  he 
that  is  first  must  perpetually  live  in  the 
white  light  of  publicity.  Whether  the  lead- 
ership be  vested  in  a man  or  in  a manufac- 
tured product,  emulation  and  envy  are  ever 
at  work.  In  art,  in  literature,  in  music,  in 
industry,  the  reward  and  the  punishment  are 
always  the  same.  The  reward  is  widespread 
recognition ; the  punishment,  fierce  denial 
and  detraction.  When  a man’s  work  be- 
comes a standard  for  the  whole  world,  it 
also  becomes  a target  for  the  shafts  of  the 
envious  few.  If  his  work  be  merely  medi- 
ocre, he  will  be  left  severely  alone — if  he 
achieve  a masterpiece,  it  will  set  a million 
tongues  a-wagging. 

“Jealousy  does  not  protrude  its  forked 
tongue  at  the  artist  who  produces  a com- 
monplace painting.  Whatsoever  you  write, 
or  paint,  or  play,  or  sing,  or  build,  no  one 
will  strive  to  surpass  or  to  slander  you,  un- 
less your  work  be  stamped  with  the  seal  of 
genius.  Long,  long  after  a great  work  or  a 
good  work  has  been  done,  those  who  are  dis- 
appointed or  envious  continue  to  cry  out 
that  it  cannot  be  done.  Spiteful  little  voices 
in  the  domain  of  art  were  raised  against  our 
own  Whistler  as  a mountebank,  long  after 
the  big  world  had  acclaimed  him  its  greatest 
artistic  genius.  Multitudes  flocked  to  Bay- 
reuth to  worship  at  the  musical  shrine  of 
Wagner,  while  the  little  group  of  those 
whom  he  had  dethroned  and  displaced  ar- 
gued angrily  that  he  was  no  musician  at  all. 
The  little  world  continued  to  protest  that 
Fulton  could  never  build  a steamboat,  while 
the  big  world  flocked  to  the  river  banks  to 
see  his  boat  steam  by. 

“The  leader  is  assailed  because  he  is  a 
leader,  and  the  effort  to  equal  him  is  merely 
added  proof  of  that  leadership.  Failing  to 
equal  or  to  excel,  the  follower  seeks  to  de- 
preciate and  to  destroy — but  only  confirms 
once  more  the  superiority  of  that  which  he 
strives  to  supplant. 

“There  is  nothing  new  in  this.  It  is  as  old 
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as  the  world  and  as  old  as  the  human  pas- 
sions— envy,  fear,  greed,  ambition,  and  the 
desire  to  surpass.  And  it  all  avails  nothing. 
If  the  leader  truly  leads,  he  remains — the 
leader.  Master-poet,  master-painter,  master- 
workman,  each  in  his  turn  is  assailed,  and 
each  holds  his  laurels  through  the  ages. 

“That  which  is  good  or  great  makes  itself 
known,  no  matter  how  loud  the  clamor  of 
denial.  That  which  deserves  to  live — lives.” 


STATISTICAL  DATA  IN  HUMAN  ANATOMY 

From  the  Journal  of  the  A.  M.  A.: 

To  the  Editor: — In  our  daily  newspaper  (Grand  Rapids 
Press)  an  item  caught  my  eye  in  the  section  on  "This  Cu- 
rious World.”  The  statement  is  made  that  "the  blood  ves- 
sels of  an  adult  have  a combined  length  of  about  100,000 
miles.”  May  I ask  you  whether  this  statement  has  the 
backing  of  scientific  authority.  For  a long  time  I have 
wanted  to  know  whether  any  estimates  have  ever  been  made 
of  the  combined  length  of  nerves  of  the  body  and  of  the 
blood  vessels.  Also  whether  the  total  number  of  white  and 
red  corpuscles  has  ever  been  estimated.  These  figures  would 
be  of  interest  in  talks  to  the  public  which  I sometimes  give. 
If  there  is  any  publication  you  recommend  along  this  line, 
I will  be  grateful. 

A.  W.  Woodburne,  M.D.,  Hastings,  Mich. 

Answer. — Estimates  of  the  total  length  of  blood 
vessels  in  the  adult  human  body  would  necessarily 
be  only  approximate.  Krogh,  in  his  book  on  the 
capillaries,  has  made  a calculation  of  the  total  length 
of  blood  capillaries  in  the  muscles.  He  states  that 
there  are  more  than  100,000  kilometers  of  capillaries 
in  the  muscles  alone  (62,000  miles).  Since  the  mus- 
cles constitute  only  about  40  per  cent  of  the  weight 
of  an  adult  healthy  body,  it  would  be  conservative  to 
estimate  the  total  length  of  all  capillaries  in  the 
rest  of  the  body  at  38,000  miles.  Therefore,  the 
statement  that  there  are  more  than  100,000  miles  of 
blood  capillaries  seems  to  be  conservative. 

No  estimates  of  the  total  length  of  nerve  fibers  in 
the  human  body  seem  to  have  been  made,  but  sev- 
eral estimates  have  been  made  in  their  number. 
Vierordt  estimates  the  number  of  nerve  fibers  in 
the  spinal  nerve  trunks  at  over  800,000,  the  number 
of  fibers  in  the  cranial  nerves  from  the  third  to  the 
twelfth,  inclusive,  at  200,000  (Krause’s  Anatomie). 
The  number  of  fibers  in  the  optic  nerve  have  recent- 
ly been  counted  by  Arey  (1934)  ; the  two  (right  and 
left)  together  in  the  human  adult  contain  about 
2,600,000.  This  gives  a total  of  3,600,000  fibers  with- 
out the  olfactory  nerves.  These  figures  are  undoubt- 
edly far  too  small,  because  the  older  counts  were 
made  by  methods  that  did  not  permit  observation 
of  the  finer  fibers.  Since  many  of  these  nerve  fibers 
branch  repeatedly  toward  their  termination,  the  num- 
ber of  fibers  in  the  nerve  trunk  would  be  only  a 
fraction  of  the  total  number  of  nerve  fibers  in  the 
periphery. 

The  number  of  red  corpuscles  in  the  body  has 
been  estimated  at  twenty-three  million  million  (Vier- 
ordt). The  proportion  of  white  blood  cells  to  red 
cells  is  about  1 to  666,  so  that  the  blood  contains 
only  about  thirty-three  thousand  million  white  cells. 

A good  reference  book  for  statistics  of  this  kind 
is  Vierordt’s  Anatomische,  physiologische  und  phys- 
ikalische  Daten  und  Tabellen,  Jena,  Gustav  Fischer, 
1906.  _ A considerable  amount  of  such  information  is 
contained  in  Harvey’s  Simple  Lessons  in  Human 
Anatomy,  Chicago,  American  Medical  Association, 
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The  meeting  was  called  to  order  by  the  president, 
Doctor  Richmond,  following  a very  interesting  talk 
by  Dr.  Walter  Maddock  on  “Peripheral  Vascular 
Diseases.” 

Dr.  Richmond  asked  the  Society  to  take  action 
on  the  County  Contract  coming  up  next  month.  Drs. 
Mitchell  and  Emery  moved  to  instruct  the  Public 
Relations  Committee  to  deal  with  the  Board  of 
Supervisors  next  month,  expressing  ourselves  as 
satisfied  with  the  present  contract.  Carried. 

The  secretary  asked  the  Society’s  wishes  as  to 
July  and  August  meetings.  It  was  noted  that  the 
lawyers  are  incorporating  bar  and  thought  that  they 
might  be  able  to  cast  some  light  on  our  problems. 

Doctor  Witt,  after  discussing  the  fact  that  we  are 
not  well  posted  on  social  changes  which  are  inevi- 
table, urged  that  we  become  more  intelligent  about 
these  subjects  before,  rather  than  after,  they  occur. 
He  asked  that  we  have  such  a meeting  with  the 
lawyers,  since  their  problems,  as  an  allied  profes- 
sion, are  similar  to  our. 

The  meeting  was  turned  over  to  the  Cass  County 
Society  for  a short  business  meeting,  in  which  Dr. 
Loupee  asked  that  the  Society  come  to  an  under- 
standing with  their  Board  of  Supervisors.  The  first 
step  should  be  an  audit  of  costs.  Dr.  McCutcheon 
suggested  getting  figures  from  the  county  treasurer 
and  publishing  them  in  the  county  papers.  Drs.  Ly- 
man and  McCutcheon  moved  to  appoint  a committee 
of  two  to  carry  out  this  suggestion,  covering  the 
period  of  July  1,  1933,  to  date.  Drs.  Harmon  and 
Lyman  were  appointed. 

After  thanking  the  speaker  for  his  paper,  the 
meeting  was  adjourned. 

* * 

Dr.  John  E.  Ames,  of  Niles,  was  elected  Mayor 
of  Niles  in  April.  He  came  here  six  years  ago 
to  begin  practice.  Becoming  Mayor  in  six  years— 
more  power  to  him  ! 

Edwin  P.  Vary,  Secretary-Treasurer. 


GOGEBIC  COUNTY 

A special  dinner  meeting  of  the  Gogebic  County 
Medical  Society  was  held  at  the  St.  James  Hotel, 
Tronwood,  May  10,  1934,  at  6:30  P.  M.  This  meet- 
ing was  called  to  hear  a program  presented  by  the 
Committee  on  Preventive  Medicine  of  the  Michigan 
State  Medical  Society.  Twenty-four  men  were  pres- 
ent. The  program  was  as  follows : 

1.  Differential  Diagnosis  in  the  Acute  Communicable 
Diseases 

John  E.  Gordon,  M.D.,  Detroit,  Director,  Divi- 
sion of  Epidemiology,  W.  K.  Kellogg  Founda- 
tion 

2.  The  Economics  of  Preventive  Medicine 

(a)  The  Program  of  the  Michigan  State  Medi- 
cal Society 

L.  O.  Geib,  M.D.,  Detroit.  Chairman,  Com- 
mittee on  Preventive  Medicine 

(b)  General  Principles 

Henry  F.  Vaughan,  Dr.P.H.,  Detroit, 
Member  of  Board,  W.  K.  Kellogg  Foun- 
dation 

(c)  Application  to  Counties 

G.  M.  Byington,  M.D.,  Battle  Creek,  As- 
sociate Medical  Director,  W.  K.  Kellogg 
Foundation 
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The  talks  were  illustrated  with  lantern  slides. 
The  meeting  adjourned  at  10:30  P.  M. 

Frank  L.  S.  Reynolds,  M.D.,  Secretary. 


LUCE  COUNTY 

The  Luce  County  Medical  Society  met  at  the  New- 
berry State  Hospital  the  evening  of  May  9,  1934. 
The  program  for  the  evening  was : 

1.  Differential  Diagnosis  in  the  Acute  Communica- 
ble Diseases 

John  E.  Gordon,  M.D.,  Detroit,  Director,  Divi- 
sion of  Epidemiology,  W.  K.  Kellogg  Founda- 
tion 

2.  The  Economics  of  Preventive  Medicine 

(a)  The  Program  of  the  Michigan  State  Medical 
Society 

L.  O.  Geib,  M.D.,  Detroit,  Chairman,  Com- 
mittee on  Preventive  Medicine 

(b)  General  Principles 

Henry  F.  Vaughan,  Dr.P.H.,  Detroit, 
Member  of  Board,  W.  K.  Kellogg  Foun- 
dation 

(c)  Application  to  Counties 

G.  M.  Byington,  M.D.,  Battle  Creek,  As- 
sociate Medical  Director,  W.  K.  Kellogg 
Foundation 

Following  Dr.  Gordon’s  talk,  a dinner  was  served 
in  the  new  Receiving  LTnit  of  the  Newberry  State 

Hospital. 

After  partaking  of  a delightful  dinner  the  Luce 
County  Society  had  the  remaining  portion  of  the 
program. 

We  appreciated  greatly  being  able  to  assist  the 
Committee  on  Preventive  Medicine  of  the  Michigan 
State  Medical  Society  in  holding  this  regional  con- 
ference, which  was  greatly  enjoyed  by  everyone 
present. 

In  addition  to  the  above  mentioned  men  on  the 
program,  those  present  were : Dr.  F.  P.  Bohn,  Dr. 
H.  E.  Perry,  Dr.  R.  E.  Spinks,  Dr.  E.  H.  Campbell, 
Dr.  C.  B.  Toms,  Dr.  Jean  B.  Christie,  Dr.  F.  O. 
Mesiter,  and  Dr.  George  F.  Swanson,  of  Newberry; 
Dr.  R.  A.  Tucker  and  Dr.  Gail  Broberg  of  Man- 
istique ; Dr.  G.  A.  Conrad,  Dr.  F.  H.  Husband,  I.  G. 
Blain,  I.  V.  Yale,  F.  W.  Tamblvn,  C.  J.  Ennis,  F.  C. 
Bandy,  of  Sault  Ste.  Marie ; Dr.  G.  B.  Cogger  of 
CCC  camp,  Newberry;  Lt.  B.  Frazen  of  CCC  Camp, 
Rexton ; Lt.  A.  C.  Neeseman  of  CCC  Camp,  Germ- 
fask;  and  Major  W.  J.  Froitzhoim  and  Lt.  C.  R. 
Moon,  of  Fort  Brady,  Michigan. 


MUSKEGON  COUNTY 

PUBLIC  RELATIONS  COMMITTEE 

The  Public  Relations  Committee  is  striving  to 
continue  with  their  program.  It  might  be  well  to 
remind  the  members  of  the  society  that  while  per- 
haps a few  may  feel  themselves  injured  by  some  of 
the  new  plans,  the  ultimate  result  will  be  advan- 
tageous to  all,  both  in  furthering  a better  system  of 
practice,  in  carrying  out  the  unification  of  the  medi- 
cal society,  better  medical  care  of  the  people,  and 
more  remuneration  for  the  doctor.  If  anyone  feels 
that  his  rights  are  being  wrongfully  neglected,  come 
to  the  business  meetings  of  the  society  and  interpose 
your  objection. 

INSURANCE  EXAMINATION 

Add  the  following  examination  schedule  to  your 
list. 

Franklin  Life  Ins.  Co —.Regular  $5  Juvenile  $2 

Reliance  I.ife  Ins.  Co.  of 

Pittsburgh  Complete  $5  Child’s  $2 

Polish  Falcons  of  America .Regular  $5 

Continental  Assurance  Company. 

Form  L400  $3 


We  again  ask  all  members  to  submit  whatever 
insurance  blanks  that  have  not  been  scheduled.  Some 
of  the  fraternal  companies  are  having  the  individual 
pay  for  his  examination,  later  to  be  reimbursed. 
There  should  be  no  exception  made  to  these  fees 
in  these  cases.  Be  sure  to  collect  the  dollar  for 
examinations  away  from  your  office. 

Since  there  was  no  time  limit  set  on  the  raise  of 
price  of  insane  examinations  and  Judge  Thompson 
seems  very  indignant  that  the  medical  profession 
should  take  exception  to  her  arbitrary  schedule  of 
prices  for  such,  there  has  resulted  considerable  con- 
fusion. No  member  of  the  society  should  make  such 
examination  or  sign  any  papers  for  commitment  of 
insane  unless  the  fee  of  $5.00  is  paid.  When  the 
physician  realizes  the  responsibility  which  he  takes 
in  such  proceedings,  it  seems  that  any  change  from 
such  position  is  decidedly  ill-advised. 

About  May  15  the  new  arrangement  for  infant 
feeding  clinics  will  be  established.  Under  this,  the 
clinics  will  be  held  in  each  hospital  twice  a week, 
making  four  clinics  a week,  under  the  supervision 
of  those  members  of  the  medical  society  who  are 
willing  to  donate  one  period  a week.  Internes  and 
student  nurses  will  aid  as  a part  of  their  educational 
training.  These  clinics  will  be  allowed  only  for  in- 
fants from  families  on  the  welfare  list  of  the  county 
and  from  those  families  who  have  written  authority 
from  their  family  physician.  No  medical  treatment 
will  be  advised,  such  children  being  sent  to  their 
family  physician.  This  is  to  take  the  place  of  the 
present  established  baby  clinics  in  the  schools. 

Dr.  Wilson  reports  one  hundred  per  cent  co- 
operation by  the  physicians  of  the  county  in  regard 
to  the  immunity  program.  He  has  five  cards  not 
signed,  so  it  is  hoped  that  those  who  have  not  signed 
will  get  in  touch  with  him,  so  that  he  can  complete 
his  list  and  progress  be  made  in  this  move. 

A riding  was'  made  in  regard  to  pre-school  clinics. 

First — that  the  physician  in  charge  should  be  given 
some  compensation. 

Second — that  only  children  of  parents  on  the  wel- 
fare list  and  children  who  have  written  authorization 
from  their  family  physician  to  have  the  examination 
made,  be  allowed  in  the  clinic. 

If  any  member  of  the  society  has  any  other  sug- 
gestions for  the  committee  to  work  on,  we  would  be 
glad  to  cooperate. 

An  excellent  article  in  the  May  American  Mer- 
cury, entitled  “The  Plight  of  the  Doctor,”  will  show 
you  what  we  must  fight  if  we  are  to  preserve  the 
private  practice  of  medicine.  The  editor  has  a copy 
in  his  office  which  may  be  borrowed  for  forty-eight 
hours  if  desired. 

SECRETARY’S  REPORT 

The  regular  April  meeting  was'  held  April  20,  at 
the  Century  Club,  at  which  nine  dentists  joined 
forty-five  members  of  the  society  to  listen  to  a 
splendid  paper  on  “Acute  Infections  of  the  Throat 
and  Neck”  by  Dr.  A.  C.  Furstenberg,  of  Ann  Arbor. 
The  few  who  missed  this  probably  will  never  get 
another  opportunity  to  have  this  subject  presented 
to  them  in  such  a fine  style. 

At  this  meeting  Dr.  Bertram  Morse  of  Whitehall, 
and  Dr.  Adolph  Dasler  of  Muskegon  Heights,  were 
elected  to  membership. 

A special  meeting  was  held  April  13  at  the  Hackley 
Union  Bank  Building. 

The  resolution  passed  in  March  regarding  dona- 
tion of  services  in  projects  where  other  workers  are 
paid  was  amended,  to  add  the  word  “adequate”  in 
reference  to  the  physicians  receiving  “adequate” 
compensation. 

A motion  was  made  and  passed  that  the  Probate 
Court  be  notified  that  members  of  the  Muskegon 
County  Medical  Society  demand  a fee  not  less  than 


July,  1934 


COUNTY  SOCIETIES 


349 


$5.00  for  examinations  in  mental  cases.  The  Public 
Relations  Committee  was  asked  to  investigate  if  the 
long  questionnaire  in  these  cases  is  legally  required. 

The  x-ray  fee  schedule  was  accepted  and  the  last 
obstacle  to  printing  our  complete  fee  schedule  was 
overcome. 

The  Public  Relations  Committee  presented  its  plan 
for  taking  over  the  city  health  department.  There 
was  considerable  discussion  and  it  was  finally  agreed 
that  the  Public  Relations  Committee  should,  with 
the  consent  of  the  City  Commission,  complete  this 
plan  and  put  it  in  effect  for  one  month. 


SHIAWASSEE  COUNTY 

“The  Use  and  Misuse  of  Digitalis”  was  the  sub- 
ject of  an  address  before  the  Shiawassee  County 
Medical  Society  at  the  monthly  meeting  at  Memorial 
Hospital,  May  20,  1934,  by  Prof.  Frank  N.  Wilson  of 
the  Michigan  University  Medical  Department. 

The  meeting  was  the  largest  in  point  of  numbers 
that  has  been  held  in  a long  time.  The  speaker 
said  that  digitalis  is  too  powerful  a drug  to  be  used 
indiscriminately  by  the  laity,  and  although  it  has 
been  a heart  remedy  for  many  years,  there  is  a 
great  deal  to  learn  about  its  use  yet. 

By  reason  of  the  fact  that  there  is  such  a wide 
difference  in  the  reactions  of  the  drug  in  different 
patients,  it  should  only  be  prescribed  by  physicians 
who  may  watch  the  effect,  he  said.  There  are  not  a 
few  kinds  of  disease  in  which  it  is  sometimes  used 
that  are  actually  made  worse  instead  of  better,  he 
declared. 

Doctor  Wilson,  who  is  a professor  of  cardiology 
at  the  university,  is  in  much  demand  by  the  profes- 
sion, not  only  in  Michigan  but  in  large  medical  cen- 
ters outside,  and  the  local  society  was  fortunate  in 
having  him  here. 

Dr.  I.  W.  Green,  a member  of  the  committee  of 
medical  economics  of  the  State  Medical  Society, 
gave  a very  interesting  report  of  the  recent  meeting 
of  the  committee. 

Among  those  from  out  of  town  in  attendance  were 
Drs.  W.  S.  Bell,  Elsie;  W.  M.  Taylor,  Ovid;  W.  B. 
Fillinger,  Ovid;  E.  J.  Carney  and  C.  J.  Richards, 
Durand ; F.  L.  Covert,  Gaines ; G.  B.  Wade,  Laings- 
burg,  and  Dr.  Chambers,  Flint,  and  Dr.  Buzzard, 
Chesaning. 


May  7 was  the  date  of  the  first  regional  confer- 
ence of  the  Committee  on  Preventive  Medicine  of 
the  Michigan  State  Medical  Society,  which  was  held 
at  Owosso  at  a six  o’clock  dinner  at  the  Hotel 
Owosso.  There  were  twenty-three  physicians  pres- 
ent. 

The  program  consisted  of  the  following: 

1.  Differential  Diagnosis  in  the  Acute  Communicable 
Diseases 

John  N.  Gordon,  M.D.,  Detroit.  Director,  Divi- 
sion o#  Epidemiology,  W.  K.  Kellogg  Founda- 
tion 

2.  The  Economics  of  Preventive  Medicine 

(a)  Program  of  the  Michigan  State  Society 

L.  O.  Geib,  M.D.,  Detroit,  Chairman,  Com- 
mittee on  Preventive  Medicine 

(b)  General  Principles 

Hf.nry  F.  Vaughan,  Dr.P.H.,  Detroit, 
Member  of  Board,  W.  K.  Kellogg  Foun- 
dation 

(c)  Application  to  Counties 

G.  M.  Byington,  Battle  Creek,  Associate 
Medical  Director,  W.  K.  Kellogg  Founda- 
tion 

The  talks  were  illustrated  with  lantern  slides,  and 
were  very  interesting.  The  program  was  concluded 


at  nine-thirty  and  the  party  left  for  Clare  to  spend 
the  night,  intending  to  be  at  Traverse  City  the  next 
forenoon. 

W.  E.  Ward,  Secretary-Treasurer. 


UPPER  PENINSULA  MEDICAL 
SOCIETY 

The  thirty-seventh  annual  meeting  of  the  Upper 
Peninsula  Medical  Society  will  be  held  August  16 
and  17,  1934,  under  the  auspices  of  the  Gogebic 
County  Medical  Society,  at  Ironwood,  Michigan. 

Officers  of  the  Society  are:  Dr.  John  J.  Walch, 
president;  Dr.  Frank  G.  H.  Maloney,  vice  president, 
and  Dr.  Frank  L.  S.  Reynolds,  secretary. 
Committees  in  charge  of  the  meeting  are : 
Program  Committee — Dr.  W.  E.  Tew  and  Dr.  A. 
J.  O’Brien. 

Entertainment  Committee — Dr.  T.  R.  Rees  and 
Dr.  H.  A.  Pinkerton. 

Ladies  Entertainment — Mrs.  A.  J.  O’Brien,  Chair- 
man, Mrs.  C.  E.  Stevens  and  Mrs.  F.  L.  S.  Reynolds. 

Headquarters  for  exhibits,  business  and  scientific 
sessions  will  be  at  the  Grand  View  Hospital. 

PROGRAM 

Thursday,  August  16 

Morning  Session 

9 :00 — Registration  of  Members  at  Grand  View 
Hospital 

10:00 — Address  of  Welcome 

Frank  L.  S.  Reynolds,  M.D.,  Superinten- 
dent, Grand  View  Hospital 
Frank  G.  H.  Maloney,  M.D.,  President, 
Gogebic  County  Medical  Society 
10:15 — Response  and  President’s  Address 

John  J.  Walch,  M.D.,  President,  Upper 
Peninsula  Medical  Society,  Escanaba, 
Michigan 

10  :30 — The  Differential  Diagnosis  of  Common  Neu- 

rological Conditions  as  Met  with  in  General 
Practice 

John  L.  Garvey,  M.D.,  Milwaukee 

11  :30 — Management  of  Hypertension 

Charles  L.  Brown,  M.D.,  Associate  Pro- 
fessor of  Internal  Medicine,  Ann  Arbor, 
Michigan 

12:30 — Adjournment  for  Lunch  at  Grand  View  Hos- 
pital 

Thursday,  August  16 

Afternoon  Session 

2:00 — X-ray  Diagnosis  of  Chest  Lesions 

Stewart  Pritchard,  M.D.,  Medical  and 
Executive  Director,  W.  K.  Kellogg  Foun- 
dation, Battle  Creek,  Michigan 
3 :00 — Indications  and  Technic  of  Blood  Trans- 
fusions 

John  S.  Lundy,  M.D.,  and 
Ralph  M.  Tovell,  M.D.,  Mayo  Clinic, 
Rochester,  Minn. 

4:00 — Injection  Treatment  of  Hemorrhoids 

Walter  A.  Fansler,  M.D.,  Minneapolis 
5 :00 — Adjournment  for  transportation  to  Koerner’s 
Resort,  Spider  Lake,  Manitowish,  Wisconsin, 
where  banquet  will  be  held  at  7 :00  P.  M. 
The  resort  is  one  hour’s  drive  from  Iron- 
wood  and  members  will  leave  St.  James 
Hotel  promptly  at  5 :30  P.  M.  Road  will  be 
plainly  marked. 
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Thursday,  August  16 

Evening  Session — 7:00  O’clock 

Koemer's  Spider  Lake  Resort,  Manitowish,  Wis- 
consin 

Banquet  and  Dance 
Cabaret  Entertainment 
Five  Minute  Talks  by: 

John  J.  Walch,  M.D.,  President,  Upper  Peninsula 
Medical  Society,  Escanaba 
F.  C.  Warnshuis,  M.D.,  Secretary,  Michigan  State 
Medical  Society 

C.  C.  Slemons,  M.D.,  Dr.P.H.,  State  Commis- 
sioner of  Health 

George  L.  Le  Fevre,  M.D.,  President,  Michigan 
State  Medical  Society,  Muskegon 
Address — J.  D.  Bruce,  M.D.,  Director  Post  Graduate 
Medicine,  Ann  Arbor 

Address — Hon.  William  Comstock,  Governor,  State 
of  Michigan 

Friday,  August  17 

Morning  Session 

9:00 — Sinus  Infection — Diagnosis  and  Treatment 
Bert  E.  Hempstead,  M.D.,  Mayo  Clinic, 
Rochester,  Minn 

10:00 — Allergy  in  General  Medicine 

Charles  L.  Brown,  M.D.,  Associate  Pro- 
fessor of  Internal  Medicine,  Ann  Arbor, 
Michigan 

11  :00 — The  Technic  of  Nerve  Blocking  for  Various 

Orthopedic  Operations 

John  S.  Lundy,  M.D.,  and 
Ralph  M.  Tovell,  M.D.,  Mayo  Clinic, 
Rochester,  Minn. 

12:00 — Art  of  Writing  Medical  Papers 

Richard  M.  Hewett,  M.D.,  Chief  of  Pub- 
lications, Mayo  Clinic,  Rochester,  Minn. 

12  :30 — Adjournment  for  Lunch 

2 :00 — Golf  Tournament — Gogebic  Country  Club 

LADIES  ENTERTAINMENT 

Mrs.  A.  J.  O’Brien,  Chairman 

Thursday,  August  16 

1 :00 — Lunch  followed  by  golf  or  cards  at  Gogebic 
Country  Club 

Friday,  August  17 

11:00 — Out-door  breakfast  at  Lake  Superior 

Golf  or  cards  at  Country  Club  in  the  after- 
noon. Tea  will  be  served. 


WOMAN’S  AUXILIARY,  MICHIGAN 
STATE  MEDICAL  SOCIETY 

MRS.  ELMER  L.  WHITNEY,  President 
18224  Wildemere  Ave.,  Detroit 
MRS.  C.  L.  STRAITH,  Secretary-Treasurer 
1930S  Berkley  Road,  Detroit 


Ingham  ( ounty. — With  the  election  of  officers  for 
the  coming  year  of  chief  interest,  members  of  the 
Ingham  County  Medical  Auxiliary  held  the  annual 
meeting  Monday  noon,  May  18,  following  luncheon 
at  the  Hunt  Food  Shop.  Lilacs  and  tulips  furnished 
spring  decorations  for  the  luncheon  tables. 

Mrs.  D.  A.  Galbraith  was  re-elected  president  of 
the  society  and  other  officers  chosen  were : Mrs. 

Harry  Weinburgh,  vice  president;  Mrs.  G.  F.  Bauch, 
secretary;  and  Airs.  Horace  French,  treasurer. 

As  committee  chairmen  gave  their  reports  for  the 


past  year,  they  were  presented  with  lovely  corsages 
by  Mrs.  Galbraith,  and  at  the  close  of  the  meeting 
the  auxiliary  presented  Mrs.  Galbraith  with  a beau- 
tiful bouquet  of  spring  flowers. 

Mrs.  Howard  Willson  was  in  charge  of  arrange- 
ments for  the  affair. 

Oakldnd  County. — At  the  business  meeting  of  the 
Oakland  County  Medical  Auxiliary  held  on  Friday, 
May  22,  the  following  officers  were  elected  for  the 
coming  year:  Mrs.  H.  H.  Pool,  president;  Mrs. 

E.  W.  Spohn,  of  Royal  Oak,  vice  president;  Mrs. 

F.  B.  Gerls,  president-elect;  Mrs.  V.  C.  Abbott,  sec- 
retary; Mrs.  H.  B.  Yoh,  treasurer. 

Meetings  have  been  discontinued  until  September. 

Kent  County. — The  Woman’s  Auxiliary  to  the 
Kent  County  Medical  Society  held  its  annual  lunch- 
eon and  business  meeting,  May  16,  at  the  Kent  Coun- 
try Club,  The  election  results  are  as  follows : Mrs. 
A.  V.  Wenger,  president ; Mrs.  R.  H.  Denham,  vice 
president;  Mrs.  F.  P.  Currier,  secretary;  Mrs.  Lynn 
Ferguson,  treasurer;  Mrs.  J.  B.  Whinery,  corre- 
sponding secretary. 

Mrs.  P.  L.  Thompson,  who  has  been  historian  for 
the  Auxiliary  since  its  beginning,  gave  a very  in- 
teresting story  of  the  year’s  activities. 

Mrs.  Robert  H.  Denham,  social  chairman,  was  in 
charge  of  general  arrangements  and  was  assisted  by 
Mrs.  J.  B.  Whinery,  Mrs.  Reuben  Mauritis,  Mrs. 
C.  C.  Slemons,  Airs.  Norman  Vann  and  Airs.  H.  Al. 
Blackburn. 


DIFFERENTIAL  DIAGNOSIS  OF  ACUTE 
POLIOA1YELITIS 

M.  Bernard  Brahdy,  Mount  Vernon,  N.  Y.,  and 
Maurice  Lenarsky,  New  York,  discuss  the  first, 
second  and  third  stages  of  the  disease  and  state 
that  of  1,123  patients  admitted  to  the  Willard  Parker 
Hospital  in  1931  with  the  diagnosis  of  poliomyelitis, 
113  did  not  have  poliomyelitis  but  in  whom  thirty- 
six  other  conditions  were  diagnosed  after  clinical 
study  and  laboratory  investigation  in  the  hospital. 
There  were  twenty-eight  patients  with  ten  different 
conditions  who  supposedly  had  poliomyelitis  in  the 
first  stage;  fifty  patients  with  twenty  different  condi- 
tions simulating  poliomyelitis  in  the  second  stage, 
and  thirty-five  patients  with  twenty-one  different 
conditions  simulating  poliomyelitis  in  the  second 
stage,  and  thirty-five  patients  with  twenty-one  dif- 
ferent conditions  simulating  poliomyelitis  in  the 
third  stage.  The  majority  of  these  patients  should 
have  had  a correct  diagnosis  made  by  their  personal 
physician,  even  though  the  diagnostic  difficulties  are 
greater  in  the  home  than  in  the  hospital.  The 
family  physician  sees  many  patients  in  the  first  stage 
of  the  disease,  at  a time  when  he  is  unable,  with 
certainty,  to  establish  the  diagnosis  of  poliomyelitis. 
However,  in  many  instances  it  is  possible  to  find 
some  other  condition  to  account  for  the  patient’s 
symptoms.  There  is  a tendency,  especially  during 
epidemic  periods,  to  make  the  diagnosis  of  polio- 
myelitis without  obtaining  a history  and  making  a 
careful  physical  examination.  As  the  disease  pro- 
gresses into  the  second  or  third  stage  there  are 
more  tangible  symptoms  on  which  to  make  a posi- 
tive diagnosis  of  poliomyelitis.  Parallel  with  the 
increase  in  the  number  of  symptoms  there  is  an 
increase  in  the  number  of  conditions  mistaken  for 
poliomyelitis.  Nothing  is  more  important  than  a 
careful  history  and  physical  examination.  If,  in 
addition,  poliomyelitis  is  considered  as  occurring  in 
three  stages,  the  different  diagnosis  will  be  simpler 
and  the  percentage  of  incorrect  diagnoses  will  de- 
crease.— Journal  A.  M.  A.  (April  28,  1934). 
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CARCINOMA  OF  THE  COLON:  SURGICAL  CONSIDERATIONS* 


CHARLES  W.  MAYO,  M.D.f 
Division  of  Surgery,  The  Mayo  Clinic 
ROCHESTER,  MINNESOTA 


Were  I to  attempt  here  to  treat  of  all  the  important  factors  concerned  with  the  sur- 
gical consideration  of  carcinoma  of  the  colon,  I would  demonstrate  two  things:  (1)  that 
I was  very  foolish,  and  (2)  that  I had  no  consideration  for  my  audience.  I have  sat 
through  too  many  talks  not  to  have  learned  that  breyity  is  one  of  the  main  attributes 
of  a successful  conclusion.  There  have  been  times  when  only  the  strained  bonds  of 
civilization  have  protected  the  speaker  from  bodily  harm.  Realizing  this,  and  the  magni- 
tude of  this  subject,  I am  constrained  to  confine  myself  to  a few  generalizations  and  a 
few  details  which  impress  me  as  of  impor- 


tance from  the  surgical  viewpoint  in  dealing 
with  carcinoma  of  the  colon. 


COOPERATIVE  CARE 


mind  that  in  any  type  of  surgery,  it  is  the 
attention  to  details  that  usually  makes  the 
difference  between  success  and  failure. 

PREOPERATIVE  FACTORS 


The  first  essential  in  efficient  treatment  of 
the  patient  who  has  a surgical  type  of  colon- 
ic disease  is  recognition  of  the  fact  that  the 
management  must  be  cooperative  between 
specialized  internists  and  specialized  sur- 
geons. No  matter  how  excellent  the  sur- 
geon, morbidity  and  mortality  in  these  cases 
are  definitely  and  favorably  affected  by  such 
a scheme.  Any  condition  of  the  colon  which 
requires  operation  is  serious,  and  most  cases 
are  of  long  standing  before  the  patient  has 
applied  for  help.  For  optimal  results,  it  is 
necessary  to  group  the  patients  in  a division 
apart  from  that  of  general  medicine  and 
apart  from  that  of  general  surgery;  and  so, 
let  us  put  down  as  the  first  general  point  in 
this  connection,  cooperative  management. 

We  shall  not  consider  at  this  time  those 
factors  which  are  concerned  with  correct 
diagnosis  of  lesions  of  the  large  bowel ; 
rather  let  us  assume  that  the  diagnosis  has 
been  made,  and  that  we  are  interested  in 
those  details  of  preparation,  operation,  and 
postoperative  care  which  in  summation  give 
to  the  patient  the  greatest  chance  for  recov- 
ery and  future  well-being.  We  must  keep  in 

*Mayo  Lecture,  University  of  Michigan  Medical  School, 
Ann  Arbor,  Michigan,  April  27,  1934. 

tCharles  W.  Mayo  received  M.D.  from  University  of 
Pennsylvania  in  1926,  M.S.  in  Surgery  from  the  University 
of  Minnesota  in  1931.  He  is  Head  of  the  Section  in  Di- 
vision of  Surgery,  The  Mayo  Clinic;  Instructor  in  Surgery, 
The  Mayo  Foundation  for  Medical  Education  and  Research, 
Graduate  School,  University  of  Minnesota,  and  a Fellow  of 
the  American  College  of  Surgeons. 


Preoperative  preparation  has  five  princi- 
pal objectives:  (1)  to  establish  measures 

of  rehabilitation;  (2)  to  overcome  obstruc- 
tion; (3)  to  reduce  the  virulence  of  the  or- 
ganisms present  in  the  colon;  (4)  to  prepare 
the  peritoneal  cavity  against  peritonitis  by 
vaccine,  and  (5)  to  estimate  as  nearly  as 
possible  the  surgical  risk  involved. 

We  must  keep  in  mind  that  the  general 
measures  employed  vary  with  individual  pa- 
tients, but  for  the  most  part  the  following 
routine  is  followed.  Sodium  phosphate,  sat- 
urated solution,  4 to  8 drachms  (16  to  32 
c.c.),  or  castor  oil,  30  to  60  c.c.,  is  given,  the 
dose  varying  with  the  condition  of  the  pa- 
tient and  the  amount  of  obstruction  present. 
Next,  irrigation  with  physiologic  saline  solu- 
tion is  carried  out  twice  daily,  until  twentv- 
four  hours  before  operation.  By  these 
means  the  effects  of  obstruction  are  reduced, 
and  the  bowel  is  markedly  emptied  of  the 
virulent  organisms  which  frequently  grow 
luxuriantly  secondary  to  obstruction.  Any 
barium  which  may  have  remained  after 
roentgenographic  studies,  also  is  removed 
completely.  As  an  added  precaution,  a flat 
roentgenogram  of  the  abdomen,  made  about 
forty-eight  hours  after  rectal  administration 
of  barium,  eliminates  the  danger  of  sending 
a patient  to  the  operating  table  with  barium 
still  in  the  bowel.  There  is  nothing  more 
dangerous  to  the  patient  and,  incidentallv. 


352 


CARCINOMA  OF  THE  COLON— MAYO 


Jour.  M.S.M.S. 


more  annoying  to  the  surgeon  than  an  im- 
properly cleansed  bowel. 

Administration  of  a proper  diet  maintains 
whatever  advantage  has  been  gained  by 
medical  cleansing  of  the  bowel  and,  in  addi- 
tion, builds  up  the  patient  from  a nutritional 
standpoint  to  tolerate  the  shock  of  opera- 
tion. The  diet  is  of  a type  of  which  the  res- 
idue is  minimal,  and  consists  of  a basic  al- 
lowance of  2,000  calories  of  carbohydrate, 
including  principally  fruit  juices  and  candy. 
To  this,  for  those  who  tolerate  such  a diet, 
is  added  50  per  cent  more  carbohydrate, 
making  a total  of  3,000  calories  daily.  It 
has  been  found  that  a patient  at  ordinary 
rest  will  gain  weight  on  this  diet,  and  that 
the  bowel  will  remain  comparatively  empty. 
The  threshold  for  carbohydrate  is  watched 
for  by  making  determinations  for  sugar  in 
the  urine  and  blood,  although  sugar  is  sel- 
dom found  in  the  urine,  and  the  rise  in  blood 
sugar  is  usually  within  normal  limits.  Ade- 
quate dietary  variations  can  be  made  in  those 
cases  in  which  they  are  found  necessary. 

I should  like  to  consider  more  fully  the 
question  of  intraperitoneal  administration 
of  vaccine  as  a measure  of  precaution 
against  peritonitis.  This  measure  has  been 
used  at  The  Mayo  Clinic  in  approximately 
1,500  cases,  and  much  has  been  learned  con- 
cerning its  value.  It  is  of  definite  protec- 
tive and  clinical  significance.  The  vaccine  is 
produced  from  a mixture  of  streptococci 
and  colon  bacilli  obtained  from  patients  who 
have  died  of  peritonitis.  It  is  introduced 
into  the  peritoneal  cavity  seventy-two  hours 
before  contemplated  operation,  because  it 
has  been  found  that  the  optimal  effect  can  be 
expected  after  this  length  of  time.  Dixon 
and  Rixford,  in  their  work  relative  to  the 
cytologic  response  to  vaccine  administered 
to  man,  found  that  the  average  total  cell 
count  of  the  peritoneal  fluid  of  those  pa- 
tients who  had  been  vaccinated  was  44,300. 
nearly  fourteen  times  the  average  count  of 
all  patients  who  had  not  been  vaccinated. 
Experimentally,  the  greatest  protection  is 
afforded  when  the  number  of  histiocytes  is 
high,  and  this  happens  to  be  between  forty- 
eight  and  seventy-two  hours  after  injection 
of  the  vaccine;  the  vaccine  seems  to  stimu- 
late the  phagocytosing  mechanism  of  the 
peritoneal  cavity.  The  dose  of  vaccine  is 
between  0.5  and  1 c.c.,  or  between  500,000, 
000  and  1,000,000,000  organisms.  The  in- 
jection is  carried  out  under  sterile  precau- 


tions with  a dulled  needle.  The  site  of  the 
injection  is  usually  on  the  side  opposite  to 
that  on  which  the  surgical  procedure  is  to  be 
carried  out. 

By  close  observation  of  the  temperature 
following  injection  of  the  vaccine,  Bargen 
and  Trenouth  found  that  it  was  possible  to 
make  certain  predictions  relative  to  the  type 
of  growth  which  will  be  found  at  operation. 
When  metastasis,  perforation  or  inflamma- 
tion had  not  occurred,  there  was  just  a slight 
drop  in  temperature,  chilly  sensations,  or  a 
real  chill,  more  or  less  severe  cramps,  and  a 
sharp  rise  in  temperature  to  between  100° 
and  104°  F.,  with  an  abrupt  fall  to  normal 
in  about  ten  and  a half  hours.  Thereafter 
the  temperature  remained  normal.  Irregu- 
larities from  this  so-called  normal,  such  as 
continued  elevation  of  temperature  over  a 
period  of  two  or  three  clays,  indicate  usually 
that  complicating  features  will  be  found  at 
operation,  usually  in  the  form  of  a perforat- 
ing lesion,  metastasis,  or  an  inflammatory 
condition.  The  severity  of  complications  is 
in  direct  proportion  to  the  fluctuations  in 
temperature. 

Before  leaving  the  question  of  intraperi- 
toneal injection  of  vaccine,  I should  like  to 
make  clear  one  point.  It  will  not  prevent 
peritonitis,  nor  will  it  be  of  any  benefit  when 
gross  soiling  has  taken  place.  The  principal 
benefit  lies  in  a small,  middle  group  of  cases 
in  which  the  scale  is  tipped  against  death  by 
the  timely  mobilization  of  protective  forces. 

In  the  last  day  before  operation,  two  other 
noteworthy  routine  measures  are  employed 
to  insure  a clean  and  quiet  bowel ; namely, 
aspiration  of  the  colon  by  means  of  a 
syringe  and  administration  of  camphorated 
tincture  of  opium  in  three  doses,  respectively 
of  1,  1,  and  2 drachms  (4,  4 and  8 c.c.)  at 
2,  6,  and  10  p.  m.,  if  operation  is  to  be  per- 
formed in  the  morning.  The  camphorated 
tincture  of  opium,  in  addition,  tends  to  give 
the  patient  a quiet  and  restful  night  before 
operation. 

Close  observation  while  the  usual  period 
of  three  to  five  days  of  preparation  is  in 
progress,  enables  the  surgeon  to  estimate  the 
surgical  risk  with  a fair  degree  of  accuracy, 
although  nothing  can  take  the  place  of  long 
experience  and,  even  then,  the  surgeon  may 
he  compelled  to  take  a vacation  after  the  op- 
eration to  readjust  himself  to  the  human 
factor  of  error.  Age,  sex,  duration  of 
symptoms,  the  pathologic  grade  of  the  lesion, 
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when  it  has  been  possible  to  determine  it 
during  the  course  of  proctoscopic  examina- 
tion, obesity,  anemia,  and,  not  least,  the 
mental  attitude  of  the  patient,  are  among 
the  many  factors  which  enter  into  the  pic- 
ture and  which  determine  the  risk  involved. 

OPERATIVE  FACTORS 

The  diagnosis  has  been  made,  the  patient 
has  been  prepared  for  operation,  and  now  he 
comes  for  operation.  Let  us  consider  at  this 
point  some  of  the  operative  factors  which 
contribute  to  safety.  Generally  speaking, 
these  factors  may  be  divided  into  two 
groups:  those  of  surgical  judgment  and 
those  of  surgical  technic.  Of  the  two,  the 
first  is  by  far  the  more  important;  if  judg- 
ment is  good,  at  least  it  involves  knowledge 
of  when  to  stop.  The  surgeon  who  under- 
takes the  operative  procedure  must  be  con- 
tinually mindful  of  his  purposes;  namely, 
that  the  patient  survive  and  live  in  compara- 
tive comfort,  and  next  that  the  growth  be 
radically  removed  whenever  possible.  When 
the  patient  is  on  the  operating  table  and  the 
abdomen  is  opened,  usually  the  surgeon  has 
two  additional  aids  besides  his  preoperative 
observations:  direct  touch,  and  visualization 
of  the  growth.  Consequently,  at  this  time  is 
decided  whether  the  operation  shall  be  ex- 
ploratory, palliative,  a radical  procedure  in 
one  stage,  or  a procedure  in  multiple  stages, 
with  the  eventual  object  of  complete  remov- 
al of  the  neoplasm.  Often  the  decision  is 
not  difficult,  but  occasionally  a seemingly 
small  thing  will  influence  one  in  a debatable 
case,  and  time  alone  gives  proof  of  the  wis- 
dom of  that  judgment.  The  surgeon  should 
beware  of  too  marked  enthusiasm  for  a par- 
ticular type  of  surgical  procedure ; there  is 
too  great  a temptation  to  make  the  case  fit 
the  operation,  rather  than  to  make  the  oper- 
ation fit  the  case.  Each  case  must  be  dealt 
with  as  an  individual  affair  and  the  mind  of 
the  surgeon  must  be  flexible  to  recognize  the 
proper  procedure  or  combination  of  proce- 
dures and  to  adapt  them  to  the  case  in  hand, 
as  the  findings  merit.  The  main  points  to 
be  considered  in  selecting  the  proper  opera- 
tion for  the  individual  patient  are:  (1)  the 
situation  of  the  growth  ; (2)  presence  or  ab- 
sence of  local  fixation;  (3)  presence  or  ab- 
sence of  distant  metastasis;  (4)  age  of  the 
patient;  (5)  the  general  condition  of  the  pa- 
tient on  the  operating  table,  and  (6)  the 
grade  of  malignancy,  when  it  has  been  pos- 
sible to  determine  it  preoperatively. 


Although  it  is  not  always  possible  to  have 
at  hand  a wide  range  of  anesthetic  agents, 
selection  of  an  efficient  pne  aids  materially, 
from  a technical  standpoint.  At  The  Mayo 
Clinic,  in  operating  on  the  colon,  spinal  an- 
esthesia usually  is  employed,  and  generally 
the  agent  is  procaine,  supplemented,  if  nec- 
essary, by  nitrous  oxide.  However,  when 
properly  administered,  it  is  difficult  to  excel 
anesthesia  by  inhalation,  using  nitrous  oxide 
or  ethylene  for  induction,  and  ether  for 
maintenance.  As  with  most  variables  in 
surgery,  it  is  unwise  to  have  a fixed  routine 
in  anesthesia;  it  is  far  preferable  to-  individ- 
ualize the  patient  and  give  the  type  of  anes- 
thetic that  fits  the  particular  patient  in- 
volved. 

Rather  than  discuss  the  technic  of  the  dif- 
ferent possible  operations  on  the  colon,  I be- 
lieve it  more  valuable  to  consider  the  under- 
lying principles  involved,  which  depend  on 
physiology,  pathology  and  anatomy.  Tech- 
nical maneuvers  vary  in  detail  with  each  sur- 
geon, while  the  general  principles  are  equal- 
ly applicable  to  any  type  of  surgical  attack 
on  the  colon. 

Obstruction  in  one  of  its  forms,  acute, 
subacute,  or  chronic,  is  the  rule  rather  than 
the  exception  when  a patient  with  carcinoma 
of  the  colon  presents  himself  to  the  surgeon. 
Unless  it  has  been  possible  L>  relieve  the 
acute  obstruction  by  medical  means,  surgical 
decompression  of  the  bowel  is  in  order;  this 
usually  is  best  accomplished  by  cecostomy, 
which  not  infrequently  is  a life-saving  meas- 
ure when  it  is  impossible,  under  the  circum- 
stances, to  determine  the  true  site  of  the  le- 
sion. If  the  portion  of  the  cecum  which  is 
brought  out  of  the  abdomen  is  walled  off 
by  vaseline  gauze,  it  may  be  punctured  in  six 
or  eight  hours,  and  the  restored  patient, 
given  adequate  observation,  later  can  under- 
go an  operation  directed  toward  cure  of  the 
condition. 

In  the  presence  of  subacute  obstruction, 
particularly  if  patients  are  older  and  debili- 
tated, cecostomy  again  is  of  advantage  as  a 
safety  valve,  materially  reducing  the  risk  of 
further  operation.  If  there  is  no  such  open- 
ing, marked  dilatation  of  the  bowel  may  de- 
velop, due  to  paralysis  of  the  intestinal  mus- 
culature following  operations  which  tempo- 
rarily obstruct  still  further  an  already  over- 
taxed intestine. 

The  original,  so-called  obstructive  resec- 
tion, or  modified  Mikidicz  operation,  did  not 
provide  a safety  valve,  but  it  has  subse- 
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quentlv  been  found  that  when  it  is  possible 
to  exteriorize  and  remove  a carcinoma  of 
the  colon  by  such  an  operation,  it  is  of  ma- 
terial advantage  to'  provide  a safety  valve, 
before  the  operation  or  at  the  same  time  as 
the  operation,  by  cecostomy,  appendicosto- 
my,  or  by  placing  a catheter  in  the  proximal 
loop  of  bowel,  near  the  clamp,  and  above  the 
peritoneum.  When  this  is  done,  one  need 
not  worry  about  loosening  the  clamp  on  the 
upper  loop  of  intestine  but  may  patiently 
wait  until  both  upper  and  lower  clamps  drop 
off  spontaneously. 

In  the  presence  both  of  acute  and  sub- 
acute obstructions,-  especially  the  former, 
one  must  be  very  careful  in  handling  the 
bowel.  An  intestine,  in  the  presence  of  such 
a condition,  can  be  likened  to  a tent  without 
a fly  in  a rainstorm;  it  leaks  wherever 
touched,  and  peritonitis  and  death  result 
from  touching  it.  When  chronic  obstruc- 
tion exists,  one  finds  a thick-walled  bowel 
above  the  growth,  due  to  the  effort  of  the 
colon  to  overcome  the  difficulty,  not  yet  in- 
surmountable, of  forcing  the  waste  material 
beyond  the  obstruction.  Such  an  hypertro- 
phied bowel  must  be  handled  carefully,  but 
it  is  not  as  vulnerable  as  the  intestine  in 
acute  and  subacute  types  of  obstruction.  It 
must  be  remembered  that  when  chronic  ob- 
struction exists,  a subacute  or  an  acute  con- 
dition may  be  imminent. 

In  surgery  of  the  colon,  the  blood  supply 
must  be  carefully  considered.  Emphasis  al- 
ways has  been  placed  on  the  paucity  of  blood 
supply  to  the  large  bowel,  and  the  impor- 
tance of  maintaining  adequate  circulation  in 
any  surgical  procedure  on  this  portion  of  the 
intestinal  tract  frequently  has  been  stressed. 
Failure  to  achieve  success  not  infrequently 
has  been  traceable  to  the  lack  of  apprecia- 
tion that  the  branches  that  supply  the  large 
intestine  are  not  standardized,  as  many  text- 
books. would  cause  us  to  believe  that  they 
are.  Steward  emphasized  this  point.  A 
simple  rule  that  may  obviate  trouble  in  this 
regard  is  closely  to  observe  the  small  ar- 
teries and  the  color  of  the  bowel,  both  prox- 
imal to,  and  distal  to,  applied  clamps.  Occa- 
sionally it  may  be  necessary  to  resect  a larg- 
er portion  of  bowel  than  originally  was  in- 
tended. It  is  especially  difficult,  in  the  ab- 
domen of  an  obese  person,  to  be  certain  of 
the  circulation,  but  great  caution  always  is 
indicated. 

In  speaking  about  surgery  of  any  part  of 


the  body,  perhaps  one  should  not  be  too  em- 
phatic about  “do’s”  and  “don’t’s,”  because 
occasionally  a “don’t”  seems  to  be  justifiably 
transformed  into  a “do.”  However,  it  is 
rare  that  end-to-end  anastomosis  of  the  co- 
lon can  be  safely  accomplished.  The  trans- 
verse colon  and  the  rectum  may,  on  occa- 
sion, suitably  lend  themselves  to  such  a pro- 
cedure, but  rarely  does  the  descending  colon 
or  the  sigmoid.  In  the  peritoneal  cavity, 
when  anastomosis  of  colon  to  colon,  or  of 
small  bowel  to  colon,  is  indicated,  it  is  well 
to  take  advantage  of  epiploic  tags  and  omen- 
tum to  protect  the  line  of  suture. 

When  dealing  with  carcinoma  of  the  right 
portion  of  the  colon,  there  is  a certain  ad- 
vantage which  must  be  considered.  Malig- 
nant growths  in  this  region  are  slower  to 
metastasize  than  those  of  any  other  part  of 
the  large  bowel.  Its  “filter-system”  seems 
to  be  almost  impregnable  to  substances  other 
than  liquids.  Resection  here  is  carried  out 
in  one  or  two  stages.  The  two-stage  pro- 
cedure, for  a majority  of  cases,  is  perhaps 
the  safer.  When  this  type  of  procedure  is 
chosen,  preliminary  side-to-side  or  end-to- 
side  ileocolostomy  is  performed,  and  a few 
weeks  later,  when  conditions  warrant,  resec- 
tion is  carried  out  with  comparative  ease. 
Particularly  is  this  suitable  when,  on  orig- 
inal examination,  the  growth  is  found  to  be 
fixed.  After  diverting  the  intestinal  stream, 
much  of  the  fixation  of  the  growth  disap- 
pears, due  to  lessening  of  inflammation,  and 
the  opportunity  of  the  part  for  rest.  This 
is  also  true  in  other  parts  of  the  colon, 
where  one  finds  a growth  which  on  first 
examination  feels  and  appears  inoperable. 
Colostomy,  to  divert  the  intestinal  content, 
rest,  deep  roentgen  therapy  and,  when  pos- 
sible, radium ; these,  happily  combined,  not 
infrequently  will  reduce  and  loosen  a growth 
to  a point  at  which  radical  removal  is  not 
only  possible  but  curative. 

The  question  of  drainage  in  operations  on 
the  colon  usually  can  be  easily  determined. 
The  same  principles  apply  here  as  in  opera- 
tions in  other  regions.  When  large  pockets 
are  left,  even  after  complete  peritonization, 
as  in  resections  of  the  right  portion  of  the 
colon,  it  is  wise  to  insert  a small,  soft  rub- 
ber tube  to  allow  subsequent  serous  collec- 
tions to  be  discharged.  Also,  when  there 
has  been  unavoidable  contamination,  it  is 
well  to  drain  the  region.  In  women,  vaginal 
drainage  frequently  can  be  used  to  advan- 
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tage.  Collections  of  toxic  materials  fre- 
quently can  be  prevented  by  adequate  and 
properly  inserted  drains. 

Before  going  on  to  the  postoperative  fac- 
tors of  surgical  importance,  I should  like  to 
indicate  a last  cardinal  surgical  principle ; 
namely,  accurate  peritonization  of  all  raw 
surfaces.  It  makes  little  difference  in  what 
portion  of  the  colon  resection  has  been  car- 
ried out ; the  covering  of  raw  surfaces  in 
this  manner  prevents  adhesions  and  con- 
duces to  rapid  and  safe  healing. 

POSTOPERATIVE  FACTORS 

The  postoperative  care  of  the  patient  who 
has  undergone  an  operation  on  the  colon  is 
an  essential  third  of  this  subject.  As  a 
group,  these  patients  have  a more  disturbed 
postoperative  course  than  those  on  whom 
more  usual  abdominal  operations  are  per- 
formed, and  so  more  careful  supervision  is 
required  to  obtain  satisfactory  results. 

Those  patients  who  have  been  given  spinal 
anesthetics  are  kept  flat  in  bed  until  they  are 
able  to  move  their  feet  freely.  After  this, 
they  may  be  placed  in  the  position  which 
best  serves  dependent  drainage,  if  such  be 
indicated,  and  which,  at  the  same  time,  satis- 
fies the  natural  desire  for  comfort.  Both 
physical  and  mental  rest  are  of  great  impor- 
tance in  any  convalescence,  and  particularly 
in  cases  of  the  sort  under  consideration 
should  they  be  emphasized.  Liberal  allow- 
ances of  morphine,  to  induce  intestinal  quiet 
and  to  relieve  pain,  are  given  for  at  least  the 
first  forty-eight  hours.  Fluids  are  not  given 
by  mouth,  at  least  for  this  period,  and  pref- 
erably not  until  gas  is  passed,  either  through 
the  natural  or  through  the  artificial  vent. 
Necessary  fluids  are  given  subcutaneously  or 
intravenously.  Those  who  are  not  familiar 
with  the  continuous  drip,  which  may  be  used 
with  either  method  of  administration, 
should  familiarize  themselves  with  it.  By 
this  method,  if  indicated,  fluid  can  be  admin- 
istered uninterruptedly,  for  several  days ; 
the  daily  intake  can  be  regulated  as  is  re- 
quired in  the  individual  case,  and  there  is 
not  the  discomfort  pursuant  to  periodic  in- 
troduction of  needles. 

There  are  certain  dangers,  and  conse- 
quently precautions,  to  take  when  adminis- 
tering fluids  intravenously.  One  hour 
should  be  taken  to  give  1 liter  of  saline  so- 
lution, and  two  hours  to  give  a similar 
amount  of  solution  of  glucose,  and  even 


then  administration  should  be  under  tbe  su- 
pervision of  a physician.  One  must  be  es- 
pecially watchful  for  unfavorable  reactions 
if  patients  are  aged,  obese  or  short-necked, 
and  in  the  presence  of  hypertension,  arterio- 
sclerosis, a weakened  myocardium,  or  con- 
siderable infection.  If  there  has  been,  or  is, 
evidence  of  thrombosis,  phlebitis,  or  pul- 
monary infarcts,  solutions  should  not  be 
given  intravenously.  The  ideal  solutions, 
when  indicated,  have  been  found  to  be  phys- 
iologic saline,  5 or  10  per  cent  glucose,  and 
5 per  cent  glucose  in  physiologic  saline 

Once  operation  has  been  decided  on,  it  is 
wise  to  determine  the  blood  group  of  tbe 
patient.  Transfusion,  once  or  more  than 
once,  may  play  an  important  part  in  the 
postoperative  course.  Its  timely  use  fre- 
quently reinforces  resistance  and  makes  the 
difference  between  life  and  death. 

Ileus  is  a serious  complication  of  colonic 
surgery.  It  is  amenable  to  treatment  in  di- 
rect proportion  to  the  seriousness  of  the 
cause,  whether  the  ileus  is  of  paralytic  type, 
caused  by  shock  or  peritonitis,  or  whether  its 
cause  is  mechanical.  Hot  stupes,  pituitary 
extract,  physostigmine  or,  at  times,  acetyl- 
choline may  be  used  to  advantage  in  this 
condition.  A small  spinal  injection  of  pro- 
caine, because  of  its  preliminary  active  stim- 
ulatory effect  on  the  bowel,  may  be  of  ben- 
efit in  occasional  cases.  Enterostomy,  when 
other  less  drastic  measures  have  failed, 
serves  a useful  purpose  to  decompress  a 
bowel,  but  it  is  resorted  to  too  late  to  be  of 
assistance  in  most  instances.  In  the  late 
stages,  it  has  no  more  effect  than  a coup-de- 
grace, and  this  has  no  place  in  medicine  or 
surgery. 

Patients  are  prone  to  develop  parotitis 
following  operations  on  the  large  bowel. 
The  etiologic  factor  or  factors  are  not 
known.  As  a precaution  against  it,  gum 
may  be  chewed,  off  and  on,  as  soon  as  pos- 
sible after  operation.  The  most  efficient 
treatment  for  such  a complication  is  appli- 
cation of  radium  in  doses  sufficient  to  pro- 
duce the  desired  result.  Radium,  supple- 
mented by  application  of  beat  or  cold,  will, 
in  the  majority  of  instances,  prevent  devel- 
opment of  suppuration. 

Other  complications  may  be  encountered 
to  make  miserable  the  life  of  the  patient  and 
of  those  attending  him.  Whether  they  be 
pulmonary,  cardiac,  urinary,  or  infectious 
involvement  of  the  wound,  they  are  treated 
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much  the  same  as  when  they  occur  following 
any  other  type  of  surgical  procedure.  One 
must  be  prepared  for  anything,  and  to  get 
the  optimal  results  one  should  institute  prop- 
er treatment  early. 

I do  not  labor  under  the  illusion  that  I 
have  covered  all  of  the  important  points  in 
surgery  of  the  colon,  nor  do  I feel  that  jus- 
tice has  been  done  to  those  touched  on  in 
this  discussion.  However,  one  interested  in 


surgery  finds  it  advisable  occasionally  to  re- 
view what  may  already  be  well  ingrained, 
and  such  fundamentals  to  surgical  success  as 
adequate  preoperative  preparation,  applica- 
tion of  and  attention  to  surgical  details,  and 
close  observation  of  and  prompt  attention 
to  postoperative  complications  are  the  only 
means,  other  than  early  diagnosis,  by  which 
one  can  hope  to  hold  out  a favorable  prog- 
nosis in  cases  of  carcinoma  of  the  colon. 


EXCRETORY  UROGRAPHY 


JOHN  B.  JACKSON,  M.D.f 

KALAMAZOO,  MICHIGAN 

Since  the  introduction  of  a practical  clinical  method  of  urography  by  the  intravenous 
use  of  uroselectan  in  1929  by  Von  Lichtenberg  and  Swick,2  much  has  been  written  about 
this  method  of  study  of  the  urinary  tract.  Almost  every  month  one  finds  additions  to 
the  literature  of  so-called  excretory  urography.  To  this  literature  we  can  hope  to  add 
nothing  original.  However,  we  have  been  asked  to  review  our  experience  in  this  field 
and  to  point  out  the  value  of  this  diagnostic  procedure  and  its  limitations. 

In  the  beginning  of  this  work  we  used  the  uroselectan  powder,  which  had  to  he  dis- 


solved and  sterilized  and  made  into  a solu- 
tion of  a volume  of  about  100  c.c.  This  took 
time  and  care  and  was  more  unpleasant  for 
the  patient  than  the  present  solution  of  a 
volume  of  20  c.c. 

W e have  seen  only  one  serious  reaction  to 
this  drug  and  this  was  in  one  of  our  early 
cases  in  which  there  was  a technical  error  in 
the  preparation  of  the  solution.  The  patient 
went  into  a state  of  syncope  when  about 
one-fourth  of  the  preparation  had  been 
given.  The  administration  of  the  drug  was 
discontinued.  The  patient  was  revived  and 
suffered  no  further  effects  of  the  drug. 
However,  patients  quite  generally  complain 
of  pain  along  the  course  of  the  vein  while 
the  drug  is  being  administered  and  this  ap- 
pears to  he  the  case  without  regard  to  the 
time  taken  for  the  injection.  We  have  had 
the  misfortune  a few  times  to  “spill”  small 
amounts  of  the  drug  outside  the  vein,  hut 
have  never  seen  any  serious  injury  to  the  tis- 
sues from  this  accident.  So  far  as  we 
know,  there  have  been  no  thrombosed 
veins. 

It  is  our  observation  that  the  amount  of 
the  drug  should  be  varied  according  to  the 
weight  of  the  patient.  Very  heavy,  large 
patients  should  have  more  than  20  c.c.,  while 

tDr.  John  B.  Jackson  received  his  A.B.  at  Kalamazoo 
College  in  1898;  M.D.,  Rush  Medical  School  in  1903.  He 
is  Chief  of  Staff,  Burison  Methodist  Hospital,  Kalamazoo, 
Michigan.  He  is  past  president  of  the  Michigan  State  Medi- 
cal Society. 


very  small  adults  and  young  children  may 
have  less. 

Our  series  of  cases  numbers  111,  seen  in 
office  and  hospital  diagnostic  x-ray  exami- 
nations. These  patients  were  referred  for 
the  most  part  by  men  in  general  practice  and 
on  account  of  some  one  or  more  symptoms 
referable  to  the  urinary  tract.  Some  were 
referred  for  general  x-ray  examination  in 
the  course  of  which  it  was  necessary  to  elim- 
inate the  urinary  tract  as  a possible  cause  of 
symptoms  not  especially  characteristic  of 
urinary  tract  disease  and  a few  were  exam- 
ined by  this  method  as  a way  of  making  a 
differential  diagnosis  of  abdominal  tumors. 

One  of  the  first  questions  that  came  up  in 
this  work  was  the  value  of  this  method  in 
determining  renal  function.  We  have  stud- 
ied our  series  of  cases  with  especial  atten- 
tion to  this  feature  and  have  come  to  the 
conclusion  that  the  prompt  appearance  of  the 
drug  in  the  renal  pelvis  is  quite  comparable 
to  the  appearance  time  of  indigo-carmine  or 
phenol-sulphone-phthalein  as  a method  of 
estimating  the  renal  function.  In  this  series 
of  cases  Avere  a considerable  number  who 
either  before  or  after  this  procedure  had 
functional  tests  made  at  cystoscopy  and  in 
all  of  these  the  function  indicated  by  excre- 
tory urography  was  corroborated  by  either 
the  indigo  carmine  or  phenol-sulphone- 
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phthalein  tests.  Where  good  excretion  is  seen 
on  the  first  film  after  five  or  ten  minutes  one 
may  feel  reasonably  sure  that  the  function  is 
normal.  Where  the  excretion  is  absent  or 
much  delayed  other  tests  have  given  like  re- 
sults. 

In  this  connection  might  be  mentioned  a 
case  of  ureteral  block  from  a stone  in  the 
upper  ureter.  On  the  flat  plate  the  stone 
shadow  was  shown  on  the  right  side. 
Twenty  c.c.  of  Neo-Iopax  were  given  intra- 
venously. A normal  left  kidney  pelvis  was 
shown  in  ten  minutes,  but  after  two  hours 
there  was  no  visualization  of  the  right  pel- 
vis. The  surgeon  was  unwilling  to  attempt 
the  removal  of  the  stone  on  this  evidence 
and  the  patient  was  sent  back  the  following 
day  for  cystoscopic  study.  A preliminary 
film  made  after  the  passage  of  the  right 
catheter  showed  a much  dilated  right  pelvis 
filled  with  the  Neo-Iopex.  This  was  twen- 
ty-four hours  after  the  administration  of  the 
drug.  This  and  similar  experience  in  other 
cases  with  a blocked  ureter  with  much  de- 
layed excretion  of  the  drug  brings  up  the 
question  of  what  light  this  may  possibly 
throw  on  the  physiology  of  the  kidney.  Is 
there  some  fixation  of  the  drug  in  the  kid- 
ney ? Why  is  not  the  drug  entirely  excreted 
by  the  normal  kidney?  That  there  is  some 
fixation  of  the  drug  in  the  kidney  is  suggest- 
ed by  the  common  observation  that  the  kid- 
ney itself  as  well  as  the  kidney  pelvis  is 
much  better  visualized  on  the  x-ray  film  aft- 
er administration  of  the  drug. 

Probably  the  most  useful  field  for  the  em- 
ployment of  this  test  is  in  localizing  suspect- 
ed stone  shadows.  Unless  the  function  of 
the  kidney  is  so  far  interfered  with  as  to 
prevent  completely  the  excretion  of  the  dye 
one  can  in  the  majority  of  cases  localize  the 
stone  shadow  accurately.  One  can  say 
whether  the  stone  is  in  the  parenchyma  or 
pelvis  of  the  kidney,  in  the  ureter  or  bladder 
or  entirely  outside  the  urinary  tract.  One 
can  also  draw  conclusions  as  to  the  amount 
of  kidney  damage  and  the  size  of  the  pelvis. 
In  cases  where  there  is  some  blocking  of  the 
ureter  by  stone  the  x-ray  demonstration  is 
particularly  satisfactory  provided  there  is 
any  secretion  of  the  dve  on  the  affected  side. 
Many  cases  are  referred  for  x-ray  examina- 
tion where  shadows  are  found  on  the  pre- 
liminary plate  and  there  is  a question  as  to 
whether  they  represent  phleboliths,  calcified 
glands  or  true  urinary  calculi.  It  is  certain- 
ly much  more  simple  to  eliminate  such  ques- 


tionable shadows  by  this  method  than  to  sub- 
ject the  patient  to  a cystoscopic  examina- 
tion. In  this  connection  it  should  be  stated 
that  the  portrayal  of  ureteral  shadows  by 
this  method  is  not  always  satisfactory.  It  is 
sometimes  desirable  to  have  a considerable 
number  of  films  in  order  to  get  a satisfac- 
tory demonstration  of  the  ureters.  Differ- 
ent portions  of  the  ureter  may  be  shown  on 
the  different  films  and  by  taking  a composite 
of  all  the  entire  ureter  may  be  made  out. 
We  have  tried  compression  as  a method  of 
filling  the  ureter  without  much  success. 
Elevation  of  the  foot  of  the  table  to  a mod- 
erate degree  seems  to  be  of  some  help  in 
showing  the  ureters  on  the  x-ray  film. 
Films  made  with  the  patient  in  the  erect  po- 
sition quite  uniformly  fail  to  show  the  ure- 
ter unless  it  is  blocked. 

Dilatation  of  the  kidney  pelves  from  im- 
perfect drainage  or  infection  or  both  as 
usually  is  the  case,  can  as  a rule  be  well 
shown  by  this  method.  The  cases  in  which 
this  is  not  true  are  those  in  which  kidney 
damage  has  gone  on  to  such  an  extent  that 
there  is  not  sufficient  function  to  result  in 
the  excretion  of  the  dye.  One  apparently 
gets  a more  accurate  idea  of  the  size  of  the 
pelvis  by  this  method  than  by  retrograde 
pvelograms.  There  is  no  possibility  of  ex- 
aggerating the  lesion  by  over-distention  as 
may  be  the  case  in  retrograde  pyelography. 
This  method  of  study  of  the  kidney  has 
made  possible  the  demonstration  of  the  ef- 
fects of  pregnancy  on  the  kidney  pelvis 
without  putting  such  patients  to  the  incon- 
venience of  cystoscopy  and  retrograde  fill- 
ing. Kretschmer1  and  others  have  demon- 
strated rather  uniform  dilatation  of  one  or 
both  pelves  during  pregnancy. 

We  have  found  this  method  of  value  in 
differentiating  upper  abdominal  tumors.  We 
have  been  able  in  some  cases  to  make  a defi- 
nite diagnosis  of  renal  tumor  and  in  several 
cases  to  exclude  the  kidney  as  the  site  of  the 
tumor.  In  this  series  of  cases  was  one  large 
sarcoma  of  the  stomach  and  one  leiomyoma 
of  the  stomach  in  which  normal  pyelograms 
were  a great  help  in  differentiation.  In  a 
few  cases  the  method  has  been  of  value  in 
differentiating  a splenic  tumor  from  a kid- 
ney. Theoretically  this  should  be  easily 
done  by  physical  examination.  Practically 
one  not  infrequently  sees  cases  in  which  it 
is  difficult  to  say  whether  the  tumor  mass  is 
spleen  or  kidney.  We  had  one  case  referred 
to  us  on  account  of  hematuria  and  a left 
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upper  abdominal  tumor  which  proved  to  be 
leukemia.  While  a preliminary  blood 
count  would  have  been  the  best  diagnostic 
procedure,  the  demonstration  of  a normal 
left  pelvis  was  much  simpler  by  excretory 
urography  than  by  cystoscopy.  Another 
case  of  hematuria  and  upper  left  abdominal 
tumor  proved  to  be  a hypernephroma  quite 
conclusively  shown  by  excretory  urography. 
Another  case  with  gastro-intestinal  symp- 
toms and  an  upper  left  abdominal  tumor 
showed  a characteristic  kidney  tumor  pvelo- 
gram.  It  would  seem  that  the  method  has  a 
rather  wide  field  of  usefulness  in  tumor 
cases. 

In  renal  tuberculosis  we  have  had  a rather 
limited  experience.  In  one  case  with  calci- 
fication and  no  function  and  with  tubercu- 
losis of  the  epididymis,  we  made  a diagnosis 
of  an  auto-nephrectomy.  Where  there  is  an 
extensive  tuberculous  lesion  with  some  func- 
tion left  the  diagnosis  can  usually  be  made 
by  this  procedure.  Where  smaller  lesions 
are  present  it  is  often  difficult  to  be  sure 
whether  the  defect  is  due  to  imperfect  filling 
of  the  pelvis  or  to  tuberculosis.  In  such 
cases  the  retrograde  pyelogram  would  seem 
to  give  safer  grounds  for  drawing  conclu- 
sions. 

This  method  would  seem  to  be  the  method 
of  choice  for  demonstrating  kidney  ptosis 
whether  associated  with  dilatation  of  the 
pelvis  or  not.  One  can  get  a very  accurate 
idea  of  the  range  of  kidney  mobility  by  mak- 
ing first  films  with  the  patient  supine,  the 
foot  of  the  table  elevated  and  during  expira- 
tion and  then  making  films  with  the  patient 
erect  in  inspiration.  The  kidney  pelves  are, 
as  a rule,  not  well  filled  in  the  erect  position 
but  enough  of  the  outline  can  be  made  out 
to  localize  the  kidney.  In  the  erect  position 
we  have  thought  that  at  times  lower  abdom- 
inal compression  was  of  some  use.  The  in- 
creased density  of  the  kidney  itself  even 
where  the  pelvis  has  entirely  emptied  makes 
it  possible  to  estimate  the  change  of  position 
of  the  kidney  with  change  of  posture. 

In  the  case  of  double  ureters  or  double 
pelves  excretory  urography  is  a method  of 
checking  possible  oversight  of  such  anom- 
alies at  the  time  of  cystoscopy.  I suppose 
that  urologists  seldom  need  such  a check,  but 
as  a roentgenologist  who  a great  many  years 
ago  before  the  local  advent  of  the  urologist 
took  up  cystoscopy  as  a means  of  helping 
out  in  making  diagnosis  of  cases  referred 


for  x-ray  study,  I fear  that  I have  over- 
looked many  such  anomalies. 

Excretory  urography  should  be  of  great 
value  in  injury  cases  where  there  is  a ques- 
tion of  rupture  of  the  kidney,  bladder  or 
urethra.  Our  experience  in  this  class  of 
cases  has  been  very  limited.  In  the  few 
cases  where  it  has  been  used  it  has  been  of 
distinct  diagnostic  value.  It  would  seem 
that  if  surgeons  who  see  a large  number 
of  accident  cases  understood  the  value  of 
this  procedure  the  roentgenologist  would  be 
called  on  oftener  for  the  study  of  suspected 
urinary  tract  injury  by  this  method. 

In  prostate  hypertrophy  or  other  types  of 
bladder-neck  obstruction  this  method  gives 
much  information.  One  gets  a very  good 
idea  of  the  amount  of  back  pressure  in  the 
ureters  and  kidney  pelves  and,  as  we  have  al- 
ready mentioned,  a fairly  good  notion  of  the 
amount  of  impairment  of  kidney  function. 
In  cases  where  obstruction  has  resulted  in 
diverticula  it  gives  a satisfactory  method  for 
study  of  these  conditions.  It  is  also  of  defi- 
nite value  in  showing  residual  urine  after 
the  patient  has  emptied  the  bladder  as  com- 
pletely as  possible.  In  this  connection  we 
may  add  that  we  have  a few  times  shown 
unsuspected  bladder  tumors  bv  excretorv 
urography.  It  is  our  opinion  that  the  best 
way  of  demonstrating  bladder  tumors  roent- 
genologicallv  is  by  the  old  method  of  pneu- 
mocystograms  but  we  have  a few  times  di- 
agnosed bladder  tumors  in  the  cases  of  a 
routine  intravenous  study. 

Another  field  of  usefulness  for  this  meth- 
od is  in  cases  for  differential  diagnosis 
where  there  is  not  much  suspicion  of  the 
urinary  tract,  but  where  one  feels  that  it  is 
important  to  make  some  effort  to  eliminate 
urinary  tract  disease.  In  other  words,  in 
cases  where  there  is  no  urinary  tract  disease. 
Quite  obviously  many  such  cases  will  not  be 
subjected  to  cystoscopy  and  retrograde  pye- 
lography. We  have  used  this  in  many  such 
cases,  especially  in  pelvic  disease  in  females 
and  have  found  it  especially  helpful. 

It  is  unnecessary  to  state  that  this  method 
has  a wide  field  of  usefulness  in  cases  where 
for  one  reason  or  another  cystoscopy  is  im- 
possible or  unsatisfactory:  in  urethral  stric- 
ture or  obstruction  from  any  other  cause;  in 
young  children ; or  in  acute  urinary  tract  in- 
flammation ; or  in  cases  of  profuse  hemor- 
rhage. It  occasionally  happens  even  in  the 
hands  of  experts  that  ureteral  catheteriza- 
tion fails  and  for  this  reason  retrograde  pve- 
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lography  is  impossible.  Many  patients  with 
irritable  bladders  will  refuse  a second  cys- 
toscopy and  in  such  cases  excretory  urog- 
raphy may  be  a useful  substitute. 

In  the  beginning  of  this  work  there  was, 
a feeling  on  the  part  of  urologists  that  this 
method  of  study  of  the  urinary  tract  was  an 
intrusion  on  the  field  of  urology  and  that 
it  was  necessary  to  defend  retrograde  pye- 
lography by  cystoscopy  against  this  intru- 
sion. Apparently  this  feeling  has  now  en- 
tirely disappeared.  The  enthusiast  for  the 
method  has  found  that  many  cases  studied 
by  this  method  still  require  cystoscopy  and 
the  urologist  has  found  it  a distinct  addition 
to  his  diagnostic  procedures.  In  urology  as 
in  every  other  field  of  medicine  one  must 
welcome  anything  that  makes  us  better  able 
to  know  and  understand  disease  processes. 

We  have  spoken  to  some  extent  of  the  ad- 
vantages of  this  method  of  diagnosis.  Let 
us  briefly  speak  of  its  disadvantages.  In 
the  first  place  one  must  recognize  that  the 
mine  run  of  pyelograms  made  by  this  meth- 
od is  far  inferior  to  that  secured  by  retro- 
grade filling.  One  may  get  a good  percent- 
age of  entirely  satisfactory  pyelograms  but 
not  in  anywhere  near  the  percentaage  that 
one  gets  in  carefully  made  retrograde  pyelo- 
grams. Filling  is  likely  to  be  imperfect  or 
faint  and  small  lesions  may  be  overlooked. 
Ureters,  as  a rule,  are  not  well  shown  unless 


they  are  obstructed.  Of  course  the  accurate 
localization  of  the  source  of  hematuria  or 
pyuria  is  many  times  in  doubt  without  cys- 
toscopy. In  the  case  of  bladder  lesions  there 
can  be  no  comparison  of  the  information  se- 
cured by  direct  inspection  of  the  bladder  and 
that  obtained  by  cystography. 

To  recapitulate,  may  we  say  that  ex- 
cretory urography  (1)  often  gives  us  a 
fairly  accurate  idea  of  kidney  function;  (2) 
is  an  accurate  method  for  localizing  urinary 
calculi;  (3)  shows  gross  changes  in  the  pel- 
ves and  ureters;  (4)  is  of  great  value  in  dif- 
ferentiating upper  abdominal  tumors;  (5) 
will  show  many  advanced  cases  of  renal  tu- 
berculosis; (6)  is  an  accurate  method  of 
demonstrating  ptosis;  (7)  shows  many 
anomalies  easily  overlooked  by  cystoscopy; 
(8)  is  of  great  value  in  studying  suspected 
cases  of  urinary  tract  injury;  (9)  is  of  defi- 
nite value  in  bladder-neck  obstruction  cases  ; 
(10)  has  perhaps  its  greatest  field  of  useful- 
ness in  demonstrating  normal  urinary  tracts. 
It  is  not  a substitute  for  cystoscopy.  It 
would  seem  that,  in  addition  to  being  a val- 
uable aid  to  the  urologist,  it  has  a definite 
place  in  diagnosis  in  more  general  fields  of 
medicine  and  surgery. 
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THE  FLUORIDES  AS  AN  AID  TO  IODINE  IN 
HYPERTHYROIDISM* 


WILLIAM  S.  REVENO,  M.D.f 

DETROIT,  MICHIGAN 

Despite  the  beneficial  effects  following  its  administration  in  hyperthyroidism,  iodine 
has  certain  limitations  to  its  usefulness  which  markedly  reduce  its  therapeutic  value. 
Among  these  may  be  listed  its  temporary  effect,  the  possibility  of  aggravating  the  hyper- 
thyroid state  or  producing  “iodine-fastness”  through  prolonged  administration,  and  varia- 
tions in  response  ranging  all  the  way  from  complete  ablation  of  all  of  the  symptoms  to 
absolute  refractoriness  to  the  chemical. 

It  would  appear  that  removal  of  these  limitations  might  enhance  the  effect  of  iodine 
in  hyperthyroidism  and  produce  more  con- 
sistent and  perhaps  more  lasting  results 
from  its  administration,  and  it  is  with  this 
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effort  that  the  work  here  reported  has  con- 
cerned itself. 

A method  for  increasing  the  absorption, 
utilization  and  storage  of  iodine  is  suggested 
by  the  manner  in  which  this  agent  is  taken 
up  by  the  iodine-deficient  hyperplastic  gland 
in  simple  goiter.  Here  the  deficiency  hyper- 
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plasia  is  promptly  arrested  by  iodine,  and 
the  functioning  tissue  is  thrown  into  the 
resting  stage.  If  it  were  possible  to  create 
in  the  hyperactive  thyroid  gland  a wide- 
spread iodine-deficiency  similar  to  that  which 
exists  in  simple  goiter,  the  administration  of 
iodine  should  then  be  followed  by  an  arrest 
of  the  hyperplasia,  and  conversion  of  the 
gland  to  the  resting  stage.  To  produce  this 
iodine-deficiency  it  would  be  necessary  to 
prevent  iodine  reaching  the  thyroid  gland  so 
that  it  could  neither  enter  into  chemical  com- 
bination nor  be  stored  there. 

The  employment  of  fluorine  and  its  salts 
for  this  purpose  seems  logical  both  from  the 
chemical  standpoint  and  from  the  results 
following  its  clinical  use  in  hyperthyroidism 
as  reported  by  Goldemberg,1  and  Gorlitzer.2 
Goldemberg  has  used  the  fluorides  both  oral- 
ly and  intravenously  with  a degree  of  suc- 
cess that  compares  very  favorably  with  any 
of  the  medical  methods  for  managing  hyper- 
thyroidism. He  has  not,  however,  followed 
their  use  with  the  administration  of  iodine, 
a procedure  which,  on  theoretical  grounds  at 
least,  should  be  productive  of  more  uniform 
and  improved  results.  It  was  to  test  out  this 
idea  that  the  alternate  use  of  fluorides  and 
iodides  was  started. 

Five  patients  with  hyperthyroidism,  all  of 
whom  had  shown  little  or  no  response  to  io- 
dine, were  subjected  to  this  method  of  treat- 
ment. Two  of  these,  patients  1 and  3,  were 
given  fluorides  over  a long  period  of  time, 
then  iodides  for  a shorter  period.  The 
other  three  patients  were  given  one  or  more 
courses  consisting  of  four  weeks  of  fluorides 
followed  by  one  to  two  weeks  of  iodides,  the 
course  being  repeated  when  the  symptoms 
persisted  and  the  basal  metabolism  remained 
elevated.  The  latter  method  was  preferred 
because  it  offered  the  opportunity  of  fixing 
with  iodine  each  gain  made  with  the  use  of 
the  fluorides.  It  held  the  advantage  of 
shortening  the  period  of  treatment,  partic- 
ularly for  the  patient  with  a mild  degree  of 
hyperthyroidism,  and  of  being  applicable  to 
iodine-resistant  patients,  and  to  those  with 
unusually  high  rates  of  metabolism  in  whom 
thyroidectomy  was  contemplated. 

In  both  methods  a two  per  cent  aqueous 
solution  of  sodium  fluoride  was  adminis- 
tered in  divided  doses  in  quantities  ranging 
from  eighty  to  two  hundred  drops  per  day. 
The  dosage  was  increased  to  the  highest 
point  as  rapidly  as  the  patient’s  tolerance 


would  permit.  This  was  followed  at  the  end 
of  four  weeks,  with  Lugol’s  solution  or  sat- 
urated solution  of  potassium  iodide  in  di- 
vided daily  doses  of  fifteen  drops. 

Due  regard  was  had  for  the  toxicity  of 
the  fluorides  as  well  as  their  influence  on  cal- 
cium metabolism.  Pregnancy  and  incom- 
plete dentition  were  considered  contraindi- 
cations to  their  use.  The  chemical  was  in 
general  well  tolerated,  the  only  difficulty  en- 
countered being  nausea  and  occasional  vom- 
iting during  the  first  week.  Occasionally 
the  full  daily  dose  of  two  hundred  drops 
could  not  be  taken,  and  the  quantity  had  to 
be  reduced. 

All  of  the  patients  reported  here  were  am- 
bulatory attendants  at  the  outpatient  depart- 
ment of  the  hospital.  They  were  seen  once 
each  week,  when  the  general  condition  was 
determined.  As  soon  as  a basal  metabolism 
of  +15  per  cent  or  less  was  reached,  and 
most  of  the  symptoms  had  subsided,  all  med- 
ication was  discontinued.  Visits  were  then 
made  at  monthly  intervals,  when  the  general 
physical  condition  was  determined  and  a 
basal  rate  estimation  made  if  thought  nec- 
essary. 

Case  1. — A patient  with  exophthalmic  goiter  un- 
successfully treated  with  bed  rest,  sedatives,  physo- 
stigmine,  quinine,  Lugol’s  solution  and  x-ray.  Pro- 
longed fluoride  administration  caused  a slow  reduc- 
tion of  the  basal  metabolism  and  amelioration  of  the 
symptoms.  This  was  followed  by  administration  of 
Lugol’s  solution  for  one  month,  after  which  all  of 
the  symptoms  cleared  up  and  the  basal  metabolism 
returned  to  normal.  Observation  of  the  patient  for 
twelve  months  has  shown  no  recurrence. 

J.  A.,  aged  sixteen,  was  a well-developed  young 
adult  male  whose  skin  was  flushed  and  moist,  who 
showed,  in  addition  to  a mild  restlessness,  a marked 
bilateral  exophthalmus,  a smooth  bilateral  enlarge- 
ment of  the  thyroid  with  visible  pulsation  in  the 
neck,  and  a fine  tremor  of  the  hands.  He  had  been 
suffering  from  nervousness,  weakness,  palpitation, 
swelling  of  the  neck  and  bulging  of  the  eyes  since 
June,  1930. 

From  December  16,  1931,  to  January  30,  1932,  he 
had  been  hospitalized  and  had  been  treated  by  bed 
rest,  sedatives,  physostigmine,  quinine  and  Lugol’s 
solution  with  no  perceptible  improvement  in  his  gen- 
eral condition.  His  basal  metabolism  on  admission 
was  +69  per  cent.  Two  weeks  later  it  was  +56  per 
cent  and  on  January  12,  1932,  it  was  68  per  cent. 
His  blood  pressure  averaged  166  systolic  and  90 
diastolic,  while  his  pulse  rate  was  120.  An  x-ray 
treatment  was  given  January  20,  1932,  and  March  24, 
1932.  On  April  1,  1932,  his  basal  metabolism  was 
+58  per  cent. 

He  was  not  seen  again  until  May  25,  1932,  when 
he  presented  essentially  the  same  picture  as  lie  had 
six  months  previously.  His  weight  was  135.5  pounds. 

Sodium  fluoride  was  started  in  small  doses  that 
were  increased  very  slowly.  It  was  not  until  De- 
cember 10  that  the  patient  was  taking  a full  dose 
of  200.  drops  of  the  2 per  cent  solution.  Fluorides 
were  continued  until  December  24,  1932,  a period  of 
seven  months  during  which  he  took  approximately 
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1,500  c.c.  of  2 per  cent  solution,  or  over  30  grams 
of  sodium  fluoride,  with  no  demonstrable  ill  effects. 

By  August  3,  1932,  there  was  no  tremor  noted  and 
the  exophthalmus  and  thyroid  enlargement  had 
diminished  gradually.  The  weight  increased  slowly 
to  141^/2  pounds. 

During  the  fluoride  regime  his  pulse  rate  varied 
between  84  and  132  and  his  blood  pressure  readings 
ranged  from  142  to  180  systolic  and  60  to  94  di- 
astolic. The  pulse  pressure  remained  above  50. 

On  July  25,  after  two  months  treatment,  his  basal 
rate  was  +47  per  cent.  On  September  1 it  was  +48 
per  cent.  On  December  12  it  was  +36  per  cent. 

On  Flecember  24  fluorides  were  discontinued  and 
Lugol’s  solution,  fifteen  drops’  daily,  given  till  Jan- 
uary 27,  1933.  No  treatment  was  given  after  this 
date.  On  January  25,  1933,  the  basal  metabolism 
was  +18  per  cent.  The  pulse  rate  72,  blood  pressure 
140/80,  and  the  weight  143  pounds.  There  was  no 
nervousness  or  tremor,  the  exophthalmus  had  com- 
pletely receded  and  the  thyroid  was  barely  palpable. 
He  felt  well  enough  to  return  to  school. 

February  25,  1933:  His  general  condition  contin- 

ued good. 

March  25:  The  weight  was  141.5  pounds;  the 
pulse  rate  98,  blood  pressure  160/70  and  the  basal 
rate  +19  per  cent. 

April  22 : Weight  142.5  pounds,  pulse  rate,  72, 
blood  pressure  130/80,  basal  rate  +22  per  cent. 

May  20:  Weight  139.5  pounds,  pulse  rate  96, 
blood  pressure  126/70,  basal  rate  +12  per  cent. 

June  19 : Basal  rate  +16  per  cent. 

August  18:  Weight  137  pounds,  pulse  rate  72, 
blood  pressure  110/74,  basal  rate  +11  per  cent. 

October  18:  Basal  rate  +5  per  cent. 

November  22:  Basal  rate  0;  no  evidence  of  thy- 

roid hyperactivity  could  be  found. 

Case  2. — A patient  with  mild  hyperthyroidism  of 
short  duration.  Temporary  response  to  six  weeks 
of  Lugol’s  solution.  Recurrence  of  symptoms,  then 
their  complete  disappearance  following  four  weeks 
of  fluorides  and  two  weeks  of  minute  daily  doses 
of  iodides. 

No  recurrence  after  eleven  months  observation. 

A.  S.,  white  male,  aged  sixteen,  was  first  seen  De- 
cember 16,  1932.  He  had  been  suffering  from  nerv- 
ousness, frequent  attacks  of  nausea,  and  abdominal 
cramps  since  August,  1932,  and  had  undergone  a 
weight  loss  of  33  pounds  (from  212  to  179  pounds) 
during  the  first  month  of  his  illness. 

His  treatment  from  mid-September  on  consisted 
of  sedatives  administered  constantly,  and  approxi- 
mately 22  minims  Lugol’s  solution  daily  for  two 
weeks  followed  by  a four  weeks’  rest  period.  In  all, 
three  courses  of  Lugol’s  solution  had  been  given. 

His  irritability  and  nervousness,  together  with  oc- 
casional attacks  of  diarrhea,  tremor,  excessive  per- 
spiration, palpitation  and  dyspnea  on  exertion,  had 
continued  to  the  time  of  his  first  visit.  Examina- 
tion showed  a restless,  somewhat  irritable  young 
man  whose  weight  was  191  pounds  and  height  5 feet 
103+  inches.  The  blood  pressure  was  124/70,  the 
pulse  rate  varied  from  72  to  96.  There  were  no 
positive  eye  signs ; there  was  a tremor  of  the  hands 
and  fingers ; the  left  lohe  of  the  thyroid  showed  a 
smooth  enlargement.  The  basal  metabolic  rate  was 
+26  per  cent. 

A daily  dose  of  thirty  drops  of  2 per  cent  sodium 
fluoride  was  started  December  17,  1932.  This  was 
increased  to  forty-five  drops  on  December  23.  On 
December  30  his  weight  was  195  pounds,  the  blood 
pressure  was  128/78,  and  the  pulse  rate  90.  Three 
days  previously  he  had  an  attack  of  abdominal 
cramps  with  diarrhea.  He  complained  of  feeling 
tired  all  the  time.  Fluorides  were  increased  to 
seventy-five  drops  daily. 

On  January  6,  1933,  the  weight  was  194  pounds, 
blood  pressure  128/80,  pulse  84.  He  was  feeling 


much  better.  Tremor  absent.  Irritability  and  nerv- 
ousness diminished.  Fluorides  increased  to  ninety 
drops  daily. 

January  13:  Weight  194  pounds,  blood  pressure 
136/64,  pulse  96.  Nervousness  and  restlessness  im- 
proved. Fluorides  were  discontinued  and  a daily 
dose  of  15  mgm.  iodine  administered  for  two  weeks. 

January  20:  Weight  191  pounds,  blood  pressure 

124/80,  pulse  84.  General  condition  good.  The  basal 
metabolic  rate  at  this  time  was  +3  per  cent. 

He  was  next  seen  in  August,  1933.  His  weight  was 
178  pounds,  blood  pressure  110/60,  pulse  80.  He 
looked  healthy  despite  his  loss  in  weight  and  was 
well  proportioned  for  his  height.  There  was  no  thy- 
roid enlargement,  no  tremor,  palpitation  or  excessive 
perspiration.  The  basal  metabolic  rate  was  +12  per 
cent. 

In  September,  1933,  his  weight  was  178  pounds, 
blood  pressure  124/68,  pulse  rate  84.  No  evidence 
of  hyperthyroidism  could  be  found. 

Case  3. — A patient  with  toxic  adenoma  who  had 
experienced  some  temporary  relief  by  taking  tincture 
of  iodine  in  drop  doses.  Administration  of  fluorides 
(39  grams)  over  a six  months  period  produced  relief 
from  most  of  the  subjective  symptoms  and  resulted 
in  a decrease  in  the  size  of  the  thyroid  gland.  The 
basal  metabolism  remained  elevated.  Lugol’s  solu- 
tion for  four  weeks  was  followed  by  a reduction  in 
the  basal  metabolic  rate  to  normal  and  a complete 
return  of  the  thyroid  to  normal  size. 

There  has  been  no  recurrence  of  symptoms  after 
twelve  months  observation. 

M.  K.,  white,  female,  aged  forty-one,  was  first 
seen  June  9,  1932.  She  complained  of  nervousness 
and  palpitation  which  had  started  eight  years  pre- 
viously, and  a swelling  of  the  neck  which  was  first 
noticed  seven  years  ago.  Tremor,  palpitation,  ner- 
vousness and  dyspnea  on  exertion  had  gradually 
increased  and  she  had  lost  eight  pounds  in  the  last 
year.  During  the  past  year,  the  patient  had  obtained 
some  temporary  relief  by  taking  tincture  of  iodine  at 
intervals. 

The  patient  had  been  married  eighteen  years,  and 
had  had  four  normal  pregnancies.  Sixteen  years  ago 
nephrectomy  was  performed  for  tuberculosis  of  the 
right  kidney. 

Examination  showed  an  undernourished,  markedly 
nervous  white  adult  female.  The  skin  was  flushed 
and  moist.  Slight  exophthalmus  and  lid  lag  were 
present  and  there  was  a marked  tremor.  The  thy- 
roid showed  a firm  nodular  enlargement  throughout 
both  lobes.  The  pulse  was  104,  the  blood  pressure 
178/84,  the  weight  116  pounds  and  the  basal  met- 
abolic rate  +43  per  cent. 

June  13,  1932,  she  was  started  on  sixty  drops  of 
2 per  cent  sodium  fluoride  daily.  The  dosage  was 
gradually  increased  and  by  July  14,  1932,  it  had 
reached  140  drops  daily. 

July  18,  1932,  the  basal  metabolic  rate  was  +20  per 
cent.  The  only  improvement  noted  was  a diminution 
in  the  tremor  and  nervousness. 

By  October  14,  1932,  the  dosage  of  fluorides  had 
been. increased  to  200  drops  daily  and  the  improve- 
ment continued  slowly. 

On  October  29,  1932,  the  weight  was  116  pounds, 
blood  pressure  170/80,  pulse  rate  80.  There  was  no 
tremor,  exophthalmus  or  lag-ophthalmus.  Thyroid 
enlargement  somewhat  reduced.  Fluorides  contin- 
ued. 

November  2,  1932 : Basal  metabolic  rate  +26  per 
cent. 

December  20,  1932 : Basal  metabolic  rate  +40  per 
cent. 

December  24,  1932 : Weight  113  pounds,  blood 
pressure  130/80,  pulse  84.  Thyroid  enlargement 
barely  palpable;  no  stare  or  exophthalmus  noted. 
Sodium  fluoride  discontinued.  Approximately  1950 
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c.c.  of  2 per  cent  solution  had  been  taken  in  six 
months  (about  39  grams  of  sodium  fluoride). 

Fifteen  drops  of  Lugol’s  solution  daily  was  started 
and  continued  for  four  weeks.  At  the  end  of  this 
time  the  weight  had  increased  to  118.5  pounds.  The 
blood  pressure  was  146/88,  the  pulse  rate  88,  and  the 
general  improvement  marked. 

January  25,  1933,  the  basal  rate  was  +5  per  cent. 
The  tremor,  eye  signs  and  thyroid  enlargement  were 
no  longer  present. 

She  was  seen  at  monthly  intervals  until  November 
1933,  and  showed  no  recurrence  of  her  hyperthy- 
roidism. 

In  April  the  basal  rate  was  +15  per  cent. 

In  May  it  was  +2  per  cent. 

In  June  it  was  +3  per  cent. 

In  September  it  was  +5  per  cent. 

On  October  18,  1933,  the  weight  was  120.5  pounds, 
blood  pressure  130/90,  pulse  84,  basal  rate  +3  per 
cent.  There  was  no  evidence  of  hyperthyroidism  and 
the  patient  was  in  excellent  physical  condition. 

Case  4. — A patient  with  a toxic  adenoma,  unim- 
proved by  prolonged  administration  of  Lugol’s  solu- 
tion. Two  courses  of  fluorides  and  iodides  were 
given.  At  the  end  of  the  first  the  basal  rate  was 
reduced  from  +49  per  cent  to  +30  per  cent.  By  the 
end  of  the  second  the  rate  was  +1  per  cent  and  all 
evidence  of  toxicity  had  disappeared. 

L.B.,  white,  male,  aged  forty-one,  was  first  seen 
in  the  clinic  on  January  6,  1933.  He  suffered  from 
nervousness,  insomnia,  excessive  palpitation,  and  had 
lost  considerable  weight.  His  symptoms  had  per- 
sisted for  two  years. 

Examination  showed  a short  stocky  white  male, 
weighing  149  pounds.  He  was  extremely  nervous, 
had  a slight  exophthalmus  and  a tremor  of  the 
hands.  The  thyroid  showed  a smooth  bilateral  en- 
largement, the  pulse  was  117,  and  the  basal  metabolic 
rate  was  +49  per  cent. 

He  was  given  phenobarbital  until  February  14, 
1933,  then  placed  on  fifteen  drops  of  Lugol’s  solu- 
tion daily.  This  was  continued  until  March  21  but 
no  improvement  was  noted. 

He  was  next  seen  on  May  5 when  his  symptoms 
were  unchanged  and  he  was  again  given  Lugol’s 
solution  until  May  15.  No  beneficial  effect  was 
noted.  On  May  25  the  basal  metabolic  rat  was  +49 
per  cent. 

The  patient  first  came  under  the  writer’s  observa- 
tion on  June  2,  1934.  His  weight  was  144  pounds, 
the  blood  pressure  126/88  and  the  pulse  96.  There 
was  a smooth  bilateral  thyroid  enlargement,  a .slight 
exophthalmus  and  a marked  tremor. 

First  Course:  Two  per  cent  sodium  fluoride,  80 
drops  daily,  was  started  on  June  2,  1933.  The 
amount  was  gradually  increased  until  200  drops  were 
being  taken  by  the  third  week.  Fluorides  were  dis- 
continued on  June  30  and  in  their  place  15  drops  of 
a saturated  solution  of  potassium  iodide  were  given 
daily  for  one  week.  On  July  7 the  weight  was  150 
pounds,  the  blood  pressure  was  150/90,  the  pulse  90. 
No  tremor  was  noted  and  the  patient  seemed  bet- 
ter. On  July  10  the  basal  metabolic  rate  was  +30 
per  cent. 

Seco'nd  Course:  A second  course  of  fluorides  was 
started  on  July  14.  Two  hundred  drops  of  2 per 
cent  sodium  fluoride  were  given  daily  for  the  next 
four  weeks. 

On  August  11  fluorides  were  discontinued  and  15 
drops  of  saturated  solution  potassium  iodide  given 
daily  for  two  weeks. 

August  25 : Weight  146  pounds ; the  blood  pres- 
sure 150/100,  the  pulse  84,  the  basal  metabolic  rate 
+1  per  cent.  Tremor,  nervousness  and  excessive  per- 
spiration no  longer  present.  Thyroid  barely  palpa- 
ble. No  exophthalmus  noted. 

September  22:  Weight  153.5  pounds,  blood  pres- 


sure 140/90,  pulse  84.  No  nervousness,  sweating, 
insomnia  or  tremor.  Thyroid  barely  palpable.  Ob- 
jectively and  subjectively  there  was  no  evidence  of 
hyperthyroidism  and  the  patient’s  physical  condition 
was  excellent. 

Case  5. — A patient  with  a toxic  adenoma  who 
showed  no  improvement  after  four  weeks  of.  potas- 
sium iodide.  Three  courses  of  fluorides  and  iodides 
were  given.  At  the  end  of  the  first  the  basal  me- 
tabolism was  +35  per  cent.  At  the  end  of  the  second 
it  was  +21  per  cent.  By  the  end  of  the  third  it  was 
+11  per  cent  and  the  patient  showed  evidence  of  full 
recovery. 

E.  C.,  white,  female,  aged  forty-four,  first  came 
under  observation  June  13,  1933,  complaining  of  pal- 
pitation, faintness,  marked  fatigue  and  emotional  in- 
stability. In  spite  of  an  excellent  appetite  she  con- 
tinued to  lose  weight  and  noticed,  in  addition,  ex- 
cessive warmth  of  the  skin  and  a generalized  trem- 
ulousness. These  symptoms  first  began  in  October, 
1932.  As  far  back  as  she  could  remember  she  had 
had  a swelling  in  the  left  side  of  the  neck  and  since 
the  onset  of  her  present  illness  had  noticed  that  she 
felt  better  when  this  swelling  was  the  most  promi- 
nent. 

Examination  revealed  a tall,  thin,  alert,  restless 
woman  who  emphasized  her  conversation  with  rapid 
movements  of  the  hands  and  frequent  contractions 
of  the  facial  muscles.  Her  weight  was  126  pounds, 
the  blood  pressure  166/100,  the  pulse  120.  No  eye 
signs  noted.  Isthmus  of  thyroid  enlarged  and  palpa- 
ble. Right  lobe  of  thyroid  enlarged  to  the  size  of 
a hen’s  egg  and  smooth.  A systolic  murmur — un- 
transmitted— was  present  in  the  mitral  area.  A fine 
tremor  of  the  hands  and  fingers  was  noted.  X-ray 
revealed  two  abscessed  teeth  which  were  removed  by 
July  7,  1933.  The  basal  metabolic  rate  June  14,  1933, 
was  +16  per  cent.  She  had  been  taking  potassium 
iodide  for  four  weeks  previous  to  her  first  visit  to 
the  clinic. 

First  Course:  Two  per  cent  aqueous  solution  so- 

dium fluoride,  90  drops  daily  given  till  June  20. 

120  drops  daily  given  for  the  next  ten  days. 

200  drops  daily  given  for  the  next  fourteen  days. 

Fluorides  were  discontinued  July  14,  1933.  During 
their  administration  the  patient’s  weight  dropped  to 
121.5  pounds,  her  pulse  rate  and  blood  pressure  read- 
ings were  unchanged  and  both  her  subjective  and  ob- 
jective symptoms  remained  the  same. 

Fifteen  drops  of  saturated  solution  potassium 
iodide  were  given  daily  from  July  14  to  July  28. 
Her  weight  returned  to  126  pounds  and  she  felt  im- 
proved. 

The  bdsal  metabolic  rate  on  August  9 was  +35 
per  cent. 

Second  Course:  A second  course  of  fluorides  was 

started  August  11  and  continued  at  the  rate  of  200 
drops  daily  to  September  8.  During  this  period  her 
pulse  rate  was  lower,  averaging  about  100,  but  her 
tremor  and  other  symptoms  continued  unaltered. 

Fifteen  drops  of  saturated  solution  of  potassium 
iodide  were  given  daily  for  one  week.  On  Septem- 
ber 18,  1933,  the  basal  metabolic  rate  was  +21  per 
cent.  At  this  time  the  right  thyroid  enlargement 
looked  diminished  in  size.  She  felt  better  but  the 
pulse  was  still  rapid,  and  there  was  still  some  tremor. 

Third  Course:  A third  course  of  fluorides  was 

started  September  22  and  continued  for  four  weeks 
through  October  13.  Saturated  solution  of  potas- 
sium iodide  was  then  given  for  one  week.  The 
basal  metabolic  rate  on  October  23  was  +11  per  cent. 

On  October  27,  1933,  the  weight  was  124.5  pounds, 
the  blood  pressure  160/100  and  the  pulse  rate  96. 
The  right  lobe  of  the  thyroid,  while  firm,  was  re- 
duced in  size.  There  was  no  tremor.  The  patient 
was  quiet,  much  more  reserved  and  said  she  had 
not  felt  as  well  since  before  the  onset  of  her  present 
illness. 
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COMMENT 

The  hyperplasia  of  the  alveolar  epithelium 
of  the  thyroid  may  be  considered  to  be  of 
three  types.  The  first  results  from  a defi- 
ciency of  the  raw  basic  materials  necessary 
for  the  production  of  thyroxine.  The  sec- 
ond is  produced  by  a deficiency  of  the  raw 
materials  created  by  too  rapid  a production 
of  thyroxine.  The  third  is  a more  advanced 
form  of  the  second  that  labors,  in  addition, 
under  the  added  load  of  accumulated  incom- 
pletely formed  metabolites.  The  first  type 
occurs  in  the  simple  goiters  and  may  be 
promptly  arrested  by  supplying  raw  ma- 
terials such  as  iodine  in  adequate  amounts. 
The  second  and  third  types  co-exist  in  the 
hyperactive  gland  in  varying  proportions. 
Arrest  of  these  two  closely  related  forms  of 
hyperplasia  by  supplying  raw  materials  can 
be  effected  when  the  former  greatly  exceeds 
the  latter,  and  then  only  temporarily,  since 
the  prolonged  administration  of  the  agent  m 
common  use  for  this  purpose,  iodine,  is  quite 
likely  to  convert  the  second  type  of  hyper- 
plasia to  the  third  (which  is  iodine-refrac- 
tory). 

The  need  for  iodine  is  common  to  all 
three  types  of  hyperplasia  but  the  limitations 
to  its  use  in  the  two  types  that  exist  in  the 
hyperactive  gland — where  it  is  needed  most, 
— seriously  curtail  its  value.  If  it  were  pos- 
sible to  invoke  some  means  of  first  convert- 
ing the  second  and  third  types  to  the  first, 
then  the  iodine  response  would  simulate  that 
which  occurs  in  the  simple  goiters.  To  bring 
this  about,  it  would  be  necessary  to  create 
a condition  analogous  to  that  which  induces 
the  hyperplasia  of  simple  goiter,  viz.,  a de- 
ficiency of  the  raw  products  essential  for  the 
manufacture  of  thyroxine. 

This  report  concerns  itself  with  the  re- 
sults of  an  effort  to  shunt  the  most  essential 
of  the  basic  products,  iodine,  away  from 
the  thyroid  gland  through  the  use  of  the 
fluorides.  The  fluorides  were  selected  be- 
cause of  their  successful  employment  in  the 
treatment  of  hyperthyroidism  as  reported  by 
Goldemberg1  and  Gorlitzer,2  and  because  of 
their  standing  as  the  most  powerful  of  the 


elements  comprising  the  halogen  series. 
Their  known  ability  to  displace  iodine  from 
chemical  combinations  in  which  it  exists 
commended  them  for  this  particulai  use. 


SUMMARY 

Five  patients  with  hyperthyroidism,  pre- 
viously treated  with  iodine  with  indifferent 
results,  were  subjected  to  the  alternate  ad- 
ministration of  fluorides  and  iodides.  All 
showed  an  arrest  of  the  hyperthyroidism 
after  a treatment  period  of  varying  dura- 
tion. 

The  first  patient,  with  an  advanced  grade 
of  hyperthyroidism  of  fairly  long  duration, 
was  treated  for  eight  months,  and  has  re- 
mained well  since  January,  1933  (one 
year). 

The  second  patient,  with  a mild  degree 
of  hyperthyroidism  of  short  duration,  re- 
sponded favorably  to  six  weeks  treatment, 
and  has  had  no  recurrence  since  February, 
1933  (eleven  months). 

The  third  patient,  with  a toxic  adenoma 
of  long  duration,  was  treated  for  six  months 
and  has  had  no  recurrence  since  January, 
1933  (one  year). 

The  fourth  patient,  with  a toxic  adenoma 
of  two  years’  standing,  responded  after  three 
months  treatment  and  has  had  no  recurrence 
since  August,  1933  (seven  months). 

The  fifth  patient,  with  a toxic  adenoma  of 
nine  months  duration,  improved  after  four 
months  treatment,  and  has  had  no  recur- 
rence since  October,  1933  (five  months). 


CONCLUSION 


The  uniformly  favorable  response  that 
followed  the  alternate  administration  of 
fluorides  and  iodides  in  the  small  series  of 
cases  would  indicate  that  the  method  as  out- 
lined here  may  prove  of  value  in  enhancing 
the  effect  of  iodine  in  hyperthyroidism. 
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AN  ETIOLOGICAL  APPROACH  TO  ASTHMATIC  BREATHING 


STANLEY  W.  INSLEY,  M.D.f 

DETROIT,  MICHIGAN 

Asthma,  strictly  speaking,  is  nothing  more  than  a respiratory  symptom.  This  symptom 
is  characterized  by  wheezing  or  musical  air  sounds,  and  is  associated  with  disturbances 
of  the  respiratory  cycle.  The  audible  symptoms  are  governed  by  the  acoustic  laws.  Pro- 
duction of  the  audible  asthmatic  symptom  is,  mechanically  speaking,  absolutely  contin- 
gent upon  a partial  local  obstruction  of  the  normal  respiratory  air  flow.  There  may  be 
a nartial  encroachment  in  any  zone  of  this  air  flow.  The  site  and  type  of  partial  occlu- 


sion will  determine  not  only  the  altei  ations 
air  sounds. 

A partial  obstruction  may  involve  only 
one  bronchus.  On  the  other  hand  there  may 
be  multiple  or  diffuse  obstructions,  involv- 
ing many  or  all  of  the  smaller  bronchi.  1 ar- 
tial  obstructions  may  be  very  rapid  and  acute 
in  onset,  as,  for  example,  with  foreign  body 
and  mucus  plugging.  Again  there  is  also  the 
slow  and  insidious  onset  often  seen  as  a 
result  of  other  long-standing  pathology. 
Partial  obstructions  may  be  more  or  less  con- 
stant as  with  chronic  fibrotic  changes,  or  be 
paroxysmal  as  in  allergic  reactions. 

The  remote  causes  of  partial  obstructions 
are  legion  and  numerous  secondary  compli- 
cations are  the  rule.  Infections  and  other 
changes  intermingle  in  a confusing  fashion. 
Partial  obstructions  may  easily  proceed  to 
total  obstruction.  This  frequent  complica- 
tion induces  a whole  new  set-up  of  symp- 
toms and  prognostic  elements.  The  syn- 
drome of  total  stenosis  is  an  object  of  study 
by  itself.  Its  lurking  menace  should  be  re- 
membered and  watched  for  in  every  asth- 
matic. A partial  obstruction,  arising  in  any 
portion  of  the  air  column,  may  originate 
from  extra-  or  intra-bronchial  pathology,  or 
be  subsequent  to  changes  in  the  bronchial 
wall  itself. 

Whatever  the  etiology  or  wherever  the 
site,  there  will  be  the  audible  and  physical 
signs  of  a check-valve,  by-pass,  or  stop-valve 
mechanism. 

LOCALIZATION  OF  STENOSIS 

Certain  infections  and  metabolic  changes 
are  often  recognized  or  suspected  by  their 
tendency  to  produce  changes  in  restricted 
areas.  These  changes  may  also  be  charac- 
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respiratory  rhythm,  but  also  the  changes  in 


terized  by  their  mode  of  production.  A pre- 
cise knowledge  of  the  site,  type  and  degree 
of  partial  obstruction  will  often  reveal  the 
remote  etiology.  Bronchoscopic  examina- 
tions are  not  so  often  needed  if  signs  and 
symptoms  are  appreciated.  X-rays  are  in- 
valuable, yet  it  is  surprising  how  often  the 
exact  level  of  the  obstruction  and  its  cause 
may  be  ascertained  without  radiography. 
The  following  set-up  of  physical  signs  and 
symptoms  is  offered  as  a guide  to  the  diag- 
nosis of  the  more  common  partial  stenoses 
at  various  levels: 

I.  PARTIAL  TRACHEAL  STENOSIS 

1.  Constant  mild  to  intense  dyspnea  with  inspira- 
tory effort  and  stridor  usually  predominant.  The 
effort  and  stridor  may  be  reversed  with  a check 
valve  set  to  impede  the  expiratory  air  flow. 

2..  Irritative  cough — brassy  and  non-productive.  In- 
tensity increased  with  proximity  of  pathology 
to  carina. 

3.  Intermittent,  suffocative  attacks. 

4.  Generalized  inter-costal  retraction  on  inspiration. 
This  retraction  is  absent  and  actual  bulging  may 
occur  with  expiratory  impediment  and  increased 
intra-pulmonic  pressure. 

5.  Laryngeal  excursion  if  inspiratory  obstruction  is 
at  or  above  level  of  glottis.  No  excursion  if 
obstruction  is  at  lower  level. 

II.  PARTIAL  STENOSIS  OF  A LARGER 
BRONCHUS 

1.  Dyspnea  usually  not  marked. 

2.  Cough  increased  by  proximity  of  pathology  to 
carina. 

3.  Wheeze  or  rales  on  inspiration,  expiration,  or 
both. 

4.  Not  ordinarily  characterized  by  severe  suffoca- 
tive attacks. 

5.  However,  dyspnea  and  suffocative  symptoms 
may  be  induced  or  increased  by  patient  reclining 
on  unaffected  side. 

6.  Breath  sounds  or  percussion  notes  may  be  altered 
in  subserved  lobe  or  lobes. 

7.  Inter-costal  retraction  and  narrowing  or  inter- 
costal bulging  and  widening  may  be  noted  in 
areas  corresponding  to  subserved  lobes. 

8.  Diaphragm  may  be  higher  or  lower  than  normal 
on  the  side  of  the  bronchus  involved. 

9.  This  level  of  partial  obstruction  is  least  likely 
to  give  definite  sjunptomatology. 
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III.  PARTIAL  OBSTRUCTION  OF  THE  SMALLER 
BRONCHI 

(Second  degree  to  bronchioles) 

1.  Constant  mild  to  intense  dyspnea.  Inspiratory 
effort  and  wheeze  predominant.  Expiratory- 
wheeze  may  co-exist. 

2.  Cough  not  necessarily  present. 

3.  Inter-costal  spaces  retracted.  May  bulge  in  suf- 
focative attacks. 

4.  Chest  usually  flat.  Often  deformed  from  con- 
tinued inspiratory  traction  efforts. 

5.  The  diaphragm  is  usually  raised.  It  may  be  at 
a normal  level  or  lowered  in  suffocative  attacks. 

IV.  PARTIAL  STENOSIS  OF  BRONCHIOLES 

1.  Spasmodic  dyspnea,  mild  to  intense,  with  ex- 
piratory effort  and  wheeze  predominant. 

2.  Chest  barrel-shaped. 

3.  Inter-costal  spaces  usually  bulging. 

4.  Hyper-resonance  on  percussion. 

5.  Diaphragm  usually  low. 

Suffocative  attacks  from  obstruction  at 
the  level  of  the  smaller  bronchi  or  bronchi- 
oles are  not  accompanied  by  loud  stridor  as 
from  a similar  obstruction  at  a tracheal 
level.  This  change  in  loudness,  pitch,  etc.,  is 
an  acoustic  result  of  a difference  in  lumen 
of  the  tubes,  length  of  air  column,  change 
in  the  rate  of  air  flow,  and  a change  in  char- 
acter of  the  confining  walls. 

It  has  been  noted  above  that  the  valve 
mechanism  of  a certain  partial  obstruction 
may  be  set  to  reverse  the  respiratory  phase 
ordinarily  producing  a stridor  or  wheeze. 
Such  reversals  may  be  noted  particularly 
with  foreign  bodies,  mucous  balls,  or  loosely 
attached  polypoid  growths  projecting  into 
the  bronchial  lumen. 

The  symptoms  of  total  obstructions  and 
atelectases  are  not  considered  in  the  above 
synopsis.  They  are  decidedly  confirmatory 
of  the  level  of  obstruction  when  present. 
We  will  repeat  that  the  employment  of  the 
x-ray  and  fluoroscope,  contrast  media,  and 
of  the  bronchoscope  is  of  tremendous  value 
in  confirming  a suspected  pathology.  These 
diagnostic  luxuries  are  not  always  available, 
however,  and  their  technical  interpretations 
are  not  considered  in  the  above  set-up  of 
purely  physical  findings  and  symptoms. 

PULMONARY  PATHOLOGY 

The  chest  of  an  average  chronic  asthmatic 
is  a veritable  museum  of  pathology.  Com- 
pensatory, infectious,  or  mechanical  changes, 
incident  to  irritation  or  partial  stenosis,  may 
all  tend  to  render  a single  etiological  diag- 
nosis impossible.  There  can  be  no  attempt 
to  classify  arbitrarily  some  asthmatic  pa- 
tients into  allergic,  cardio-renal  or  reflex 
types. 


Cases  in  which  the  primary  cause  of  ill- 
ness may  be  found  and  removed  often  ex- 
hibit extensive  bronchiectic  or  emphysema- 
tous changes  so  pronounced  that  total  relief 
of  symptoms  is  out  of  the  question.  Newer 
radical  measures  might  aid  some  of  these 
complications.  Most  of  the  chronic  cases  are 
doomed  to  prolonged  observation  and  re- 
peated palliative  measures.  It  is  useless  to 
speak  of  a cure  in  many  of  these  cases. 

A diagram  of  general  respiratory  pathol- 
ogy is  of  aid  in  arriving  at  an  etiological 
summary.  Any  outline  of  this  nature  must, 
however,  always  be  co-related  with  other  or- 
gans, such  as  the  nose  and  sinuses,  tonsils, 
the  systemic  status,  and  with  bacteriological, 
allergic,  blood  and  x-ray  findings.  All  or 
any  of  the  pathological  items  listed  in  such 
a scheme  are  not  necessarily  important  to 
the  asthmatic  symptom.  Neither  can  they  be 
overlooked  in  any  future  therapeutic  plan. 

There  are  numerous  exhaustive  treatises 
dealing  with  practically  all  of  the  conditions 
mentioned  in  the  accompanying  outline.  It 
is  not  of  immediate  concern  to  enlarge 
separately  upon  individual  diagnoses.  Any 
collection  of  asthmatic  cases  will  bring  out, 
however,  certain  relationships,  foremost  of 
which  is,  that  practically  no  case  will  give 
only  one  pathological  finding.  Bronchi- 
ectasis of  some  degree  and  infection  of  some 
type  are  to  all  intents  a constant  finding  in 
chronic  asthma.  They  are  the  inevitable 
consequences  of  continued  partial  obstruc- 
tion. They  can  always  be  found  when  posi- 
tive allergic,  new  growth,  or  irritative  signs 
are  obscure.  An  acutely  developing  partial 
obstruction,  as  from  foreign  body,  urticaria, 
secretion  or  spasm,  may  not  immediately  ex- 
hibit such  infection  or  bronchiectasis.  Con- 
genital bronchiectasis  or  that  form  follow- 
ing infection  with  local  atelectasis  and 
fibrosis  may  antedate  any  asthmatic  symp- 
tom. 

ALLERGY 

The  literature  available  upon  allergy  and 
its  relation  to  asthmatic  breathing  is  vol- 
uminous. There  has  been  excellent  progress 
in  the  study  of  human  hyper-sensitivity. 
Two  basic  questions  however,  are  still  un- 
answered. First,  what  constitutes  the  so- 
called  allergic  diathesis  ? Secondly,  granting 
the  presence  of  circulating  specific  and  trans- 
ferable reagins,  what  is  the  determining  fac- 
tor producing  asthmatic  breathing  in  one  pa- 
tient, initiating  an  eczematous  lesion  in  an- 
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PRIMARY  PATHOLOGY  OF  BRONCHIAL  ASTHMA 


BRONCHI 

Larynx 

Trachea 

Bronchi 

Bronchioles 


{Aneurysm ; circulatory  congestion ; 
enlarged  glands;  new  growths;  in- 
creased intrapulmonic  pressure;  de- 
creased vital  capacity. 


PARTIAL  OBSTRUCTION 
(Asthmatic  stridor  or  -< 

wheeze  present) 


Intra-bronchial 

V. 


' New  Growth 


Foreign  body 
Transudate 


Inflammation 
Secretion 
Urticaria 
Spasm 
Direct 
Reflex 
v Fibrosis 


' Malignant 

Carcinomas,  etc. 

| Non-malignant 
Polyps,  cysts, 
hyperplasias,  etc. 

r 

Infection 

Bacteria 

Fungi 

Protozoa 

Hypersensitivity 

Inhalation 

J Ingestion 
Injection 
Infection 

Irritation 

Chemical 

Mechanical 

Drug 

„ Metabolic 


ASSOCIATED  THORACIC  PATHOLOGY 


LUNGS 

Bronchiectasis 

Congestion  or  edema 

Infection 

New  Growth 

Pneumoconiosis 

Fibrosis 

Arteriosclerosis 

Embolism-infarction 

Abscess 

Gangrene 

Empyema 

Atelectasis 

CARDIA 

Heart  disease  may  be  associated  with,  or  aggravat- 
ing, an  asthmatic  syndrome.  Heart  condition  may 
limit  the  prognosis. 


PLEURA 
Inflammation 
New  Growth 
Empyema 
Effusion 

Chylo  or  hydro-thorax 
Pneumothorax 
MEDIASTINUM 
Inflammation 
New  Growth 

Circulatory  malformations;  aneurysm;  hyper- 
trophies; etc. 

DIAPHRAGM 

Inflammation 

Abscess 

Spasm 

Paralysis 

Hernia 


other,  and  inducing  gastro-intestinal  symp- 
toms in  still  another?  We  shall  not  attempt 
here  to  answer  these  questions. 

The  apparent  incitants  of  allergic  reaction 
have  reached  an  astonishing  figure.  None 
but  those  handling  a sufficient  volume  of 
cases  can  be  prepared  either  by  experience  or 
equipment  to  properly  trace  them  out. 

The  presence  in  an  individual  of  several 
or  more  positive  allergic  skin  reactions  sug- 
gests the  probability  of  a dust,  pollen,  epi- 
dermal or  food  substance  being  the  imme- 
diate proximal  cause  of  the  asthmatic  symp- 
toms. These  reactions  are  often  of  but  slight 
value  however  in  tracing  out  the  actual  in- 
citant.  A trial  and  error  method  of  elimina- 
tion must  be  used  to  confirm  the  suspected 
article  or  articles. 


A marked  family  history  of  hay-fever, 
asthma,  urticaria,  eczema,  or  migraine  may 
be  of  help  in  deciding  whether  any  specific 
case  of  asthmatic  breathing  is  induced  or 
aggravated  by  an  allergic  mechanism.  A 
family  history  applied  to  an  individual  al- 
ways has  its  limitations.  A personal  history 
of  hay-fever,  urticaria,  or  eczema  is  of  in- 
estimable value. 

The  application  of  group  testing,  elimina- 
tion diets,  passive  transfer,  and  a knowledge 
of  the  chemical  components  of  dust,  food  and 
other  substances  are  matters  which  are  easi- 
ly accessible  in  any  of  the  numerous  publica- 
tions dealing  with  allergy. 

Theoretically,  an  allergic  reaction  may 
eventuate  in  spasm,  urticaria  or  hypersecre- 
tion. Co-existing  non-allergic  pathology 
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may  modify  an  expected  allergic  response, 
and  be  confusing  unless  the  possibility  be 
kept  in  mind. 

It  has  been  suggested  from  various  obser- 
vations that  the  smaller  bronchi  or  bronchi- 
oles are  mostly  involved  in  what  we  are 
pleased  to  call  “true”  bronchial  or  allergic 
asthma.  Partial  allergic  obstructions  of  the 
bronchioles  undoubtedly  induce  an  expira- 
tory wheeze,  along  with  the  other  customary 
concepts  we  hold  of  true  asthmatic  chest 
signs.  On  the  other  hand,  non-allergic  fac- 
tors may  also  give  rise  to  obstructive  pathol- 
ogy of  the  bronchioles,  and  the  non-allergic 
symptoms  may  then  be  suggestive  of  an  al- 
lergic etiology.  Contrarily,  a true  allergic 
edema  may  induce  partial  obstruction  in  a 
large  upper  bronchus  or  the  trachea,  and  in 
this  instance  there  is  a marked  change  in 
physical  findings  from  the  more  common 
type  of  allergic  asthma.  There  would  be  a 
probable  exaggeration  of  the  inspiratory  air 
sounds.  It  is  possible  for  both  inspiratory 
and  expiratory  difficulty  to-  co-exist  in  the 
same  individual.  Indeed,  most  of  the  classi- 
cal descriptions  of  “true”  asthma  in  the 
literature  cannot  but  point  to  both  types  of 
respiratory  impediment. 

SPASM 

Bronchial  spasm  from  any  cause  is  diffi- 
cult to  prove.  Allergic  spasm  of  the  bronchi 
or  bronchioles  in  man  has  been  both  affirmed 
and  denied.  Adrenalin,  being  a non-specific 
bronchial  dilator,  may  relieve  in  the  absence 
of  a so-called  allergic  factor.  Its  benefit  in 
true  allergy  is,  however,  the  most  striking. 
Allergic  asthma,  accompanied  by  infection, 
fibrosis,  massive  mucous  plugging  or  indi- 
vidual adrenalin  tolerance,  may  not  exhibit 
such  relief. 

The  bronchial  tubes  are,  after  all,  but  a 
series  of  hollow  viscera.  Spastic  reaction 
may  presumably  occur  here  as  in  other  hol- 
low organs,  either  from  direct  local  stimula- 
tion or  reflexly  from  distant  foci.  The  bron- 
chial machinery  is  constantly  adapting  itself 
to  temperature  and  humidity  changes,  dust, 
infections,  and  physical  demands.  It  may  be 
protecting  itself  from  irritation  and  infec- 
tion, or  accommodating  its  functions  to  al- 
tering oxygen  requirements.  The  threshold 
of  such  physiological  reactivity  may  be 
modified  by  local  or  general  causes.  Pollens, 
dusts,  infections,  scars  or  toxins  may  serve 
as  local  causes  inducing  a hyper-irritable 


state  of  reactivity.  A normal  physiological 
stimulus  may  then  set  up  an  abnormal  symp- 
tom. 

Sudden  changes  of  temperature  or  humid- 
ity often  result  in  an  attack  of  asthmatic 
breathing.  Irritating  gases,  physical  exer- 
cise, whether  voluntary  or  from  coughing, 
may  do  likewise.  Change  in  position,  as  in 
retiring  or  arising  from  bed,  with  a conse- 
quent spilling  of  bronchiectic  contents,  will 
induce  coughing,  and  may  develop  into-  a 
spastic  asthmatic  attack.  Emotional  instabil- 
ity, glandular  dyscrasias,  and  remote  infec- 
tions or  pathology  in  the  gastro-intestinal  or 
other  organs,  appear  at  times  to  influence 
an  already  unstable  bronchial  system. 

Infections  of  the  mouth,  tonsillar  ring, 
nose,  and  accessory  sinuses  are  a potent  fac- 
tor in  promoting  and  maintaining  a hyper- 
irritable  bronchial  system.  These  upper  re- 
spiratory infections  are  fertile  sources  of 
lower  respiratory  re-infection.  Moreover, 
the  autonomic  innervations  of  the  nasal  and 
bronchial  systems  are  closely  inter-related. 
Stimulation  of  the  nasal  membranes,  by 
dusts,  odors,  or  temperature  changes,  may 
induce  a spastic  bronchial  reflex,  depending 
upon  the  presence  of  hyper-irritability  in 
the  naso-bronchial  reflex  arc.  This  naso- 
bronchial  hyper-irritability  may  be  only  one 
part  of  a general  vagotonia. 

NEW  GROWTHS 

New  growths  as  a cause  of  partial  bron- 
chial obstruction  are  more  common  than 
generally  recognized.  Such  new  growths 
may  be  either  simple  hypertrophies  or  malig- 
nant. An  increasing  use  of  the  bronchoscope 
is  partly  responsible  for  the  increasing  diag- 
noses. Carcinomas  of  the  bronchi  and  lungs 
are,  in  some  localities,  possibly  next  in  fre- 
quency to  those  found  in  the  stomach  and 
the  uterus.  Non-malignant  polypoid  growths 
projecting  into  the  bronchial  lumen  are  not 
uncommon.  An  enlarged  thymus  or  thyroid 
gland,  and  hypertrophic  or  malignant 
tracheo-bronchial  glands  may  induce  irrita- 
tion or  compression  stenosis  at  various  levels 
of  the  tracheo-bronchial  air  flow.  New 
growths,  whether  of  the  bronchi,  lungs,  me- 
diastinum, or  pleura,  may  co-exist  with  in- 
fection, allergy,  or  other  pathology. 

INFECTION 

It  is  difficult  to  evaluate  the  general  etio- 
logical importance  of  infection  to  so-called 
“asthma.”  Allergists  have  been  prone  to 
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underestimate  its  potentialities.  Surgeons 
and  internists  may  err  in  its  over-emphasis. 
We  prefer  to  remember  that  an  infectious 
process  may  precede,  co-exist,  or  follow  any 
other  etiological  factor,  or  it  may  he  the 
prime  factor.  A respiratory  infection  may 
initiate  or  aggravate  an  attack.  An  extra- 
respiratory  infection  with  fever  often  re- 
lieves an  asthmatic. 

The  finding  of  certain  organisms  in  the 
sputum  does  not  necesarily  incriminate  them 
in  the  production  of  symptoms.  Sinus  wash- 
ings or  bronchoscopic  aspirations,  of  them- 
selves, are  not  conclusive.  Skin  tests  and 
serological  manipulations  are  often  difficult 
of  interpretation.  Changing  concepts  of  bac- 
terial mutations  and  life  cycles  increase  the 
difficulties.  The  diagnosis  of  fungus  infec- 
tion is  even  more  intricate  and  time-consum- 
ing. 

An  organism  to  be  detrimental  to  an  asth- 
matic, need  not  be  limited  to1  the  respiratory 
tract  or  even  found  within  the  body.  A sys- 
temic or  remote  focal  infection  may  be  a 
source  of  trouble.  Free  floating  spores  of 
fungi,  yeasts,  or  molds  may  set  up  a contact 
allergy,  similar  to  that  of  pollen  hay-fever, 
or  asthma.  The  original  bed  of  growth  for 
an  irritating  spore-producing  fungus  may  be 
found  on  nearly  any  site  of  nitrogenous  or 
carbonaceous  substance.  Fungi,  bacteria, 
and  protozoa  may  irritate  the  patient,  either 
by  inhalation  of  spores,  contact,  ingestion, 
or  actual  infection. 

Bacterial,  fungal  and  protozoal  infection 
of  food  or  other  animal  and  vegetable  mat- 
ter may  produce  by-products  affecting  the 
vasomotor  system.  Ergot  is  a prime  exam- 
ple of  such  a fungal  by-product.  Cheese  is 
an  example  of  a mold-infested  food.  The  in- 
gestion or  inhalation  of  these  by-products 
or  infected  substances  often  induces  serious 
symptoms  in  suitable  individuals.  These  ob- 
servations lead  one  to  note  that  bacteria, 
fungi,  or  protozoa  may  be  “non-pathogenic” 
in  the  ordinary  sense,  and  yet  be  a source  of 
illness.  We  might  recall  that  “non-patho- 
genic” organisms  have  been  thought  to  ex- 
hibit pathogenic  properties  after  a prelimi- 
nary experimental  sensitization  of  the  re- 
cipient animal  to  the  same  strain  of  bacteria. 
The  ordinary  infections,  as  we  have  learned 
them  in  the  past,  are  but  a few  isolated 
manifestations  struck  off  from  the  full  key- 
board of  possible  offending  organisms. 


MISCELLANEOUS 

Thick  mucous  secretions,  lying  in  the 
bronchi  or  bronchioles,  play  an  important 
role  in  the  production  of  asthmatic  symp- 
toms. The  causes  for  such  secretions  are  not 
always  obvious.  Infection  or  inflammation, 
allergy,  and  chemical  irritation,  any  or  all, 
may  play  a part  in  different  instances.  The 
type  and  urgency  of  symptoms  from  secre- 
tory obstructions  may  vary,  depending  upon 
total  or  partial  obstructions,  and  upon  upper 
bronchial  or  lower  bronchiolar  involvement. 
Total  occlusions  of  the  smaller  bronchioles 
with  infection,  pneumitis,  and  local  atelec- 
tasis, are  very  common.  Total  occlusion  of 
a large  bronchus  by  mucus  is  dangerous 
and  may  require  immediate  bronchoscopic 
removal. 

Mucous  secretions,  casts  and  their  like, 
are  all  foreign  bodies  in  a sense.  There  is 
also  the  rather  frequent  aspiration  of  but- 
tons, coins,  food,  and  so  on.  The  diagnosis 
of  aspiration  foreign  body  stenosis  is  usually 
made  with  no  difficulty  if  the  condition  is 
suspected.  The  history  or  suspicion  of  as- 
piration may  be  quite  vague  or  absent,  how- 
ever, and  the  possibility  of  a foreign  body 
partial  stenosis  has  been  often  and  sadly 
overlooked. 

Fibrotic  or  sclerotic  changes,  involving  the 
larynx,  trachea,  bronchi  or  bronchioles,  may 
induce  a chronic  partial  encroachment  upon 
the  normal  air  flow.  Syphilitic  and  tuber- 
culous infections  are  the  most  commonlv 
recognized  sources  of  such  changes.  Fungal 
infections,  in  the  author’s  opinion,  haAre  been 
often  overlooked.  They,  too,  give  granulo- 
matous and  tubercular  types  of  inflamma- 
tion with  severe  sclerosis  in  certain  cases. 
The  symptoms  of  cicatricial  narrowing  of 
the  air  lumen  may  be  of  inspiratory  or  ex- 
piratory embarrassment,  or  both,  depending 
upon  the  site  of  involvement.  Syphilitic,  tu- 
berculous, or  fungal  fibroses,  as  a cause  of 
asthmatic  symptoms,  may  be  more  frequent 
than  luetic,  tuberculous,  or  fungal  allergy. 

Thyroid,  renal,  gastro-intestinal,  or  other 
organic  diseases  may  result  in  increased  or 
retained  metabolic  by-products.  Such  sub- 
stances in  excess  may  either  induce  or  ag- 
gravate an  existing  broncho-stenosis. 

Sclerosis  of  the  pulmonary  blood  vessels 
may,  in  rare  instances,  induce  an  asthmatic 
type  of  breathing.  Oerza’s  disease  has  been 
frequently  diagnosed  as  bronchial  asthma. 
Compression  stenosis  of  the  trachea  or  bron- 
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chi  from  aortic  aneurysm  is  often  a source 
of  an  asthmatic  type  of  respiration.  A 
thorough  examination  is  often  required  to 
differentiate  this  condition  from  a similar 
compressive  stenosis  from  enlarged  or  malig- 
nant mediastinal  glands. 

A lessened  vital  capacity,  as  for  example 
in  cardiac  disease  or  emphysema,  requires 
an  increased  compensatory  ventilation  to 
meet  the  demands  of  exercise.  This  results 
in  an  increased  rate  of  flow  of  the  tidal  air. 
Under  these  circumstances  a respiratory 
wheeze  is  prone  to  occur  with  a minimum  of 
obstruction. 

Pulmonary  congestion  is  often  associated 
with  a wheezy  type  of  respiration.  Pulmo- 
nary edema  and  circulatory  transudates  may 
impinge  upon  the  normal  bronchiolar  air 
lumina.  The  respiratory  flow  of  air  may  be 
locally  restricted  and  a wheeze  may  be  the 
result.  Cardio-renal  asthma,  however,  as  a 
term,  is  often  a misnomer.  Auscultation 
may  reveal  no  whistling  or  wheezing  rales 
and  only  a simple  dyspnea,  associated  in  no 
way  with  local  encroachments  upon  the  nor- 
mal air  channels. 

Lower  bronchial  expiratory  obstruction, 
with  alveolar  distension,  and  increased  in- 
tra-pulmonic pressure,  has  occasionally  given 
bronchoscopic  evidence  of  compression 
stenosis  of  a higher  bronchus  or  the  trachea. 
A vicious  circle  of  respiratory  obstruction 
is  set  up  which  can  only  be  permanently  cor- 
rected bv  relief  of  the  primary  lower  bron- 
chial obstruction. 

A study  of  the  changes  in  the  intra-pul- 
monic pressure,  as  related  to  the  easily  com- 
pressed or  distended  bronchioles,  is  most  in- 
teresting. An  integration  of  these  factors 
with  the  changes  of  vital  capacity  noted  in 
status  asthmaticus,  cardiac  disease,  etc.,  re- 
sults in  an  exceedingly  complex  problem. 

There  is  no  short  cut  to  the  fathoming  of 
an  asthmatic’s  pathological  possibilities. 
There  has  been  a large  amount  of  doubt  in 
physicians’  minds  as  to  the  probability  of 
permanent  relief  for  these  sufferers.  There 
is  just  as  great  a hopelesness  and  despair  ex- 
hibited by  the  average  patient.  These  states 
of  mind  represent  the  extremes  engendered 
by  incorrect,  or  at  least  insufficient,  diag- 
noses. 

One  can  not  be  so  sure  that  any  one  ex- 
isting specialty  should  he  entrusted  entirely 
with  the  diagnosis  of  asthmatic  breathing. 
The  human  tendency  of  emphasizing  a per- 
sonal proficiency  may  work  to  the  general 


advancement  of  medical  knowledge,  and  yet 
be  detrimental  to  an  individual  patient.  This 
does  not  bar  one  from  limiting  his  work  to 
the  alleviation  of  these  patients,  providing 
an  open  mind  is  kept  as  to  the  manner  of 
diagnostic  and  therapeutic  approach. 

There  can  never  be  a “cure  for  asthma.” 
The  varieties  of  pathological  lesions  found 
preclude  any  such  hope.  It  might  be  better 
if  the  term  “asthma”  itself  were  dropped 
from  our  diagnostic  vocabulary.  This  state- 
ment holds  in  full  force  against  those  who 
would  limit  the  term  “bronchial  asthma”  to 
that  bronchial  entity  initiated  by  an  allergic 
mechanism.  The  mechanism  of  allergy  itself 
has  not  been  any  too  well  established. 

Asthmatic  breathing,  may  we  reiterate,  is 
hut  the  symptomatic  result  of  a pathological 
partial  bronchial  obstruction.  A precise 
clinical  diagnosis  of  these  pathological  ob- 
structions should  be  indicated  by  some  such 
term  as  tracheal  or  bronchiolar  stenoses,  de- 
pending upon  the  site  involved.  The  degree 
of  obstruction  should  be  noted,  i.e.,  whether 
partial  or  total.  A description  would  be  in- 
complete without  some  reference  as  to 
whether  the  partial  obstruction  were  parox- 
ysmal, intermittent,  or  permanent. 

The  field  is  perfectly  clear  for  a substitu- 
tion of  such  terms  as  “allergic  asthma,” 
“non-allergic  asthma,”  and  “extrinsic  or  in- 
trinsic asthma.”  We  might  far  better  em- 
ploy such  phrases  as  “allergic  stenoses,” 
“spastic  stenoses,”  “inflammatory  stenoses,” 
“mucous  stensoes,”  or  “foreign  body  steno- 
ses,” etc.,  depending  upon  the  actual  bron- 
chial pathology  present. 

An  uncomplicated,  allergic  bronchiolar 
stenosis  is  probably  best  handled  by  one  of 
wide  experience  in  judging  the  allergic 
phenomena.  A foreign  body  partial  stenosis 
of  a bronchus  is  necessarily  relieved  by  the 
bronchoscopist.  There  are,  beyond  these,  a 
large  number  of  spastic,  inflammatory  and 
mucous  stenoses,  complicated  by  infection, 
fibroses,  emphysema,  bronchiectasis,  and, 
possibly,  hyper-sensitivitv.  This  large  heter- 
ogeneous group  forms  the  bulk  of  asthmatic 
patients  seeking  relief. 

There  are  only  two  alternatives  if  we  are 
to  progress  in  our  diagnosis  and  treatment. 
Either  the  “allergists”  must  be  more  inclu- 
sive in  their  clinical  pathological  reports,  or 
else,  “allergic  asthma”  must  he  taken  over 
by  diagnosticians  who  will  regard  it  as  just 
another  type  of  respiratory  stenoses. 
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FUNCTIONAL  DISORDERS  OF  THE  OVARY* 


JEAN  PAUL  PRATT,  M.D.f 

DETROIT,  MICHIGAN 

The  practice  of  medicine  would  be  simplified  if  all  the  problems  encountered  could  be 
resolved  into  clinical  entities  which  include  a known  cause,  definite  symptoms  and  a 
satisfactory  response  to  specific  treatment.  Achievement  of  this  correlation  of  cause, 
symptom  and  treatment  is  the  goal  toward  which  physicians,  both  collectively  and  indi- 
vidually, are  striving  in  all  branches  of  medicine.  Progress  in  many  fields  of  investiga- 
tion has  been  sufficient  to  establish  confidence  that  certain  symptom-complexes  are  the 
result  of  definite  and  demonstrable  causative  agents  which  either  may  be  removed  or 
their  effects  nullified  by  application  of  the 
proper  therapy.  Other  fields  appear  more 
complex,  for  the  symptoms  are  not  constant, 
and  their  relation  to  the  exciting  cause  is  not 
well  established,  therefore  a wise  choice  of 
treatment  is  often  difficult.  Functional  dis- 
orders of  the  ovary  illustrate  this  latter 
group. 

While  organic  lesions  of  the  ovary  are 
usually  well  defined  and  readily  recognized, 
and  in  many  instances  disturb  the  function 
of  the  ovary,  it  is  far  more  common  to  en- 
counter functional  disturbance  in  which  it 
is  not  possible  to  demonstrate  any  related 
organic  change  in  the  ovary.  This  lack  of 
correlation  may  be  explained  by  the  inability 
to  inspect  the  ovaries  carefully  when  the 
symptoms  noted  are  disturbing  but  not  seri- 
ous. Furthermore,  there  are  many  physiolo- 
gical changes  in  the  body  which  cannot  be 
definitely  related  to  any  anatomical  varia- 
tion. 

The  two  distinct  functions  of  the  ovary, 
i.e.,  production  of  ova  and  formation  of  an 
internal  secretion,  are  neither  entirely  in- 
dependent of  each  other,  nor  are  they  in- 
dependent of  other  parts  of  the  body,  espe- 
cially the  other  glands  which  produce  in- 
ternal secretions.  This  interrelationship 
alone  would  make  the  subject  complex  even 
if  the  other  factors  involved  were  well  un- 
derstood. Since  endocrinology  is  a relative- 
ly new  field  of  science  in  which  important 
advances  occur  so  frequently  that  the  whole 
subject  is  in  a state  of  flux  it  would  be  folly 
to  attempt,  in  a limited  space,  to  present  the 
whole  problem.  It  is  desirable,  however, 
from  time  to  time,  to  evaluate 


various 
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phases  of  the  subject  in  order  to  differentiate 
the  purely  theoretical  from  the  practically 
useful  contributions. 

Since  the  level  of  any  body  function  is 
controlled  by  a number  of  interdependent 
agencies,  assignment  of  a specific  function  to 
a single  gland  cannot  mean  that  the  func- 
tion of  that  gland  is  performed  independent- 
ly, but  it  does  imply  that  the  particular  gland 
under  consideration  is  the  dominant  factor. 
It  is  from  this  point  of  view  that  ovarian 
function  is  considered  here. 

Criteria  as  evidence  of  variation  in  the 
level  of  ovarian  function  are  either  subjec- 
tive or  objective.  The  former  (subjective) 
are  not  altogether  dependable,  but  it  is  to 
be  hoped  that  advances  in  the  field  of  psy- 
chiatry will  improve  their  usefulness  in  the 
future.  The  latter  (objective)  are:  external 
and  internal  characteristics  (uterus,  tubes, 
breasts,  etc.);  function  of  the  uterus;  and 
lactation. 

The  most  frequently  useful  symptom  in- 
dicator of  ovarian  function  is  the  rhythm 
and  amount  of  menstrual  flow.  If  the  ac- 
curacy of  this  indicator  seems  questionable 
it  may  be  improved  by  instructing  the  indi- 
vidual to  keep  a chart  which  shows  the  in- 
terval, duration  and  amount  of  flow.  A few 
of  the  variations  of  menstruation  will  be 
briefly  considered. 

MENOPAUSE 

Menopause  may  be  either  artificial  or 
natural,  according  to  the  cause  of  onset. 
The  artificial  menopause  which  follows 
ablation  of  the  ovaries  is  an  excellent  clini- 
cal demonstration  of  the  dependence  of 
uterine  function  upon  ovarian  secretion. 
Menstruation  ceases  and  the  uterus  atrophies 
when  the  ovaries  are  removed.  No  substi- 
tute has  been  found  which  will  completely 
reestablish  the  menstrual  flow  in  the  ab- 
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sence  of  ovaries.  Some  of  the  apparent  ex- 
ceptions to  this  are  explained  by  lack  of  sat- 
isfactory evidence  that  all  ovarian  tissue 
has  been  removed.  However,  administration 
of  follicular  hormone  delays  the  regression 
of  sex  characteristics,  particularly  atrophy 
of  the  uterus.  Such  an  atrophic  uterus  may 
be  stimulated  to  periodic  growth  even 
months  after  the  ovaries  have  been  removed. 
In  one  instance  treatment  with  hormone  was 
begun  two  years  after  operation.  There  fol- 
lowed an  enlargement  of  the  uterus  asso- 
ciated with  softening  of  the  organ,  both  of 
which  disappeared  when  treatment  was  with- 
held and  reappeared  when  treatment  was 
again  instituted.  In  a few  instances  growth 
of  the  endometrium  and  some  bleeding  have 
been  recorded  after  using  large  doses  of 
theelin.  The  subjective  symptoms,  nervous- 
ness and  hot  flashes,  are  apt  tO'  be  more  pro- 
nounced the  earlier  in  life  that  oophorec- 
tomy occurs. 

The  proper  treatment  for  menopausal 
symptoms  is  controversial.  The  patient,  as 
well  as  the  physician,  is  aware  of  the  asso- 
ciation of  certain  symptoms  with  loss  of 
ovaries.  It  would  seem  logical  to  supply  the 
deficiency  by  administration  of  ovarian  prep- 
arations. Accordingly,  all  sorts  of  specific 
therapy  have  been  employed  (ovarian  ex- 
tract, whole  ovary,  ovarian  residue,  corpus 
luteum,  follicular  hormone,  etc.).  Excellent 
results  due  to  all  of  these  agents  have  been 
reported.  There  seem  to  be  two  fallacies  in 
judgment  of  the  manner  in  which  the  results 
are  obtained.  First,  the  psychotherapeutic 
effects  have  not  been  sufficiently  emphasized, 
and  on  this  account  satisfactory  results  have 
been  reported  from  the  use  of  ovarian  prod- 
ucts in  which  no  potency  has  been  demon- 
strated experimentally  as  frequently  as  from 
preparations  known  to  be  potent.  Second, 
results  obtained  have  not  been  checked  by 
adequate  controls. 

Natural  menopause  is  a gradual  process 
which  marks  the  close  of  the  reproductive 
period  in  life  manifested  by  a variety  of 
changes,  the  most  conspicuous  being  varia- 
tions in  rhythm  or  amount  of  menstruation. 
There  seems  to  be  good  evidence  that  in  the 
earlier  stages  of  the  natural  menopause  a 
hyper-hormonal  state  may  exist  with  an  in- 
creased excretion  of  follicular  hormones  in 
the  urine  and  an  increased  amount  of  men- 
strual flow.  This  affords  an  explanation 
for  the  cases  in  which  there  is  apparent  a 


greater  menstrual  activity  about  the  time 
that  the  menopause  is  expected.  While  this 
overactivity  is  usually  self  limited,  it  is  the 
source  of  considerable  anxiety  lest  a more 
serious  organic  lesion  be  overlooked.  Fre- 
quent observations  and  careful  judgment  are 
important  during  this  period. 

The  hypo-hormonal  state  associated  with 
cessation  of  menstruation  at  the  time  of 
transition  from  the  reproductive  period  to 
senescence  should  be  accepted  as  a normal 
physiological  process.  During  this  transition 
many  changes  occur,  both  somatic  and 
psychic,  which  are  largely  independent  of 
ovarian  function;  but  since  cessation  of  men- 
struation is  so  conspicuous,  other  less  con- 
spicuous variations  are  overlooked.  So  far 
as  influencing  the  flow  is  concerned,  specific 
ovarian  therapy  at  the  menopause  is  of  little 
avail.  As  psychotherapeutic  agents  the  vari- 
ous ovarian  preparations  have  been  very  use- 
ful, and  their  continued  use  for  such  pur- 
poses should  be  encouraged.  The  anterior 
lobe-like  substance  obtained  from  urine  of 
pregnant  women  does  seem  to  have  a specific 
influence  on  the  hyper-hormonal  state,  but 
little,  if  any,  effect  on  the  hypo-hormonal 
symptoms. 

SCANTY  AND  INFREQUENT  MENSTRUATION 

The  level  of  ovarian  function  is  lowered 
in  cases  of  scanty  and  infrequent  menstrua- 
tion. While  this  may  be  associated  and  de- 
pendent upon  organic  change  in  the  ovary, 
more  frequently  it  is  due  to  extraneous  fac- 
tors, among  which  disturbance  of  the  thyroid 
and  pituitary  is  common.  Many  such  pa- 
tients have  a low  basal  metabolic  rate,  as 
well  as  other  symptoms  of  hypothyroidism. 
A large  portion  of  this  group  may  be  bene- 
fited by  proper  thyroid  therapy.  Still  others 
respond  to  potent  products  of  the  anterior 
lobe-like  substance  from  urine,  and  a few 
have  been  brought  to  a normal  level  by  the 
administration  of  an  ovarian  preparation, 
theelin,  estrogen,  etc. 

While  there  is  only  doubtful  evidence  that 
any  gland  product  stimulates  activity  of  the 
gland  from  which  the  preparation  was  de- 
rived, there  is  ample  evidence  that  deficiency 
of  gland  secretion  may  be  partly  or  wholly 
corrected  by  administration  of  the  gland 
product.  Clinically,  there  seems  to  be  a small 
group  of  cases  with  scanty  menstruation  on 
the  basis  of  ovarian  deficiency  which  are  cor- 
rected by  follicular  hormone.  The  dosage 
required  is  difficult  to  estimate,  for  at  pres- 
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ent  there  is  no  satisfactory  measure  of  the 
amount  or  deficiency  existing  in  any  partic- 
ular case.  Furthermore,  it  is  not  definitely 
known  whether  the  action  is  qualitative  or 
quantitative. 

Stimulating  ovarian  activity  by  correction 
of  thyroid  deficiency  has  been  frequently  ob- 
served. Other  symptoms  of  hypothyroidism 
may  be  present  and  yet  a normal  basal  meta- 
bolic rate  is  reported.  This  is  not  surprising 
when  the  difficulty  in  obtaining  basal  condi- 
tions is  considered.  Therefore,  in  such  in- 
stances the  cautious  administration  of  small 
doses  of  thyroid  is  not  amiss,  and  the  effort 
is  often  followed  by  good  results.  Frequent 
observations  of  this  group  of  patients  are 
necessary. 

Anterior  lobe-like  substance  from  urine 
of  pregnant  women  has  been  used  in  cases 
of  scanty  and  irregular  menstruation.  It  has 
been  assumed  to  have  a definite  stimulating 
effect  on  the  ovary.  Its  manner  of  action 
varies  in  different  species  and,  therefore,  in 
man  such  therapy  is  still  experimental,  and 
consequently  should  not  be  used  empirically 
until  more  is  known  about  the  extent  and 
duration  of  its  action. 

PRIMARY  AMENORRHEA 

Puberty  marks  the  transition  from  the  pe- 
riod of  growth  to  the  reproductive  period. 
The  changes  which  occur  during  this  time 
are  numerous  and  extensive.  The  process  of 
transition  is  gradual  and  for  its  successful 
completion  requires  correlation  of  all  body 
functions.  The  most  conspicuous  er^ent  dur- 
ing this  period  is  the  establishment  of  men- 
struation so  that  the  onset  of  menstruation 
has  been  used  almost  synonymously  with 
puberty.  The  time  of  onset  may  vary  nor- 
mally within  five  years.  Failure  to  menstru- 
ate at  the  normal  time  is  referred  to  as  pri- 
mary amenorrhea.  Specific  ovarian  therapy 
in  this  group  of  cases  has  been  most  disap- 
pointing. Apparent  hypofunction  of  the 
ovary  is  only  one  manifestation  of  failure 
of  correlation  of  body  functions.  The  prob- 
lem may  be  nutritional,  environmental  or 
constitutional.  This  group  of  cases  is  worthy 
of  careful  and  complete  study  of  all  body 
functions.  A few  have  been  improved  bv 
thyroid  therapy  and  occasionally  one  appears 
benefited  by  anterior  lobe-like  preparations, 
but  caution  should  be  used  with  the  latter 
until  it  has  been  more  clearly  demonstrated 
that  there  is  no  harmful  effect  on  the  ovarv. 


EXCESSIVE  MENSTRUATION 

Increased  flow  or  shortened  interval  does 
not  indicate  necessarily  hvperfunction  of  the 
ovary.  In  fact,  there  are  many  who  deny 
that  hyper  function  of  the  ovary  ever  occurs. 

There  is  a fairly  well  defined  group  in 
which  excessive  and  prolonged  flow  is  as- 
sociated with  hypertrophy  and  hyperplasia 
of  the  endometrium.  The  condition  is  most 
common  as  the  patient  approaches  the  meno- 
pause and  in  girls  shortly  after  the  onset  of 
menstruation.  The  diagnosis  can  be  estab- 
lished by  examination  of  curettings  from 
the  uterus  which  show  hyperplasia  of  endo- 
metrium with  cysts  which  can  be  seen  in  the 
microscopic  section,  often  in  the  gross.  A 
great  many  of  these  patients  respond  favor- 
ably to  the  administration  of  anterior  lobe- 
like preparations.  It  is  not  equally  effectual 
in  all  instances,  for  many  are  relieved  by  one 
series  of  injections,  others  require  several 
series  of  injections,  and  a few  derive  no 
benefit.  The  dosage  is  still  problematical, 
but  five  daily  injections  of  one  hundred  rat 
units  of  antuitrin  s.*  given  a week  or  ten 
days  before  the  next  flow  is  expected  has 
served  well  in  most  instances. 

COMMENT 

The  subject  of  functional  disorders  of  the 
ovary  is  too  broad  to  cover  in  detail  in  such 
a limited  discussion.  Translation  of  experi- 
mental work  in  animals  to  man  is  often  dif- 
ficult, but  the  advances  made  in  laboratories 
suggest  many  possibilities  for  further  study 
of  similar  problems  in  man  by  clinicians. 
Since  human  experiments  can  not  be  planned 
on  a wholesale  scale,  but  information  col- 
lected piecemeal  as  cases  present  themselves, 
the  observation  and  cooperation  of  all  clin- 
icians is  needed. 

Experience  has  shown  that  most  of  the 
benefit  derived  from  dried  extracts  of  ovary 
has  been  psychic,  and  as  psychotherapeutic 
agents  they  are  valuable.  The  newer  prepa- 
rations shown  ff>  be  potent  in  lower  animals 
have  not  reacted  in  a similar  manner  in  the 
human  subject.  However,  some  definite  re- 
sults have  been  obtained  with  follicular  hor- 
mone although  not  to  the  extent  that  animal 
work  would  lead  us  to  expect. 

The  fact  that  ovarian  transplants  have 
satisfactorily  substituted  for  normal  ovaries, 
while  ovarian  preparations  have  not  proven 

^Material  for  this  study  was  furnished  by  Parke,  Davis  and 
Company. 
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so  effective,  would  seem  to  indicate  that  de- 
ficiency of  the  latter  may  be  either  qualita- 
tive or  quantitative.  While  normal  ovarian 
secretion  enters  the  blood  stream  almost  con- 
tinuously, artificial  preparations  have  not 
been  administered  in  a similar  manner.  Fur- 
thermore, an  accurate  measure  of  ovarian 
deficiency  has  not  been  found.  Therefore,  it 
is  not  possible  artificially  to  duplicate  ovarian 
function  of  internal  secretion. 

Brilliant  results  from  animal  experimen- 
tation have  aroused  considerable  hope  for 
similar  reaction  in  man,  but  the  dissimilarity 
of  physiological  functions  in  man  and  ani- 
mals must  not  he  overlooked.  There  is  great 
need  for  repeated  reviews  of  human  symp- 
toms as  related  to  animal  experiments  with 


the  hope  that  a satisfactory  correlation  will 
be  evolved. 

At  present  ovarian  therapy  is  in  a transi- 
tional stage.  Advances  in  psychiatry  have 
helped  to  explain  the  excellent  psychothera- 
peutic effects  of  non-potent  ovarian  prod- 
ucts. Potent  preparations  from  the  ovary 
and  the  anterior  lobe-like  substance  from 
urine  of  pregnant  women  have  given  enough 
satisfactory  results  to  justify  further  study. 
But,  their  manner  of  action  and  the  dosage 
is  by  no  means  well  established.  In  the 
meanwhile,  much  can  be  acomplished  to  cor- 
rect disturbances  of  ovarian  function  by  gen- 
eral measures  to  establish  normal  habits  of 
living. 


THE  OFFICE  TREATMENT  OF  PERNICIOUS  ANEMIA 
WITH  LIVER  EXTRACT  INTRAVENOUSLY  AND 
INTRAMUSCULARLY 


PAUL  W.  KNISKERN,  M.D.,  grand  rapids,  Michigan,  and 
L.  G.  CHRISTIAN,  M.D.,  lansing,  Michigan 

During  the  past  year  several  workers  have  shown  that  liver  extract  is  much  more 
potent,  gram  for  gram,  when  injected  intravenously  or  intramuscularly  than  when  given 
by  mouth,  in  pernicious  anemia.  Since  the  discovery  of  the  value  of  liver,  and  more 
recently  stomach  extract,  in  the  treatment  of  pernicious  anemia,  a large  number  of  papers 
have  been  published  describing  experiences  with  these  substances.  In  nearly  every  case 
the  author  has  attempted  to  arrive  at  a working  formula  of  dosage  and  especially  to 
establish  a maintenance  dose.  It  is  our  purpose  not  only  to  add  further  evidence  of  the 

potency  of  injected  liver  extract,  but  also  to  

attack  the  problem  of  dosage  from  a differ- 
ent angle. 


Castle  and  Taylor4  first  administered  liver 
extract  intravenously  as  a practicable  form 
of  therapy.  They  give  priority,  however,  to 
M.  Gansslen7  for  the  injection  of  liver  ex- 
tract. His  work  was  with  intramuscular  in- 
jections, both  in  pernicious  and  secondary 
anemias.  Castle  and  Taylor  brought  about 
maximal  reticulocyte  responses  and  satisfac- 
tory remissions  with  as  small  a dose  as  the 
extract  from  100  grams  of  liver  given  in- 
travenously. Poole  and  Foster9  produced  a 
complete  remission  with  intravenous  liver 
extract  in  a patient  who  had  had  a gastrec- 
tomy and  could  not  tolerate  oral  liver  ex- 
tract. William  P.  Murphy8  has  recently  re- 
ported a series  of  thirty  cases  of  pernicious 
anemia  treated  with  intravenous  and  intra- 
muscular liver  extract,  all  showing  good  re- 
sponse. He  suggests  a maintenance  dose  of 


extract  from  100  grams  of  liver  injected  at 

5 to  20  day  intervals,  stating,  however,  that 

each  patient  must  be  studied  as  an  individual 

problem.  He  also  shows  that  injections  of 

liver  extract  are  less  expensive  to  the  pa- 

tient than  oral  extract  or  liver.  He  favors 
intramuscular  injection,  as  it  causes  less  gen- 
eral reaction  than  the  intravenous  extracts 
that  he  used.  Connery  and  Goldwater5 
treated  14  cases  of  pernicious  anemia  with 
intramuscular  liver  extract,  obtaining  prompt 
improvement.  They  recommend  four  initial 
treatments  with  extract  from  100  grams, 
given  at  daily  intervals,  and  weekly  admini- 
stration of  the  same  dose  for  maintenance, 
stating,  however,  that  smaller  doses  may  be 
adequate.  Wilkinson6  reports  the  use  of  a 
highly  purified  liver  extract  for  intravenous 
use  which  does  not  cause  any  reaction,  such 
as  blood-pressure  lowering,  chills,  or  fever. 
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This  product  was  manufactured  in  England 
and  is  probably  identical  with  one  used  in 
some  of  our  cases. 

Numerous  other  observers  have  reported 
the  use  of  parenteral  liver  extract  here  and 
abroad,  all  showing  uniformly  good  results, 
bringing  about  and  early  and  complete  re- 
mission with  doses  that  amount  to  but  a 
fraction  of  those  necessary  by  mouth. 

Methods  and  Materials  Used. — The  pa- 
tients treated  were  all  classical  cases  of  per- 
nicious anemia,  all  but  one  had  some  degree 
of  postero-lateral  sclerosis,  and  cell  measure- 
ments showed  the  presence  of  macrocytes 
with  a diameter  of  11  microns  or  more. 
They  received  no  treatment  by  mouth  while 
receiving  injections,  except  in  one  case  which 
had  failed  to  respond  to  treatment  by  mouth 
alone  (Case  8).  Reticulocyte  counts  were 
done  in  some  cases,  using  brilliant  cresvl 
blue  on  blood  films,  but  daily  counts  were 
not  possible  as  a rule,  as  the  patients  were 
not  hospitalized.  The  chief  criterion  of  im- 
provement was  the  red  count,  usually  done 
with  two  pipettes  simultaneously  for  a check. 

At  first  we  prepared  a solution  of  Lilly’s 
343  Liver  Extract  in  water,  one  vial  in 
30  c.c.,  boiled  and  filtered.  Later,  material 
was  furnished  us  by  Armour  and  Company 
in  5 c.c.  ampoules  containing  extract  from 
20  grams  of  liver  and  1 c.c.  ampoules  of  ex- 
tract from  10  grams ; by  Evans  and  Com- 
pany, Runcorn,  England,  in  5 c.c.  ampoules 
of  extract  from  100  grams,  highly  purified, 
called  Hepatex  P.  A.  F. ; by  Lederle  Com- 
pany in  3 c.c.  ampoules  of  extract  from  100 
grams  of  liver  (for  intramuscular  use)  ; and 
by  Lilly  in  10  c.c.  bottles  equivalent  to  50 
grams  of  liver.  Treatments  are  recorded  in 
terms  of  grams  of  fresh  raw  liver  to  which 
the  injections  are  equivalent. 

Case  1 — C.  H.,  male,  aged  seventy-four,  was  first 
seen  April  26,  1931,  complaining  of  epileptiform  at- 
tacks with  diarrhea,  loss  of  memory,  unsteady  gait, 
two  to  three  years’  duration.  Family  and  past  his- 
tory were  unimportant.  Details  of  present  illness 
were  clouded  by  poor  memory.  Examination  showed 
moderate  pallor,  general  weakness  and  general 
arteriosclerosis,  with  no  important  objective  findings 
in  the  heart,  and  a normal  blood  pressure.  He  had 
a positive  Romberg  sign,  active  knee  reflexes,  some 
disturbances  of  sensation  in  the  legs  and  feet,  and 
an  ataxic  gait.  The  blood  count  showed  hemoglobin 
60  per  cent,  red  count  2.3  million,  white  count  6,000, 
marked  poikilocytosis  and  anisocytosis,  with  macro- 
cytes as  large  as  14  microns.  The  reticulocytes  were 
less  than  1 per  cent.  He  was  given  six  intravenous 
treatments  with  a solution  of  Lilly’s  liver  extract 
343  over  a period  of  53  days.  The  first  treatment, 
100  grams,  was  followed  six  days  later  by  a retic- 
ulocyte response  of  11.8  per  cent.  The  second  and 


third  treatments  were  with  50  grams,  the  last  three 
with  15  grams.  The  red  count  reached  5 million  in 
53  days. 

He  was  not  seen  for  three  months,  during  which 
time  his  count  fell  again  to  2.3  million.  He  was 
given  100  grams  (Hepatex  P.A.F.)  intravenously, 
and  his  red  count  rose  to  4 million  in  sixteen  days. 

This  patient  did  not  have  further  intravenous 
treatments  or  blood  counts  because  of  his  lack  of  co- 
operation. He  was  greatly  depressed  and  did  not 
want  to  live,  but  he  was  given  extract  of  100  grams 
of  liver  by  mouth  three  times  a week.  After  two 
months  he  had  a convulsion  and  died.  A blood 
count  shortly  before  death  was  2.4  million. 

The  first  three  injections  were  followed  by  chills, 
fever,  and  vomiting.  The  smaller  doses  caused  no 
reaction,  but  all  injections  of  solutions  of  343  liver 
extract  were  accompanied  by  flushing  and  a sensa- 
tion of  warmth.  The  Hepatex  caused  no  flushing 
or  chills. 

Case  2. — R.  L.,  female,  aged  sixty-nine,  was  first 
seen  October  12,  complaining  of  dizziness  and  poor 
memory.  Her  history  from  another  physician  was 
that  he  had  first  seen  her  three  years  before,  when 
she  had  the  same  complaints  and  evidence  of  a 
moderate  degree  of  postero-lateral  sclerosis.  He 
had  seen  her  at  irregular  intervals  for  three  years, 
during  which  time  her  neurological  disturbance  had 
remained  about  stationary  and  her  red  count  had 
been  in  the  2-  and  3-millions.  She  was  then  given 
five  intravenous  treatments  in  a six-month  period 
without  any  reactions  and  with  a red  count  consis- 
tently higher  than  in  the  period  of  oral  treatment. 
Her  case  is  tabulated  as  follows : 


Treatment 

Date 

RBC  Million 

Hemoglobin 

Oral 

11-19-28 

1.5 

150  gms.  daily,  in  liver 

1-26-29 

2.5 

extract.  Also  eating 

2-  9-29 

2.68 

small  amounts  liver. 

3-11-29 

3.7 

4-23-29 

3.0 

Uncertain — forgetful. 

11-19-30 

2.16 

8-28-31 

90  gms.  daily  1 1 days. 

10-12-31 

3.8 

Intravenous 

10-12-31 

3.8 

100  gms.  (Hepatex) 

10-24-31 

4.0 

Eating  small  amounts 

11-'  6-31 

4.9 

liver. 

1-20-32 

3.7 

13.  gm. 

20  gms.  (Armour) 

1-28-32 

3.8 

14. 

100  gms.  (Hepatex) 

2-10-32 

4.65 

18. 

(Stopped  eating  liver) 

2-25-32 

3.8 

14.5 

100  gms.  (Hepatex) 

4-  8-32 

3.76 

15. 

100  gms.  (Hepatex) 

Case 

3. — J.  M., 

male,  aged 

seventy,  was  first  seen 

Tune  6,  1931,  complaining  of  weakness.  The  past 
history  was  unimportant.  Present  illness  dated  back 
about  six  months ; he  had  had  attacks  of  diarrhea 
and  gradually  increasing  weakness  without  other 
symptoms  except  a slightly  unsteady  gait.  He  was 
a fairly  well  nourished  Hollander,  with  a pale  sub- 
icteric  complexion  and  moderate  arteriosclerosis. 
The  red  count  was  1.5  million,  although  he  was  able 
to  travel  some  distance  and  walk  into  the  office.  The 
smear  was  typical  of  pernicious  anemia.  There  were 
less  than  1 per  cent  reticulocytes. 

He  was  treated  with  small  doses  of  solution  of 
Lilly  343  liver  extract,  15  gram  injections  intrave- 
nously twice  a week  for  seven  doses,  then  once 
weekly  for  five  weeks.  Another  was  given  ten  days 
later,  and  the  last  a month  later.  On  the  fifth  day 
the  reticulocytes  rose  to  5 per  cent.  Sixty  days  after 
treatment  was  started  the  red  count  was  4 million, 
and  ten  days  later  4.9.  He  had  no  reactions. 

Case  4. — F.  H.,  male,  aged  sixty-eight,  was  first 
seen  January  15,  1932.  He  complained  of  symptoms 
too  numerous  to  record  affecting  all  parts  of  the 
body,  dizziness,  nervousness,  forgetfulness,  and  in- 
somnia being  the  outstanding  functional  complaints. 
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He  had  a diarrhea  and  considerable  loss  of  strength, 
and  numbness  and  tingling  of  hands  and  feet.  The 
past  history  and  duration  of  present  illness  were 
vague — he  said  he  had  never  been  well.  The  exam- 
ination showed  slight  pallor,  undernutrition  of  mod- 
erate degree,  numerous  extra  systoles,  a normal 
blood  pressure,  and  general  arteriosclerosis. 

His  red  count  was  1.76  million,  hemoglobin  9 
grams  per  100  c.c.  The  stained  film  showed  the  red 
cells  typical  of  pernicious  anemia.  He  was  given 
10  c.c.  of  Armour’s  liver  extract,  equivalent  to  40 
grams  of  liver,  intravenously  twice  a week  for  seven 
doses.  On  two  occasions  (the  third  and  fourth 
treatments)  only  20  grams  was  given,  but  a slight 
fall  in  red  count  followed,  so  the  dose  was  increased 
to  40  grams  again.  The  reticulocytes  rose  from  0.5 
to  2.9  per  cent  on  the  tenth  day,  but  the  peak  may 
have  been  missed.  Eighty-five  days  after  treatment 
was  started,  the  red  count  was  4.2  million,  hem- 
oglobin 14.5  grams.  He  had  no  reaction  following 
treatment.  The  diarrhea  promptly  stopped  and  his 
strength  improved,  but  the  functional  complaints 
continued. 


Case  5. — A.  J.  M.,  male,  aged  forty-one,  had  a his- 
tory of  pernicious  anemia  for  four  years,  with  three 
serious  relapses,  and  one  period  of  a year  in  good 
health  without  treatment  or  liver,  after  the  second 
relapse.  He  was  first  seen  in  April,  1931,  when  his 
red  count  was  over  4.5  million.  He  had  blood 
counts  once  or  twice  a month  for  five  months  with- 
out treatment  or  eating  liver,  during  which  time 
he  felt  well  and  had  a normal  count.  On  September 
10,  1931,  he  complained  of  loss  of  sex  power  during 
the  previous  week,  and  said  that  this  symptom  had 
preceded  other  relapses.  His  red  count  was  3.3 
million,  and  the  smear  showed  many  large  macro- 
cytes, poikilocytes,  and  microcytes.  He  was  given  5 
c.c.  of  Armour’s  extract,  equivalent  to  50  grams  of 
liver,  intravenously.  The  blood  pressure  just  before 
treatment  was  115/70,  and  immediately  afterward 
was  108/70.  His  face  was  flushed  during  the  injec- 
tion, but  he  had  no  later  reaction.  The  following 
day  he  was  given  a similar  treatment.  One  week 
later,  September  17,  the  red  count  was  4.4  million, 
and  he  felt  considerably  stronger,  with  a return  of 
sex  activity. 


Date 

RBC  Millions 

Treatment 

9-10-31 

3.3 

50  gms.  i.v.  (Armour) 

9-11-31 

50  gms. 

9-17-31 

4.4 

10-  6-31 

3.4 

50  gms. 

10-23-31 

3.92 

25  gms. 

11-  6-31 

4.3 

20  gms. 

12-  2-31 

4.2 

1-14-32 

4.3 

1-26-32 

3.1 

40  gms. 

2-17-32 

3.68 

100  gms.  i.v.  (Hepatex) 

3-  8-32 

3.7 

100  gms.  i.m.  (Lederle) 

3-29-32 

4.6 

This  patient  should  have  had  slightly  larger  or 
more  frequent  treatments  during  this  period,  in  view 
of  the  blood  counts.  He  felt  well,  however,  and  was 
quite  satisfied.  He  had  a slightly  ataxic  gait,  but 
was  never  handicapped  by  it  unless  he  was  quite 
anemic. 


Case  6. — G.  H.,  male,  aged  sixty,  had  been  treated 
for  four  weeks  with  a domestic  preparation  of  liver 
extract  (Castle3)  receiving  extract  from  one-half 
pound  of  liver  (240  gms.)  daily.  At  the  end  of  that 
time  his  blood  count  was : R.B.C.  2 million,  Hb.  55 
per  cent,  W.B.C.  3,500.  He  had  a history  of  a re- 
lapse a year  previously,  which  had  been  successfully 
treated  by  transfusion  and  liver  extract.  He  was 
incapacitated  by  paralysis  caused  by  postero-lateral 
sclerosis.  A week  after  the  above  blood  count,  in- 
tramuscular treatment  was  started : 


Date 

RBC 

Hb 

WBC 

1-20-32 

2.1 

41% 

1-30-32 

2.2 

55 

2-  6-32 

2.9 

65 

3,000 

2-12-32 

3.1 

75 

3,100 

2-18-32 

3.19 

82 

2-24-32 

4.1 

94 

9,600 

Treatment 

5 gms.  (1  c.c.  Lilly) 
intramuscularly 
daily  for  35  days. 


Case  7. — M.  K.,  female,  aged  sixty-six,  was  first 
seen  March  1,  1932,  with  a chief  complaint  of  weak- 
ness ; also  had  vertigo,  headache,  tinnitus  aurium, 
sleeplessness,  anorexia,  and  diarrhea.  She  was  well 
nourished,  with  the  usual  lemon-yellow  pallor.  There 
was  tingling  of  hands  and  feet,  with  normal  reflexes. 
Gastric  analysis  showed  achylia  gastrica.  She  was 


given 

intensive  treatment  as 

follows : 

Date 

RBC 

Hb 

WBC 

Treatment 

3-  1-32 

l.l 

32% 

3,800 

Transfusion  500  c.c. 

3-  6-32 

1.5 

32 

3,800 

Transfusion  500  c.c. 

3-  8-32 

100  gm. 

i.m.  (Lederle) 

3-14-32 

100  gm. 

i.m.  (Lederle) 

3-21-32 

3.1 

52 

100  gm. 

i.m.  (Lederle) 

3-26-32 

3.2 

59 

100  gm. 

i.m.  (Lederle) 

4-  2-32 

3.9 

64 

100  gm. 

i.m.  (Lederle) 

4-  8-32 

4.3 

70 

100  gm. 

i.m.  (Lederle) 

Case  8. — M.  B.,  male,  aged  sixty-four,  was  first 
seen  July  27,  1931,  complaining  of  weakness  and 
numbness.  Thirteen  years  before,  he  had  been  diag- 
nosed pernicious  anemia  during  a similar  attack,  but 
recovered  and  felt  well  until  four  years  before. 
Three  years  before,  he  had  a relapse,  from  which 
he  recovered  by  eating  a pound  of  liver  a day  for 
some  weeks.  Then  he  felt  well  until  nearly  a year 
before  his  first  visit.  Since  that  time  he  had  been 
up  and  down,  with  increasing  numbness  of  hands 
and  feet,  gradually  growing  weaker.  His  examina- 
tion showed  him  to  be  fairly  well  nourished,  pale, 
very  weak,  with  some  peripheral  arteriosclerosis.  Re- 
flexes were  intact,  the  Romberg  a doubtful  positive. 
The  blood  count  showed  Hb.  26  per  cent,  R.B.C.  2.0 
million,  W.B.C.  4,250,  with  normal  differential,  and 
red  cells  showing  marked  anisocytosis  and  poikilo- 
cytosis. 

He  was  given  extract  of  225  grams  of  liver  daily 
for  five  days  with  a very  slight  rise  in  reticulocytes, 
and  the  red  count  fell  below  1.5  million.  In  addi- 
tion to  oral  extract,  at  the  end  of  five  days  intra- 
muscular treatment  was  started,  giving  20  grams 
Armour  extract  daily,  2.5  c.c.  in  each  buttock.  The 
patient  experienced  practically  no  discomfort.  Five 
days  after  starting  the  injections,  the  reticulocytes 
rose  to  40  per  cent.  Treatments  were  given  daily 
for  ten  days,  then  on  alternate  days  for  twenty- 
eight  days,  and  the  red  count  rose  to  4 million 
thirty-four  days  after  treatment  was  begun.  The 
oral  extract  was  given  for  twelve  days.  His  count 
was  followed  for  a month  after  the  injections  were 
stopped,  and  remained  in  the  four  millions.  He  was 
seen  seven  months  later,  at  which  time  his  count  was 
4.9  million,  with  hemoglobin  78  per  cent.  He  stated 
that  he  had  eaten  liver  “about  once  a week.” 


Case  9. — S.  J.,  aged  sixty-two.  This  case  is  of 
especial  interest  because  we  have  the  details  of  the 
treatment  through  two  relapses,  first  with  oral  ex- 
tract and  second  with  intramuscular.  The  patient 
was  first  seen  in  September,  1929,  with  a history  of 
weakness  and  gastro-intestinal  upsets  for  the  past 
year.  He  was  a fairly  well  nourished  man,  acutely 
ill  with  marked  pallor  of  skin.  The  examination 
was  essentially  negative  excepting  for  pitting  edema 
of  the  ankles ; no  sensory  changes  were  found,  and 
the  reflexes  were  intact.  The  counts  were  as  fol- 
lows : 
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Reticulo- 

Date 

RBC 

cytes 

Hb 

WBC 

Treatment 

9-25-29 

0.9 

24% 

2500 

Transfusion  500  c.c. 

9-27-29 

1.1 

30 

240  gms.  domestic 

9-30-29 

1.1 

25% 

30 

5200 

extract  daily 

10-  1-29 

Transfusion  500  c.c. 

10-  5-29 

2.0 

40 

45 

10-  7-29 

2.0 

25 

52 

4000 

Continuing  extract 

11-15-29 

4.0 

61 

5300 

daily 

12-20-29 

4.3 

64 

3-26-30 

5.5 

90 

He  was  not 

seen  again 

until 

December  7,  1931 

when  it  was  found  that  he  had  not  been  taking  his 
liver  extract  regularly  for  a period  of  ten  months 
because  of  difficulty  in  preparing  it,  especially  during 
the  hot  summer  months,  and  the  taste  had  become 
noxious  to  him. 


Reticulo- 

Date 

RBC 

cytes 

Hb 

WBC 

Treatment 

12-  7-31 

1.5 

30% 

5300 

100  gm.  intramuscu- 

12-12-31 

1.6 

5% 

32 

larly  each  visit 

12-16-31 

1.6 

10 

36 

(5  c.c.) 

12-19-31 

2.0 

25 

39 

12-26-31 

2.4 

43 

1-  9-32 

2.8 

55 

1-15-32 

3.6 

60 

1-22-32 

3.7 

60 

1-29-32 

3.9 

66 

3-  4-32 

5.4 

80 

3-28-32 

5.7 

82 

COMMENT 

The  injection  of  liver  extract  is  a highly 
efficient  method  of  treatment  of  pernicious 
anemia.  It  should  replace  transfusions  un- 
less the  patient  is  in  extremis.  It  is  espe- 
cially valuable  in  cases  with  pathological  or 
functional  disorders  of  the  gastrointestinal 
tract  which  render  uncertain  the  absorption 
of  oral  substances.  It  is  useful  for  patients 
who  object  to-  oral  preparations,  and  it  can 
be  made  cheaper  to  the  patient  than  treat- 
ment by  mouth.  The  principal  argument  in 
favor  of  parenteral  administration  is  the  fact 
that  liver  extract  is  30  to  50  times  as  po- 
tent when  injected  as  when  given  by  mouth. 
If  the  doses  given  to  any  of  the  above  cited 
cases  be  added  up,  and  compared  to  the 
amount  of  liver  or  extract  given  orally  for 
a corresponding  length  of  time  in  the  aver- 
age case,  a very  striking  difference  will  be 
noted.  With  the  increasing  number  of  pa- 
tients with  primary  anemia  requiring  treat- 
ment, this  may  be  an  important  factor  in 
making  the  supply  of  liver  meet  the  demand. 

Whether  the  extract  is  given  intravenously 
or  intramuscularly  does  not  matter,  so  far 
as  effectiveness  is  concerned.  With  the  prod- 
ucts made  in  this  country  it  is  difficult  to 
give  enough  intravenously  without  causing 
reactions,  unless  frequent  small  injections 
are  used.  The  highly  purified  English  prod- 
uct overcomes  this  difficulty.  The  new  con- 
centrated extract  brought  out  recently  by 
Lederle  may  be  given  intramuscularly  with 
very  little  local  reaction. 


Dosage. — With  our  increasing  knowledge 
of  substances  effective  in  the  treatment  of 
primary  anemia  we  are  tending  more  and 
more  toward  a mathematical  attitude  in  our 
therapy.  Riddle10  has  an  arithmetical  for- 
mula for  predicting  the  reticulocyte  response 
to  treatment  at  any  red-cell  level,  and  it 
seems  probable  that  most  patients  will  re- 
spond to  uniform  doses  in  a uniform  fash- 
ion when  they  are  in  relapse.  Many  author- 
ities have  gone  farther  and  outlined  doses 
for  remission  as  well  as  relapse.  Wilkin- 
son12 recommends  1 to  1.5  ounces  of  desic- 
cated hog  stomach  for  relapse  and  44  ounce 
daily  for  maintenance.  Connor6  advises  120 
to  240  grams  of  stomach  mucosa  or  its  dried 
equivalent  daily.  Beebe  and  Lewis1  give 
more  leeway  by  dividing  all  patients  into 
four  groups  according  to  severity  and  com- 
plications, the  first  group  requiring  the 
equivalent  of  100  to  400  grams  of  liver 
daily,  the  other  groups  progressively  more. 
Sturgis11  recommends  5 to  6 vials  of  liver 
extract  daily,  or  10  grams  of  ventriculin 
daily  for  each  million  red  count  deficit  until 
the  count  is  normal,  and  for  maintenance 
one-fourth  pound  of  liver  or  1 vial  of  liver 
extract  three  or  four  times  weekly,  or  1 vial 
of  ventriculin  daily. 

These  dicta  do  not  take  into  account  the 
spontaneous  remissions  that  take  place  in 
pernicious  anemia.  Remissions  and  relapses 
were  more  apparent  before  liver  therapy  was 
discovered.  Cabot2  in  analyzing  524  cases 
found  that  296  had  one  complete  remission, 
118  had  two  remissions,  65  had  three,  21 
had  four,  24  had  five,  lasting  from  three 
months  to  four  years.  He  stated  that  six 
patients  recovered  completely.  It  seems 
doubtful  whether  we  should  treat  patients 
during  a remission  beyond  advising  them  to 
eat  liver  as  frequently  as  they  can  conven- 
iently, for  we  cannot  assure  them  that  they 
will  not  have  a relapse  unless  we  give  them 
frequent  injections  or  large  amounts  by 
mouth. 

We  have  attempted  to  arrive  at  adequate 
dosage  for  relapses  by  two  methods — min- 
imal and  maximal,  frequent  and  infrequent 
intervals.  In  one  case  (Case  7)  100  grams 
was  given  intramuscularly  at  seven-day  in- 
tervals for  six  doses,  the  count  rising  from 
1.1  to  4.3  million  in  thirty-nine  days.  In 
Case  1,  two  100-gram  doses  were  given  in- 
travenously at  thirty-day  intervals,  the  count 
rising  from  2.3  to  4.2  million  in  thirty-nine 
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days.  So  to  date  we  are  unable  to  draw  any 
definite  conclusions  as  to  the  minimal  dos- 
age required  to  bring  about  the  maximal  re- 
generation of  the  blood. 

The  answer  to  the  problem  of  dosage 
seems  to  us  to  be  found  in  making  every  pa- 
tient an  individual  case.  The  situation  is 
somewhat  analogous  to  that  found  in  dia- 
betics, except  that  in  pernicious  anemia  not 
only  is  every  patient’s  requirement  different 
from  that  of  every  other  patient,  but  his 
needs  for  treatment  fluctuate  very  markedly 
from  time  to  time.  Moreover,  besides  the 
rhythm  of  the  disease  we  must  consider  the 
age  of  the  patient,  other  conditions  present, 
and  even  his  social  and  mental  status.  There 
is  little  evidence  that  treatment  improves 
spinal  cord  changes,  but  where  symptoms 
are  present  we  should  be  especially  careful 
to  keep  the  blood  up  to  normal  in  an  attempt 
to  arrest  the  combined  sclerosis. 

It  is  impossible  to  treat  pernicious  anemia 
rationally  without  frequent  blood  counts. 
Patients  and  physicians  must  not  forget  that 
this  is  essentially  a malignant  disease,  that  it 
is  still  a frequent  cause  of  death,  and  every 
effort  must  be  made  to  keep  patients  under 
observation.  It  is  hoped  that  the  use  of 
parenteral  liver  extract  will  help  us  to  do  so. 

SUMMARY  AND  CONCLUSIONS 

1.  Nine  cases  of  pernicious  anemia  treat- 
ed with  parenteral  liver  extract  are  present- 
ed. 

2.  Five  were  treated  intravenously,  four 
intramuscularly.  All  showed  good  response 
in  blood  regeneration.  The  two  routes  were 
not  compared  by  giving  identical  doses,  but 


the  extract  seems  to  be  approximately  as  ac- 
tive when  given  either  way. 

3.  No  real  improvement  in  cord  symp- 
toms was  demonstrated.  Neither  was  there 
any  progression  while  under  treatment. 

4.  In  two  cases  (Cases  6 and  8)  there 
was  rapid  response  to  intramuscular  treat- 
ment after  moderate  oral  doses  of  extract 
had  failed. 

5.  Treatment  during  remissions  should 
be  an  individual  problem  in  each  case. 
Large  or  frequent  treatments  are  not  as  a 
rule  necessary,  but  every  patient  should  have 
frequent  blood  counts. 

6.  Injection  treatments  are  advocated 
because  the  active  principle  of  liver  extract 
is  much  more  potent  than  when  given  by 
mouth,  because  the  treatment  is  more  ac- 
curate than  oral  administration,  and  because 
it  tends  to  keep  the  patient  in  closer  touch 
with  the  physician. 

Experience  since  these  cases  were  treated  has 
led  us  to  concur  with  other  writers  in  feeling  that 
the  aim  of  treatment  should  be  to  maintain  a five- 
million  red  count,  and  that  this  can  usually  be  ac- 
complished with  injections  equivalent  to  100  grams 
every  three  to  four  weeks. 
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COLPECTOMY 

Harold  E.  Simon,  Birmingham,  Ala.,  gives  the 
following  indications  for  colpectomy:  1.  Prolapse  in 

the  aged  constitutes  the  most  frequent  indication  for 
colpectomy.  In  old  and  debilitated  women  in  whom 
a short  intervention  under  local  anesthesia  alone  is 
feasible,  this  operation  offers  a maximum  chance  for 
cure  with  little  or  no  risk.  2.  After  hysterectomy 
the  recurrence  of  prolapse  with  cystocele  or  recto- 
cele,  or  both,  is  tremendously  difficult  to  treat,  es- 
pecially in  older  patients,  or,  when  other  perineal 
operations  have  been  performed  unsuccessfully  pre- 
vious to  hysterectomy,  the  anatomic  structures  are  so 
distorted  and  inadequate  that  any  operation  less  cer- 
tain than  colpectomy  to  result  in  cure  would  be 
inadvisable. _ 3.  Recurrences  after  the  Watkins- 

Wertheim  interposition  operation  for  prolapse  and 
cystocele  may  sometimes  be  best  handled  by  hysterec- 
tomy and  colpectomy.  4.  When  vaginal  hernia  recurs 
after  hysterectomy,  when  intra-abdominal  operations 
are  contraindicated  owing  to  the  age  of  the  patient 


or  for  other  reasons  and  the  hernial  defect  is  too 
great  to  be  repaired  by  conservative  vaginal  proce- 
dures, or  when  the  hernia  is  large  and  is  a part  of 
an  extensive  prolapse,  total  or  partial  colpectomy 
after  ligation  of  the  sac  is  often  the  procedure  of 
choice  or  the  only  alternative  that  offers  a reasonable 
prospect  of  cure.  5.  When  vaginal  hysterectomy  is 
performed  for  prolapse  and  efficient  reconstruction 
of  the  perineum  is  impossible  and  if  there  is  in- 
sufficient contraindication  to  vaginal  obliteration,  col- 
pectomy as  an  adjunct  is  preferable  to  a perineal 
reconstruction  which  would  offer  little  prospect  of 
permanent  cure.  6.  When  effective  repair  cannot  be 
accomplished  in  prolapse  in  nulliparous  women  or 
after  the  failure  of  conservative  surgical  procedures, 
colpectomy  may  be  necessary.  7.  Modern  methods 
of  handling  intractable  vesicovaginal  fistulas  preclude 
the  necessity  for  colpectomy.  8.  In  vaginal  neoplasm 
when  its  surgical  treatment  involves  an  extensive 
denudation  of  the  vagina,  complete  or  partial  colpec- 
tomy may  be  useful. — Journal  A.  M.  A. 
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ELMER  L.  EGGLESTON,  M.D. 

The  Battle  Creek  Sanitarium 

BATTLE  CREEK,  MICHIGAN 

The  organic  disturbances  of  the  colon — new  growths,  different  types  of  ulcerative 
colitis,  catarrhal  or  infective  colitis,  appendicitis,  and  obstructive  lesions  other  than  those 
coming  under  the  head  of  new  growths — are  reasonably  sure  of  diagnosis  by  our  present 
day  methods  and  need  not  be  confused  with  those  functional  disorders  of  the  large 
bowel,  which  drive  those  so  afflicted  from  one  physician  to  another  and  all  too  frequently 
into  the  hands  of  the  irregular  practitioner  or  food  faddist. 

Aside  from  the  organic  causes  of  colon  disturbances  which  are  not  treated  in  this  paper, 


probably  the  most  common  cause  of  func- 
tional disorders  of  the  colon  is  the  spastic 
or  irritable  colon.  There  are  no  symptoms 
of  inflammation  of  the  mucosa  with  this  con- 
dition and  if  a pathological  examination 
were  made,  no  abnormality  or  pathological 
lesion  of  the  colon  could  be  discovered; 
nevertheless,  it  is  probably  the  most  trouble- 
some type  of  colon  trouble  to  relieve  that 
we  encounter,  as  the  causes  are  numerous 
and  usually  located  outside  the  colon  itself. 
I do  not  wish  to  treat  the  condition  as  a 
pathological  entity  but  rather  as  the  source 
of  abdominal  pain  which  is  frequently  so 
disturbing  to  the  patient. 

The  literature  on  the  subject  has  natural- 
ly been  on  the  increase  and  contains  discus- 
sions by  the  following  authors:  Hurst,4 
among  others,  calls  attention  to  the  fact  that 
a diagnosis  of  colitis  is  often  made  to  ex- 
plain functional  symptoms,  and  that  much 
time  and  money  are  spent  on  vaccines,  intes- 
tinal douches  and  visits  to  spas,  when  noth- 
ing more  than  “a  little  judicious  psychother- 
apy” is  needed.  He  further  states  that  the 
condition  badly  described  as  muco-mem- 
branous  colitis  is  analogous  with  asthma — 
just  as  over-activity  of  the  vagus  leads  to 
spasm  of  the  bronchial  muscles  and  exces- 
sive secretion  of  mucus  by  the  bronchial 
mucous  membrane,  so  “muco-membranous 
colitis,  as  it  should  be  called,  may  be  com- 
plicated by  a mild  form  of  true  colitis  as  a 
result  of  daily  irritation  by  injudicious  local 
treatment.” 

Ryle8  observes  that  the  variety  of  colonic 
pain  found  in  the  spastic  colon  is  a function 
of  the  musculature  of  the  visceral  wall,  and 
depends  in  part  upon  an  inherent  neuro- 
muscular irritability  associated  with  partic- 
ular constitutional  types;  that  aggravating 
factors  include  cold,  fatigue,  worry,  consti- 

*Read  before  the  section  on  Internal  Medicine,  Michigan 
State  Medical  Society,  Grand  Rapids,  September  13,  1933. 


pation,  purgatives,  exercise  and  tobacco.  He 
concludes  that  spastic  colon  must  be  included 
in  the  category  of  “visceral  neuroses,”  be- 
cause of  its  association  with  certain  physical 
and  psychological  types,  its  intermittent  be- 
havior, its  aggravation  by  circumstances 
which  depress  or  harass  the  higher  centers, 
and  the  absence  of  all  evidence  of  an  asso- 
ciated organic  lesion. 

Eve,2  under  the  analogy  of  traffic  regula- 
tion, attempts  to  simplify  and  give  a work- 
ing conception  of  the  protean  disorder  of 
chronic  abdominal  pain  occurring  intermit- 
tently. The  variety  of  the  pain  depends  upon 
the  sphincter  or  sphincters  in  fault  which  are 
compared  with  traffic  “robots”  that  get  stuck 
at  red,  so  that  the  traffic  is  obstructed  and 
pain  results. 

Kruse7  regards  the  psychological  or  nerv- 
ous factor,  and  physical  fatigue  as  the  “two 
great  essentials”  in  this  condition,  stating 
that  these  patients  must  be  taught  that  they 
can  obtain  relief  by  acquiring  the  proper 
mental  balance  and  right  psychological  atti- 
tude toward  their  problems.  Clark1  believes 
that  the  commonest  cause  of  the  irritable 
colon  is  worry,  and  its  prevalence  is  due  to 
the  fact  that  few  people  are  immune  from 
the  worry  habit.  He  says:  “It  is  our  custom 
to  head  every  record  of  advice  to  the  patient 
following  the  diagnosis  of  this  disease,  with 
the  words,  Avoid  worry;  break  hurry  hab- 
its.” 

Kantor6  introduces  the  term  “unstable 
colon”  in  preference  to  “irritable”  colon,  to 
emphasize  the  fact  that  the  same  colon  may 
show  at  various  times,  or  in  various  parts  at 
the  same  time,  delay  or  hyperrnotility,  atony 
or  spasm.  This  term  includes  both  the  irri- 
table and  sluggish  types,  as  well  as  the  syn- 
drome of  alternating  constipation  and  diar- 
rhea. He  concludes  that  the  nervous  causes 
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of  colonic  instability  probably  include  dis- 
turbances of  the  psychic  sphere  as  well  as 
imbalance  of  the  autonomic  system.  The 
diagnosis  of  colonic  instability  is  readily 
made  by  the  x-ray  nine-hour  observation. 

Jordan5  writes  on  the  relation  of  neurosis 
to  the  unstable  colon  and  states  that  the 
fundamental  factor  in  the  condition  is  “an 
imbalance  between  the  nervous  and  the 
muscular  apparatus  of  the  colon  which  re- 
sults in  a disturbance  in  its  mechanical,  and, 
to  a lesser  degree,  its  secretory  functions,  an 
imbalance  that  comes  to  the  consciousness  of 
the  individual  by  various  symptoms.”  Hun- 
ter3 considers  that  the  general  nervous  make- 
up of  the  patient  is  the  prominent  factor  in 
spastic  colitis,  the  colon  merely  bearing  the 
brunt  of  the  nervous  instability. 

There  are  numerous  factors  in  the  causa- 
tion of  the  condition  diagnosed  as  spastic 
colon.  Primarily  it  is  a symptom  of  an  un- 
stable nervous  condition,  an  imbalance  of 
the  parasympathetics  and  sympathetics  in 
the  innervation  of  the  colon.  With  an  over- 
stimulation  of  the  parasympathetics,  we  are 
apt  to  have  a rapid  emptying  of  the  stomach 
and  small  intestine,  and  also  of  the  colon. 
On  the  other  hand,  we  frequently  observe  a 
chronic  spasm  of  the  distal  colon  or  at  least 
of  the  pelvic  colon,  with  a resulting  con- 
stipation. With  an  over-stimulation  of  the 
sympathetics  we  may  have  just  the  opposite 
condition,  megacolon. 

In  the  greater  number  of  cases  the  patient 
is  ignorant  of  the  specific  cause  of  his  colon 
malfunction.  It  may  follow  some  infection 
that  leaves  him  in  a weakened  condition — 
many  date  their  chronic  illness  or  indisposi- 
tion to  an  attack  of  flu  or  some  similar  dis- 
order; or  it  may  be  the  sequela  of  mental 
shock — the  death  of  a member  of  the  family, 
or  some  domestic  or  financial  problem.  It 
may  be  a concomitant  of  a definite  organic 
disorder  of  some  other  part  of  the  gastro- 
intestinal tract,  or  some  more  distant  organ. 
It  is  practically  always  present  in  physical 
disorders  where  there  is  introspection  and 
anxiety  on  the  part  of  the  patient.  It  is  ques- 
tionable if  a toxemia  is  responsible  for  this 
type  of  colon  dysfunction. 

The  age  incidence  is  interesting.  The  very 
young  and  very  old  are  apparently  immune, 
while  the  third  and  fourth  decades  of  life 
are  more  definitely  afflicted,  the  average  age 
being  40  years.  There  is  a definite  familial 
tendency.  It  is  frequently  found  in  those  of 


higher  education  but  is  uncommon  among 
the  lower  social  classes,  or  the  negro.  It  is 
more  prevalent  among  women  than  men, 
probably  in  the  proportion  of  60  to  40. 
Women,  confined  to  their  homes  with  little 
diversion,  are  more  prone  to  introspection, 
and  a disturbed  bowel  function  frequently 
becomes  a phobia.  The  visceroptotic  or 
physically  unfit  individual  is  prone  to  de- 
velop this  condition.  Were  it  limited  to 
these  groups  only,  it  would  not  of  so  great 
importance,  but  since  it  seems  to  be  increas- 
ing in  frequency  and  is  often  a definite 
factor  in  causing  physical  incapacity,  it  de- 
mands more  attention  than  it  has  hitherto 
received. 

The  outstanding  symptom  of  a func- 
tionally disturbed  colon  is  abdominal  pain, 
often  associated  with  tenderness  along  some 
portion  of  the  colon,  usually  the  pelvic  colon. 
Because  of  pain  and  tenderness  in  the  right 
lower  quadrant,  the  appendix  is  too  fre- 
quently condemned,  although  at  operation  it 
is  found  free  from  pathology  and  the  symp- 
toms persist,  possibly  in  a more  acute  form, 
following  appendectomy.  The  patient  may 
be  unable  to  definitely  locate  the  pain,  refer- 
ring it  at  times  to  the  lower  abdomen  and 
at  other  times  to  the  epigastrium.  In  some 
cases  the  pain  is  complained  of  only  early  in 
the  morning  and  may  be  relieved  when  the 
bowels  are  evacuated ; in  other  cases  it  sim- 
ulates the  pain  of  peptic  ulcer  and  biliary 
tract  disorders. 

Constipation  is  the  next  symptom  in  order 
of  frequency  and  may  be  so  severe  at  times 
as  to  amount  to  obstipation.  The  caliber  of 
the  stool  is  practically  always  abnormal — 
lead-pencil  or  ribbon-like  stools,  scybala,  or 
entirely  unformed.  The  abdominal  pain  and 
discomfort  are  always  aggravated  by  the 
use  of  cathartics.  An  excess  of  intestinal 
gas  is  practically  always  complained  of  and 
when  the  fecal  mass  is  held  in  the  distal 
colon,  the  absorption  of  gas  seems  to  be 
lessened ; hence,  with  an  increased  amount 
of  gas  in  the  lower  bowel  there  is  much 
greater  discomfort.  This  can  be  definitely 
demonstrated  by  the  use  of  a small  enema 
which  relieves  an  accumulation  of  feces  in 
the  rectum  with  complete  relief  of  the  gas 
for  a time.  Accompanying  these  abdominal 
symptoms  there  are  numerous  general  symp- 
toms such  as  nausea,  asthenia,  headache, 
lack  of  appetite,  insomnia,  etc.  There  are 
few  conditions  with  so  profuse  symptoms  as 
the  spastic  colon. 
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On  physical  examination  the  patient  may 
exhibit  a perfectly  normal  nutrition  but  in 
many  cases  the  nutrition  is  below  par  inas- 
much as  the  patient  fears  an  aggravation  of 
his  symptoms  if  he  takes  sufficient  food  to 
maintain  nutritive  equilibrium.  Examination 
of  the  abdomen  reveals  a palpable,  sensitive 
pelvic  colon — at  times  so  sensitive  that  even 
light  clothing  causes  marked  discomfort — - 
and  frequently  the  cecum  and  ascending 
colon  are  involved,  the  whole  colon  being 
exquisitely  tender.  The  sensitiveness  may 
exist  for  a few  days  or  it  may  persist  for 
months.  The  cecum  and  ascending  colon 
may  also  be  contracted,  but  in  my  experience 
at  least  in  all  the  chronic  cases,  it  is  dilated, 
probably  the  result  of  the  chronic  stasis  due 
to  the  contracted  pelvic  colon.  Practically 
all  of  these  patients  complain  of  a sense  of 
abdominal  distention  even  when  it  is  impos- 
sible to  determine  an  excess  of  gas,  and 
whether  this  is  due  to  definite  distension  or 
to  a tense  gut  distended  by  feces,  or  to  an 
abnormal  sensitiveness,  is  a question.  The 
passing  of  gas  practically  always  gives  tem- 
porary relief  of  the  acute  pain  and  disten- 
sion. Constipation  is  the  rule  but  there  may 
be  alternating  constipation  and  diarrhea.  In 
the  majority  of  cases,  no  excess  of  mucus  is 
noted  but  that  the  so-called  mucous  colitis 
is  only  a more  aggravated  form  of  the  spas- 
tic colon  is  held  by  many  authorities  today. 

There  may  be  difficulty  in  arriving  at  a 
specific  diagnosis.  Keeping  in  mind  the 
above  mentioned  symptoms,  many  of  them 
so  frequently  associated  with  definite  organic 
disease,  it  is  often  a question  whether  a spe- 
cific diagnosis  is  permissible.  A diagnosis 
of  an  intestinal  neurosis  would  probably  be 
more  plausible.  A functional  colon  trouble 
should  not  be  diagnosed  until  the  patient  has 
been  subjected  to  a thorough  study,  as  there 
is  danger  of  overlooking  a diverticulosis  or 
diverticulitis  of  the  pelvic  colon,  or  a malig- 
nancy at  some  other  location,  or  some  rare 
pathology  of  the  omentum. 

There  has  been  a great  advance  in  our 
knowledge  of  abdominal  pathology  requir- 
ing surgical  intervention,  but  even  yet  the 
number  of  patients  observed  in  large  clinics, 
exhibiting  a right  lower  quadrant  scar  with- 
out relief  of  symptoms,  would  indicate  that 
we  have  not  yet  found  it  possible  to  differ- 
entiate between  the  spastic  colon  and  the  so- 
called  chronic  appendix,  diseased  gall  blad- 
der. or  diseased  pelvic  organs.  Less  haste  in 
exploring  the  abdomen  might  frequently  re- 


lieve both  the  surgeon  and  internist  of  em- 
barrassment although  I do  not  wish  to  con- 
demn legitimate  abdominal  surgery.  There 
is  just  as  great  danger  in  overlooking  an 
organic  lesion  and  making  a diagnosis  of  a 
functional  trouble,  as  is  illustrated  by  the 
following  cases  which  I have  recently  ob- 
served : 

Case  1. — This  patient,  a man  aged  fifty-six,  had 
complained  of  rather  severe  abdominal  symptoms 
for  three  months.  The  pain  was  not  unduly  severe; 
at  times  it  was  cramping  in  character  and  at  times 
there  was  a tendency  to  nausea.  He  was  not  ob- 
stinately constipated  and  stool  was  negative  for 
blood  and  mucus.  His  appetite  was  very  poor  and 
he  had  lost  twenty-five  pounds  in  weight  over  a 
period  of  three  months.  He  had  been  carefully 
studied  and  observed.  The  results  of  an  x-ray  series 
were  not  conclusive  of  an  organic  lesion  and  in  the 
absence  of  definite  organic  findings  a diagnosis  of  a 
functional  disturbance  or  spastic  colon  was  indicated. 
He  did  not  respond  to  treatment  and  was  later  re- 
ferred to  the  surgeon.  At  operation  it  was  found 
that  he  was  afflicted  with  a primary  endothelioma 
of  the  omentum.  It  is  very  doubtful  if  a correct 
diagnosis  was  possible  in  this  case  without  surgical 
exploration,  and  we  should  recognize  that  at  times 
we  may  be  unable  to  arrive  at  a positive  and  accurate 
diagnosis  without  the  aid  of  the  surgeon. 

Case  2. — The  diagnosis  in  this  case  was  not  so 
obscure.  A man  of  about  45  years  of  age  gave  a 
history  of  a severe  attack  of  diarrhea  about  a year 
previously,  which  came  on  suddenly  and  confined 
him  to  his  bed  for  four  or  five  days.  Following 
the  diarrhea  he  exhibited  constipation  with  a great 
deal  of  intestinal  gas.  His  physician  made  a diag- 
nosis of  colitis  and  treated  him  accordingly  for  a 
number  of  months.  At  the  time  he  came  under  our 
observation,  he  was  having  several  small  loose  stools 
daily ; was  very  weak  and  had  lost  some  thirty-five 
pounds  in  weight.  Two  x-ray  series  of  the  gastro- 
intestinal tract  had  been  made  with  a resulting  diag- 
nosis of  spastic  colon.  The  patient  had  supposedly 
had  the  best  possible  medical  care,  but  apparently  a 
very  simple  procedure  had  been  overlooked.  Our 
routine  proctoscopic  examination  revealed  a ring  ob- 
struction at  the  recto-sigmoid  junction.  Our  x-ray 
series,  made  a few  wfeeks  after  the  preceding  one, 
showed  a lower  sigmoid  lesion  with  marked  stasis. 
The  diarrhea  was  apparently  an  effort  on  the  part 
of  the  body  to  relieve  the  colon  of  excessive  reten- 
tion incident  to  the  obstruction.  In  this  case  a diag- 
nosis of  a functional  trouble  very  greatly  lessened 
the  patient’s  chance  of  complete  recovery  following 
surgical  intervention.  A patient  exhibiting  symp- 
toms of  colon  dysfunction  has  not  been  properly 
studied  without  a proctoscopic  examination.  In- 
flamed hemorrhoids,  cryptitis,  and  chronic  rectal 
ulcers  may  reflexly  cause  a spasm  of  the  sigmoid 
and  are  very  disturbing  to  intestinal  function.  A 
malignancy  in  the  lower  sigmoid  or  lower  rectum 
can  often  be  promptly  diagnosed  by  digital  examina- 
tion. 

The  prevalence  of  amebiasis  due  to  infestation 
of  the  endameba  histolytica  further  complicates  our 
ability  to  make  a correct  diagnosis.  A few  weeks 
ago  a man  about  forty  years  of  age  came  to  us  stat- 
ing that  he  had  been  experiencing  a gastro-intestinal 
disturbance  for  some  months.  He  had  lost  some 
fifteen  pounds  in  weight;  at  times  would  have  three 
or  four  loose  stools  during  the  day  and  had  noticed 
a little  blood  in  some  of  the  stools.  He  had  gone 
through  the  hands  of  several  physicians  who  had 
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made  a diagnosis  of  a functional  intestinal  disturb- 
ance. Our  examination  of  the  warm  stool  specimen 
revealed  the  presence  of  many  endameba  histolytica, 
which  definitely  classified  this  as  an  organic  colitis, 
ulcerative  in  character,  secondary  to  the  ameba  infes- 
tation. Recent  observations  would  indicate  that 
amebic  infection  is  much  more  general  than  we  had 
previously  supposed  and  it  behooves  us  to  be  ex- 
tremely careful  in  all  examinations  of  patients  with 
apparent  functional  colon  disturbances  lest  we  over- 
look this  important  finding. 

It  is  essential  that  we  recognize  the  role 
of  the  spastic  colon  as  a cause  of  certain  ab- 
dominal symptoms  but  we  must  not  forget 
that  it  is  in  itself  a functional  disturbance 
secondary  to  a vagotonia  and  may  be  asso- 
ciated with  definite  organic  trouble.  Before 
making  a diagnosis  of  a functional  intestinal 
disturbance  or  a spastic  colon,  we  should 
keep  in  mind  that  a very  careful  history  is 
of  the  greatest  importance,  following  which 
an  orderly  examination  is  imperative.  A 
complete  x-ray  series  of  the  gastro-intestinal 
tract,  or  at  least  a barium  enema,  is  neces- 
sary to  distinguish  between  functional  and 
organic  trouble.  Furthermore,  a careful  ex- 
amination of  the  feces  is  indicated;  not  a 
simple  routine  examination  but  a thorough 
study  of  the  warm  stool.  Where  the  symp- 
toms have  persisted  for  a long  time,  months 
or  years,  and  where  careful  and  complete 
examinations  do  not  warrant  a diagnosis  of 
organic  trouble,  we  may  be  correct  in  mak- 
ing a diagnosis  of  an  intestinal  neurosis,  or, 
in  more  specific  terms,  a spastic  or  irritable 
colon. 

The  therapy  for  a functional  colon  dis- 
turbance must  of  necessity  vary  more  or  less 
with  each  individual  case  and  probably 
should  be  classed  as  symptomatic  treatment. 
The  first  decision  to  be  made  is  whether  the 
patient  should  be  treated  in  the  home  or  in 
an  institution.  It  is  much  more  difficult  to 
accomplish  a cure  in  the  home  as  the  sur- 
roundings are  apt  to  be  unfavorable — im- 
proper food,  no  opportunity  for  relaxation, 
lack  of  sympathy,  and  criticism  from  mem- 
bers of  the  family,  or  an  excess  of  sym- 
pathy, either  condition  tending  to  encourage 
the  introspection  and  anxiety  on  the  part  of 
the  patient.  There  are  many  advantages  in 
institutional  treatment:  The  daily  program 
can  be  so  arranged  that  the  patient  can  be 
reasonably  active  without  danger  of  over- 
fatigue ; the  diet  can  be  prescribed  and  super- 
vised ; certain  physical  measures — hydro- 
therapy, massage — and  pleasant  diversions 
in  the  form  of  light  games  which  enlist  the 
patient’s  interest  are  invaluable.  We  must 


keep  in  mind  that  the  principal  cause  of  the 
disturbance  is  no  doubt  an  unstable  nervous 
condition  and  if  we  treat  the  colon  rather 
than  the  patient,  we  will  probably  fail  in  our 
efforts.  He  must  be  relieved  of  his  fears, 
anxiety  and  introspection.  Re-education 
along  many  lines  is  necessary  in  some,  while 
others  have  only  to  be  reassured  relative  to 
a feared  organic  condition;  still  others  need 
domestic  adjustments,  and  a great  many, 
financial  assistance. 

The  relief  of  the  constipation  attending 
these  cases  calls  for  real  skill  and  patience. 
The  use  of  cathartics  has  been  found  to  be 
of  little  real  value  and  may  result  in  definite 
injury  with  an  aggravation  of  the  pain  and 
tenderness  which  is  so  distressing  in  these 
cases.  Bulky  lubricants  are  usually  well 
borne  and  are  of  definite  value;  agar  emulsi- 
fied with  mineral  oil,  psyllium  seed  or  the 
psyllium  jelly  have  been  of  value  in  my 
hands.  There  are  many  preparations  of  this 
character  on  the  market  and  there  should  be 
little  difficulty  in  making  a choice,  though  I 
would  call  attention  to  the  fact  that  oil  and 
agar  preparations  containing  laxatives  such 
as  phenolphthalein  are  to  be  definitely  con- 
demned. The  oil  enema  is  of  great  value  in 
encouraging  a morning  movement  and 
should  be  tried  in  all  severe  cases.  The  colon 
irrigation  has  its  advocates  but  in  the  spas- 
tic type  I have  found  it  to  be  of  little  value 
as  a curative  factor.  Enemas  at  a tempera- 
ture of  108-110°  may  tend  to  relax  the  en- 
terospasm  and  may  be  used  for  temporary 
relief.  Massage  of  the  pelvic  colon  has  not 
been  found  particularly  valuable. 

Diet  is  of  great  importance  as  the  major- 
ity of  these  cases  tend  to  develop  malnutri- 
tion and  secondary  anemia  of  a mild  type ; 
therefore,  a liberal  bland  diet  of  a high  vita- 
min content  is  desirable.  I emphasize  a 
bland  diet  as  many  cases  will  not  tolerate  a 
diet  of  too  much  roughage.  A normal  indi- 
vidual may  be  helped  by  roughage  but  this 
is  not  the  case  with  the  patient  suffering 
from  a spastic  colon  or  the  so-called  mucous 
colitis.  I appreciate  that  this  is  a contro- 
versial point,  but  my  experience  is  that  a 
bland  diet  is  imperative.  The  milk  diet  is 
very  beneficial  in  cases  where  the  weight  is 
subnormal — beginning  with  three  quarts  of 
milk  daily  and  gradually  increasing  up  to 
six  quarts,  adding  one  or  two  drachms  of 
milk  sugar  to  each  glass  of  milk.  This  is  a 
convenient  way  to  force-feed  the  patient, 
and  when  he  is  taking  six  quarts  of  milk, 
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with  the  added  content  of  lactose,  a gain  in 
weight  of  from  two  to  four  pounds  per 
week  is  noted.  This  regime  practically  al- 
ways relieves  the  constipation  and  the  lac- 
tose tends  to  change  the  intestinal  flora, 
which  may  he  advantageous.  Should  the 
bowels  become  too  loose,  the  lactose  may  be 
reduced  or  dispensed  with  entirely.  Hydro- 
therapy is  of  great  value  both  as  a tonic 
measure  and  as  a means  of  relieving  the  ab- 
dominal pain.  Diathermy  applied  to  the  pel- 
vic colon  may  also  be  used  advantageously. 

Permit  me  to  call  your  attention  to  the 
danger  of  over-emphasizing  any  particular 
form  of  treatment,  lest  the  patient  develop 
a neurosis  along  this  line.  These  patients 
are  inclined  to  “live  for  their  bowels”  and 
every  effort  must  be  made  to  interest  them 
in  other  matters. 

CONCLUSIONS 

In  considering  functional  disturbances  of 
the  colon,  let  us  keep  in  mind  that  they  may 
be  the  result  of  a variety  of  causes.  They 
are  more  frequently  found  when  no  pathol- 
ogy of  the  gastro-intestinal  tract  can  be  dis- 
covered, but  on  the  contrary  they  may  be  a 
concomitant  of  some  definite  pathology 
either  in  the  digestive  tract  or  some  neigh- 
boring organ. 

It  is  unwise  to  make  a diagnosis  of  a 
functional  intestinal  disturbance  or  a spastic 
colon  without  such  information  as  can  be 
ascertained  by  a careful  history,  x-ray  series 
of  the  gastro-intestinal  tract  or  at  least  a 
barium  enema,  proctoscopic  examination, 
and  careful  study  of  the  warm  stools. 


The  patient  may  develop  a neurosis  on 
the  basis  of  a colon  dysfunction  which  is  apt 
to  be  an  insurmountable  barrier  in  providing 
permanent  relief  of  his  symptoms.  While 
proper  measures  must  be  used  for  temporary 
relief  of  the  distressing  symptoms,  we  must 
recognize  the  necessity  for  relieving  the 
anxiety  and  colon-consciousness  of  the  pa- 
tient; otherwise,  he  will  promptly  relapse 
into  his  former  condition  when  he  attempts 
to  assume  his  normal  life  and  plan  his  own 
program. 

The  great  majority  of  these  cases  can  be 
relieved,  and  the  profession  has  a responsi- 
bility in  this  matter  which  they  cannot  dis- 
regard. It  is  not  enough  to  classify  the  in- 
dividual as  a neurotic  and  lose  interest  in 
his  welfare.  He  may  find  an  irregular  prac- 
titioner who  is  not  too  busy  to  listen  to  him 
and,  by  re-educating  him  along  rational  lines 
of  living,  may  relieve  his  symptoms  and  re- 
store him  to  a useful  life. 
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THE  IMPORTANCE  OF  INTRODUCING  PSY- 
CHIATRY INTO  THE  GENERAL 
INTERNSHIP 

Franklin  G.  Ebaugh,  Denver,  believes'  that  psy- 
chiatry should  be  represented  in  the  general  intern- 
ship as  part  of  the  basic  preparation  for  the  practice 
of  medicine.  Such  participation  of  psychiatry  in 
straight,  rotating  and  mixed  internships  is  now  pos- 
sible in  most  hospitals  through:  (1)  combined  clerk- 
ships and  internships  and  service  in  state  hospitals 
during  the  summer  months,  (2)  active  psychiatric 
consultation  service  in  both  ward  and  outpatient  de- 
partments, (3)  liaison  work  between  the  various  de- 
partments, especially  with  medicine  and  pediatrics 
and  (4)  the  allotment  of  definite  time  for  psychiatry, 
preferably  from  two  to  four  months  in  rotating 
schedules.  There  should  be  greater  utilization  of  the 
well  equipped  psychopathic  and  state  hospitals,  where- 
by affiliated  schedules  can  be  developed  for  intern 


training.  At  the  present  time  less  than  one  fourth 
of  the  7,357  interns  now  in  training  have  the  benefit 
of  psychiatric  training.  In  general,  these  psychiatric 
services  are  well  appreciated  by  the  intern  and  ac- 
cepted by  the  staff  and  administrators  of  these  hos- 
pitals as  an  essential  part  of  the  basic  training.  Psy- 
chiatric training  in  the  future  should  be  considered 
as  a requirement  for  licensure.  This  will  be  a great 
educational  step  forward  in  protecting  the  public 
from  the  quack  and  further  emphasizing  the  impor- 
tance of  the  psychologic  aspect  of  all  medicine  as 
well  as  furthering  greater  cohesion  and  correlation 
between  the  various  fields  of  medicine.  Introduc- 
ing psychiatry  through  the  general  internship  will  be 
a great  impetus  to  the  changes  now  taking  place  in 
undergraduate  and  graduate  psychiatric  _ teaching 
schedules.  It  should  play  a role  in  breaking  down 
the  tendency  for  immature  specialization  in  various 
fields  and  in  the  acceptance  of  psychiatry  as  a fun- 
damental phase  of  all  medicine. — Journal  A.  M.  A. 
(March  31,  1934). 
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OPERATIONS  ON  THE  ORBIT* 

WILLIAM  L.  BENEDICT,  M.D.f 
Section  on  Ophthalmology,  The  Mayo  Clinic 
ROCHESTER,  MINNESOTA 


For  the  satisfactory  performance  of  surgical  operation  about  the  orbit,  attention  must 
be  directed  to  preservation  of  structures  that  do  not  need  to  be  disturbed.  The  eyelids, 
together  with  the  contents  of  the  orbit,  frequently  are  involved  in  pathologic  changes  that 
require  surgical  correction.  Whereas  the  primary  object  of  the  operation  may  be  removal 
of  pathologic  material,  the  avoidance  of  postoperative  disfigurement  and  protection  of 
adjacent  organs  may  be  very  important.  Eyelids  that  will  open  and  close  at  will  are  nec- 
essary for  the  protection  of  a seeing  eye,  and  every  precaution  should  be  observed  against 
injury  to  the  muscles  of  the  lid  and  the  liga- 
ments in  performing  external  operations  on 
the  sinuses  or  the  deep  orbital  structures. 

Severe  contractions  often  follow  deep  lacera- 
tion or  incisions  producing  disfigurement  of 
the  upper  part  of  the  face  and  annoying  in- 
terference with  seeing.  These  may  be  un- 
avoidable if  accidental  mutilation  has  oc- 
curred, but  should  be  avoided  in  surgical  op- 
eration if  careful  planning  of  the  procedure 
makes  it  possible. 

The  human  orbit  is  remarkably  uniform 
in  size  and  shape  after  the  age  of  fifteen 
years.  The  rim  of  the  orbit  is  well  formed 
at  birth  and  provides  protection  to  the  eyes 
from  pressure  normal  to  delivery.  During 
the  first  twelve  years  of  life,  the  orbital  out- 
let increases  somewhat  in  size,  and  the  rim 
assumes  more  solidity  while  the  bones  of 
the  face  are  growing  and  the  nasal  accessory 
sinuses  are  developing. 

The  direction  of  the  axes  of  the  orbit 
changes  during  the  entire  growth  period, 
and  the  orbits  become  further  separated 
from  each  other  by  development  of  the  eth- 
moid bones.  In  infancy  the  axes  lie  at  an 
angle  of  about  115  degrees,  the  orbits  look- 
ing laterally,  although  the  eyes  are  situated 
close  together  due  to  the  proximity  of  the 
medial  orbital  walls.  The  angle  of  the  axes 
in  the  adult  approaches  45  degrees,  and  the 
orbits  look  more  nearly  forward,  tbe  inter- 
pupillary  distance  having  increased  in  pro- 
portion to  the  separation  of  the  medial  walls 
by  growth  of  the  ethmoid  bones  and  the 
width  of  general  facial  development.  The 
bony  walls  of  the  orbit  are  well  formed  in 
early  youth.  The  paper  plate  of  the  medial 
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wall  is  only  semirigid  and  yields  to  pressure, 
whereas  the  other  walls  soon  become  com- 
pletely rigid  and  fixed  in  relation  to  one  an- 
other. Frequently  in  aged  patients,  dehis- 
cences from  absorption  occur  in  the  roof  of 
the  orbit,  leaving  the  periorbita  in  contact 
with  the  dura.  This  relation  is  of  signif- 
icance in  exenteration  of  the  orbit  for  any 
cause,  and  may  explain  the  occurrence  of 
meningitis  or  abscess  of  the  brain  in  some 
suppurative  diseases  of  the  sinus  accom- 
panied by  orbital  periostitis  or  cellulitis. 

Ethmoidal  dehiscences  are  common,  but 
the  periorbita  provides  a barrier  to  the 
spread  of  infection  and  the  lack  of  a com- 
plete bony  wall  is  not  of  serious  significance. 
Operations  on  the  orbit  by  approach  through 
the  superior,  nasal  and  inferior  walls  are 
rarely  done,  so  the  surgical  significance  of 
contour  and  consistence  is  negligible  from 
that  standpoint.  Certain  landmarks,  how- 
ever, are  useful  in  orientation  when  gross 
pathologic  changes  produce  marked  distor- 
tion of  the  soft  parts  of  the  upper  portion 
of  the  face. 

The  surgical  anatomy  of  the  orbit  deter- 
mines methods  of  operating  for  abscess,  tu- 
mor or  cyst;  for  repair  of  fractures,  lacera- 
tions, or  deformities,  and  for  placement  of 
prosthesis  for  cosmetic  effect.  The  rim  of 
the  orbit  is  the  outstanding  landmark,  and 
to  it  is  attached  the  periorbita  and  the  an- 
terior extension  of  the  fascial  sheaths  of 
connective  tissue,  and  of  Tenon’s  capsule. 
Posterior  to  the  rim  the  orbit  has  a non- 
yielding  wall  of  bone  lined  with  periosteum, 
perforated  by  nerves  and  blood  vessels  that 
are  somewhat  protected  from  pressure  by 
being  situated  in  fissures  or  sinuses  covered 
by  semi-elastic  membranes.  Anterior  to  the 
rim,  the  fascial  ligament,  the  globe  and  lid 
form  an  elastic  and  distensible  wall,  capable 
of  considerable  resistance,  even  in  case  of 


384 


OPERATIONS  ON  THE  ORBIT— BENEDICT 


Jour.  M.S.M.S. 


paralysis  of  the  orbicularis  muscle,  to  pres- 
sure from  behind  such  as  occurs  in  cellulitis, 
abscess  and  tumor.  The  periorbita  is,  for  the 
most  part,  easily  detachable  so  that  there  is 
a potential  space  between  it  and  the  bone. 
It  is  firmly  attached  at  the  rim  of  the  orbit, 
where  it  becomes  continuous  with  the  peri- 
osteum covering  the  bones  of  the  face.  At 
the  apex  it  is  closely  adherent  to  the  sheaths 
and  upper  part  of  the  optic  nerves.  It  is 
firmly  fixed  at  the  lacrimal  fossa,  the  sutures 
and  various  fissures  and  foramina. 

Subperiosteal  abscess  may  occur  at  any 
place  along  the  orbital  wall,  but  the  situation 
of  the  abscess  may  not  be  identical  with 
that  of  the  initial  lesion.  The  most  common 
cause  of  subperiosteal  abscess  is  periostitis 
about  the  margin  of  the  orbit,  and  disease 
of  the  paranasal  sinuses.  Abscesses  situated 
anteriorly  cause  swelling  near  the  morbid 
process  and  are  easily  drained  by  incision 
through  the  lids  at  the  most  dependent  por- 
tion. Posterior  abscesses,  however,  are  more 
likely  to  be  formed  where  there  is  the  great- 
est distensible  subperiosteal  space ; that  is, 
along  the  superior  and  nasal  walls.  The 
globe  is  protruded  forward  and  usually  is 
immobile;  the  lids  are  swollen  and  cannot 
be  opened;  the  conjunctiva  is  chemotic  and 
protrudes  between  the  lids.  The  pus  spreads 
diffusely  behind  the  rim,  producing  marked 
bulging  of  all  the  soft  tissues  and  the  globe. 
In  cases  of  frank  sinus  disease,  an  intranasal 
operation  may  evacuate  the  pus,  but  this  is 
not  always  possible.  It  then  becomes  neces- 
sary to  drain  the  pus  through  an  incision 
into  the  orbit.  The  point  to  make  the  in- 
cision is  just  beneath  the  brow,  through  the 
lid,  to  the  rim  of  the  orbit,  lateral  to  the 
supra-orbital  notch.  The  incision  should  be 
parallel  with  the  orbital  margin  and  large 
enough  to  permit  instrumental  exploration 
of  the  cavity  of  the  abscess.  Tbe  advantages 
of  making  the  incision  at  this  point  are: 
(1)  The  wall  of  the  abscess  cavity  lies  near- 
est the  surface  at  the  upper  rim,  and  maxi- 
mal facilities  for  drainage  are  present;  (2) 
there  are  no  important  nerves,  vessels,  or 
ligaments  to  be  cut;  (3)  after  healing  there 
will  be  a minimal  amount  of  deformity  from 
contraction  of  the  scar,  and  (4)  the  globe 
and  soft  tissues  of  tbe  orbit  are  least  ex- 
posed to  infection  through  contamination. 

Inside  the  periorbita  is  the  space  bounded 
bv  the  cone  of  muscles,  the  intermuscular 
membrane  and  the  capsule  of  Tenon.  Ab- 
scesses within  the  cone  or  between  the  cone 


and  the  periorbita  are  more  easily  evacuated 
by  incisions  through  the  conjunctiva,  and 
may  be  missed  by  exploration  through  an 
incision  as  described  for  extraperiorbital  ab- 
scess. Exploration  of  the  orbit  in  sinus  dis- 
ease in  children,  when  there  is  marked  pro- 
ptosis and  swelling  of  the  conjunctiva  and 
lids,  is  notoriously  futile.  Cellulitis  from  a 
small  lesion  is  often  proportionally  greater 
than  in  the  adult.  The  sinuses  in  children 
are  quite  small  or  undeveloped,  the  walls 
thin,  and  the  soft  tissues  of  the  orbit  nearer 
the  source  of  inflammation.  The  orbit  is 
shallow  and  the  outlet  large,  factors  which 
permit  distention  with  little  injury.  As  a 
rule,  cellulitis  in  children  should  be  treated 
expectantly,  and  exploration  deferred  until 
abscess  formation  is  quite  evident  and  def- 
inite signs  of  pointing  appear.  Incision 
through  the  lower  lid  should  always  be 
avoided  if  possible  in  children  as  well  as 
adults,  because  of  the  subsequent  deformity 
due  to  scars  which  become  adherent  to  the 
lower  rim  of  the  orbit,  pulling  the  lid  down- 
ward and  fixing  jt  against  normal  mobility. 

The  main  blood  supply  to  the  orbit  is  pro- 
vided by  the  ophthalmic  artery  and  its 
branches,  many  of  which  anastomose  freely 
with  other  vessels  from  the  internal  and  ex- 
ternal carotid  arteries.  Arteriovenous  aneu- 
rysm occurs  at  the  cavernous  sinus,  giving 
rise  to  passive  congestion  of  the  orbit  and 
distention  of  the  eyelids.  Cavernous  heman- 
giomas of  the  orbit  sometimes  cause  swelling 
and  congestion  similar  to  that  produced  by 
aneurysm,  and  may  so  closely  simulate  that 
condition  that  differentiation  is  difficult. 
Due  to  the  abundant  blood  supply,  most  of 
the  soft  tumors  of  the  orbit  are  well  nour- 
ished and  many  of  them  grow  rather  rapid- 
ly. The  blood  vessels  that  supply  these  tu- 
mors may  become  large  enough  %to  carry  a 
distinct  pulsation,  thus  more  closely  simulat- 
ing aneurysm  by  producing  thrill  and  bruit. 
The  most  common  extrabulbar  tumor  of  the 
orbit,  some  form  of  hemangioma,  may  be- 
come one  of  the  most  difficult  to  diagnose 
and  to  remove.  When  determination  of  the 
extent  and  character  of  a highly  vascular 
orbital  tumor  is  doubtful,  preliminary  liga- 
tion of  the  internal  carotid  artery  provides 
a factor  of  safety  for  orbital  exploration 
that  should  not  be  ignored.  If  ligation  is  not 
done  as  a preliminary  measure,  and  should 
uncontrollable  hemorrhage  be  encountered, 
one  should  be  prepared  to  ligate  one  or  both 
carotid  arteries. 
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Tumors  of  the  orbit  may  be  primary  in 
the  soft  tissues  of  the  orbit ; secondary  tu- 
mors invade  the  orbit  from  adjacent  regions, 
such  as  epitheliomas  primary  in  the  lids,  tu- 
mors arising  in  the  nasal  accessory  sinuses, 
or  metastatic,  blood  or  lymph-borne  tumors 
from  primary  neoplasms  elsewhere.  There 
is  a wide  variety  of  primary  tumors,  the 
most  common  being  hemangiomas,  sarco- 
mas, and  carcinomas.  The  more  malignant, 
invasive  type  usually  grow  rapidly  and  re- 
quire radical  treatment.  Exenteration  of  the 
orbit  followed  by  radium  usually  is  effective 
if  done  before  the  disease  extends  beyond 
the  walls  of  the  orbit.  Exenteration  of  the 
orbit  may  be  total  or  subtotal,  depending  on 
the  extent  of  involvement  of  the  lids.  If  the 
lids  are  involved,  as  in  primary  carcinoma 
which  has  invaded  the  orbit,  the  excised  tis- 
sue should  include  the  lids  and  a margin  of 
healthy  tissue  about  1 cm.  beyond  the  appar- 
ent margin  of  the  tumor.  The  periorbita 
should  be  elevated  in  the  rim  of  the  orbit  and 
the  entire  content  of  the  orbit  removed  as 
cleanly  as  possible.  If  the  lids  are  not  in- 
volved, the  skin  should  be  preserved  to  be 
reflected  back  on  the  orbital  walls,  but  the 
margins  of  the  lids,  tarsal  plates  and  con- 
junctiva should  he  taken  away  with  the  con- 
tent of  the  orbit.  Incision  should  he  made 
through  the  skin  at  the  margin  of  the  lids, 
and  the  skin  dissected  back  beyond  the  tar- 
sus. The  tarsal  plate,  margin  of  the  lid,  and 
cilia  cannot  be  used  for  plastic  repair  after 
exenteration  and  must  be  sacrificed.  After 
exenteration  for  malignancy,  the  orbit 
should  be  kept  loosely  packed  with  vaseline- 
iodoform  gauze  and  the  walls  allowed  to 
granulate  for  several  weeks  before  an  at- 
tempt is  made  to  cover  the  granulated  sur- 
face with  skin  flaps.  If  the  medial  wall  has 
been  perforated,  openings  into  the  nasal  cav- 
ity will  be  permanently  lined  with  extension 
of  the  nasal  mucous  membrane,  over  which 
skin  grafts  can  be  placed  only  with  difficulty. 

Most  of  the  tumors  of  the  orbit,  however, 
particularly  the  primary  ones,  are  innocent 
growths  that  push  the  tissue  aside  and  are 
usually  encapsulated.  The  character  of  the 
tumor  will  depend  on  the  tissue  of  origin, 
but  its  situation  within  the  orbit  frequently 
is  determined  by  the  path  of  least  resistance. 
Tumors  of  the  optic  nerve  and  its  sheath 
are,  of  necessity,  confined  to  the  posterior 
portion  of  the  orbit  and  seldom  protrude 
far  enough  forward  to  be  felt  through  the 
outlet.  Tumors  that  are  not  SO'  firmly  at- 
tached to  the  structures,  even  though  they 


arise  in  the  posterior  part  of  the  orbit,  may 
work  their  way  forward,  pushing  aside  the 
globe  until  they  can  be  felt.  Retrobulbar 
tumors  may  grow  to  be  2 cm.  in  diameter  be- 
fore producing  appreciable  proptosis.  As  the 
tumors  increase  in  size  the  globe  is  pushed 
forward,  not  in  steady,  slow  progression,  but 
by  stages,  as  the  tumor  fills  less  resistant 
parts  of  the  orbit.  Proptosis  of  a few  milli- 
meters may  occur  within  a few  days,  and 
further  advancement  of  the  globe  will  not 
take  place  for  several  .months.  I have  every 
reason  to  believe,  however,  that  the  tumor 
causing  the  proptosis  continues  to  increase 
in  size  gradually,  although  in  areas  in  which 
it  does  not  press  the  globe  forward.  It  is 
not  possible  to  determine  the  duration  of  a 
tumor  by  the  onset  of  proptosis,  nor  can  the 
rate  of  growth  of  a tumor  be  determined  by 
the  rate  of  progress  of  proptosis.  Although 
lateral  displacement  of  the  eye  that  is  pro- 
ptosed,  in  reference  to  the  rim  of  the  orbit, 
may  be  a guide  as  to  the  situation  of  the 
tumor  within  the  orbit,  the  point  at  which 
the  tumor  originated  cannot  be  so  deter- 
mined. The  method  of  approach  in  operat- 
ing on  retrobulbar  tumors,  therefore,  should 
allow  considerable  latitude  for  digital  explo- 
ration with  the  minimal  amount  of  trauma. 
The  preferred  operation  is  as  follows:  An 
incision  is  made  just  below  the  brow  and 
parallel  to  its  lower  margin  of  the  orbit  from 
the  superior  nasal  angle  of  the  orbit  to  the 
frontozygomatic  suture  on  the  temporal 
wall.  The  incision  should  be  carried  to  the 
bone,  4 to  6 mm.  above  the  margin  of  the 
orbit.  Along  this  line,  the  periosteum  should 
be  incised  and  separated  from  the  bone 
around  the  orbital  rim,  with  a blunt  perios- 
teal separator,  such  as  is  used  in  resecting 
submucous  nasal  septums.  The  periorbita 
may  easily  be  separated  from  the  nasal  wall, 
the  roof  of  the  orbit,  and  a portion  of  the 
lateral  wall,  the  main  points  of  resistance  be- 
ing in  the  lacrimal  fossa  and  the  posterior 
orbital  fissure.  Before  the  periorbita  is 
opened,  a finger  should  he  inserted  into  the 
wound  and  the  content  of  the  orbit  palpated 
from  above.  The  situation  of  the  tumor  can 
then  be  determined  and  the  periorbita 
opened  immediately  over  it.  The  periorbita 
should  be  opened  behind  its  attachment  at 
the  rim  of  the  orbit  and  in  a sagittal  direc- 
tion. If  it  is  necessary  to  incise  the  perior- 
bita to  the  anterior  margin,  the  edges  should 
be  carefully  marked  with  sutures  so  that 
they  may  be  properly  reunited.  Resection  of 
the  tumor  may  be  carried  out  from  this 
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point  with  little  trauma  and  interference 
from  orbital  fat,  and  sufficient  room  will  be 
provided  for  proper  handling  of  all  instru- 
ments. After  removing  the  tumor,  the  inci- 
sion of  the  periorbita  is  united  with  catgut, 
the  periosteum  resutured  above  the  orbital 
margin,  and  the  wound  in  the  skin  closed 
without  drainage.  Dressings  are  applied  un- 
der moderate  pressure. 

For  the  removal  of  tumors  of  the  optic 
nerve  and  sheath  in  the  posterior  part  of  the 
orbit,  or  tumors  that  lie  in  the  nasal  inferior 
quadrant,  other  methods  of  approach  must 
be  employed.  The  Ivronlein  operation  need 
be  employed  only  for  tumors  of  the  nerve 
and  its  sheath  or  for  those  situated  in  the 
posterior  inferior  portion  of  the  orbit.  The 
Ivronlein  operation  is  rarely  necessary,  is 
more  difficult,  and  usually  is  followed  by 
more  deformity  than  the  operation  de- 
scribed. Tumors  that  occur  in  the  nasal  in- 
ferior quadrant  of  the  orbit  should  be  re- 
moved through  the  palpebral  fissure.  Can- 
thotomy  may  be  done  if  necessary.  Incision 
should  be  carried  through  the  lower  culde- 
sac  of  the  conjunctiva  to  the  rim  of  the  or- 
bit, the  globe  pushed  to  the  lateral  side,  and 
the  tumor  resected.  If  the  conjunctiva  is 
properly  approximated,  the  operation  will 
not  be  followed  by  entropion.  Adhesions 
between  the  skin  and  the  lower  margin  of 
the  bone  of  the  orbit  may  be  avoided,  where- 
as if  the  incision  is  made  through  the  skin 
parallel  to  the  rim  of  the  orbit,  deformity  of 
the  lid  and  disfiguring  scars  will  persist. 

Enucleation  of  the  eye  is  frequently  fol- 
lowed by  retracted  sockets  that  are  not  suit- 
able for  artificial  eyes.  A great  variety  of 
substitutes  for  enucleation  have  been  de- 
scribed and  commonly  practiced  when  it  is 
desirable  to  provide  a firm  bed  for  prosthe- 
sis. The  method  of  providing  an  anterior 
covering  for  the  prosthesis  is  important.  In 
enucleating  the  globe,  all  the  bulbar  con- 
junctiva should  be  saved  by  incision  close  to 
the  limbus.  The  conjunctiva  should  be  sep- 
arated from  the  anterior  half  of  the  globe 
by  a blunt  hook.  The  tendons  of  the  ocular 
muscles  should  be  severed  close  to  the  globe 
and  Tenon’s  capsule  separated  from  the 
sclera  without  mutilation.  Satisfactory 
prosthesis  is  a lead-free  glass  ball,  22  mm. 
in  diameter.  This  should  be  inserted  into 


Tenon’s  capsule  and  covered  by  two  layers 
of  the  capsule,  folded  over  the  opening  in 
the  form  of  envelope  flaps,  and  fastened 
with  catgut  sutures.  The  conjunctiva 
should  be  closed  by  a running  suture  in  a 
line  parallel  with  the  palpebral  fissure,  so  as 
to  allow  deep  retraction  at  the  internal  and 
external  canthi.  An  artificial  eye  may  be  fit- 
ted immediately  or  after  healing  is  com- 
pleted. 

Late  marsupialization  is  also  employed  to 
improve  the  bed  for  an  artificial  eye  in  cases 
of  retracted  sockets.  A horizontal  incision 
through  the  conjunctiva,  about  the  median 
line  of  the  posterior  wall  of  the  socket, 
should  be  extended  deeply  into  the  orbit,  and 
an  attempt  should  be  made  to  enlarge  the 
socket,  well  posterior,  so  that  anterior  flaps 
may  be  fashioned  to  cover  an  inserted  pros- 
thesis. For  delayed  marsupialization  car- 
bonized animal  bone  is  preferable  to  glass  or 
metal  spheres,  as  it  is  less  likely  to  be  ex- 
truded. The  use  of  fat,  muscle,  fascia,  or 
fresh  bone  has  been  advocated  but,  I believe, 
is  less  satisfactory  because  of  the  inability  to 
estimate  the  amount  of  absorption  that  will 
follow  implantation.  I have  known  of  two 
instances  of  occurrence  of  malignant  neo- 
plasm in  implanted  tissue  in  sockets  in 
which  neoplasm  did  not  exist  before.  I 

have  discontinued  entirely  the  use  of  au- 
togenous tissue  implants. 

DISCUSSION 

F,  B.  Fralick  (Ann  Arbor)  : Dr.  Benedict’s  in- 

teresting paper  presents  a scholarly  summary  of 
operations  on  the  orbit — particularly  in  regard  to  the 
removal  of  the  orbital  tumors  of  which  he  has  made 
a noteworthy  contribution  to  the  ophthalmic  litera- 
ture. Of  evisceration  of  the  globe  Dr.  Benedict 
makes  no  mention.  It  is  true  that  it  has1  been 
frowned  upon  by  many  ophthalmic  surgeons  because 
of  the  reported  cases  of  sympathetic  ophthalmia  fol- 
lowing this  procedure.  In  1908  Harold  Gifford  col- 
lected the  reports  of  twenty-seven  cases  of  sym- 
pathetic ophthalmia  following  evisceration  and  found 
that  the  majority  of  the  cases  of  sympathetic  ophthal- 
mia reported  as  appearing  after  evisceration  have 
been  found  to  be  due  to  choroidal  remnants'  left  in 
the  eviscerated  capsule.  We  have  all  seen  sym- 
pathetic ophthalmia  develop  in  the  fellow  eye  even 
months  after  enucleation  of  the  injured  eye,  so  that 
neither  method  is  free  from  this  complication.  I 
feel  that  a carefully  performed  evisceration  in  se- 
lected cases  is  the  operation  of  choice  because  the 
freely  movable  stump  is  even  better  than  that  usually 
obtained  by  glass  ball  implant.  It  is,  however,  no 
fitting  operation  to  be  performed  by  the  careless 
operator  who  is  liable  to  leave  uveal  tissue  in  the 
globe. 
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CHRONIC  SUBDURAL  HEMATOMA  COMPLICATING  SEVERE 

BRAIN  INJURY 


E.  S.  GURDJIAN,  M.D. 

DETROIT,  MICHIGAN 


Chronic  subdural  hematoma  may  be  defined  as  a traumatic  collection  of  blood  or  its 
products  between  the  dura  and  arachnoid  membranes  of  the  cranium.  Depending  upon 
chronicity  there  is  a membrane  of  varying  thickness  externally  and  a very  thin  mem- 
brane (adjacent  to  the  arachnoid)  internally. 

As  a rule  a history  of  trauma  is  obtained  in  the  majority  of  the  cases.  Usually  how- 
ever, this  trauma  is  insignificant  and  not  incapacitating  at  the  time.  That  the  condition 
may  accompany  severe  brain  injury,  I feel  is  not  sufficiently  stressed.  In  such  a case  the 
chronic  subdural  hematoma  becomes  the  im-  — — 


portant  factor  in  causing  a protracted  ill- 
ness and  possible  fatal  termination  if  un- 
recognized. In  the  Receiving  Hospital,  where 
a large  number  of  cases  of  acute  cranio- 
cerebral injury  are  treated,  the  association 
of  severe  brain  injury  and  chronic  subdural 
hematoma  is  occasionally  proved  at  opera- 
tion. We  have  now  come  to  suspect  the  con- 
dition in  all  cases  of  head  injury  who  re- 
cover from  the  initial  state  of  shock  and 
brain  damage  and  yet  do  not  convalesce  as 
usual  and  remain  in  a more  or  less  stupor- 
ous condition,  complaining  of  headache  if 
sufficiently  conscious.  In  such  cases  lumbar 
puncture  with  pressure  determinations  is  al- 
ways made.  If  the  spinal  fluid  pressure  is 
found  to  be  high,  exploratory  trephine  on 
both  sides  of  the  head  in  the  parietal  region 
is  advised.  These  explorations  have  uncov- 
ered many  a case  of  chronic  subdural  hema- 
toma and  I should  next  like  to  discuss  a few 
case  reports  pertinent  to  the  subject. 

CASE  REPORTS 

Case  1. — Fall.  Unconscious  following  accident. 
Eventual  left  third  nerve  paralysis.  Linear  fracture 
of  left  temporo-parietal.  Bloody  spinal  fluid.  Left 
sided  chronic  subdural  hematoma.  Complete  recov- 
ery after  operation. 

L.  G.,  aged  forty-nine,  entered  the  hospital  in 
semi-conscious  condition  on  October  10,  1933.  Thirty- 
six  hours  before  he  was  thrown  out  of  a cab,  falling 
on  the  head.  He  was  taken  home  and  remained  un- 
conscious for  abouty  twenty-four  hours. 

Examination. — The  patient  answered  questions 
with  difficulty  and  his  speech  was  suggestive  of 
aphasia.  There  was  partial  ptosis  of  the  left  upper 
lid  (Fig.  1).  The  left  pupil  was  slightly  larger. 
Both  pupils  reacted  to  light.  There  was  evident 
weakness  in  the  right  half  of  the  body,  more  marked 
in  the  upper  limb.  The  fundi  were  negative. 

Laboratory  Findings. — White  count  12,200,  blood 
Wassermann  negative,  urine  negative,  spinal  fluid 
pressure  350  mm.  Fluid  contained  red  blood  cells, 
spinal  fluid  Wassermann  negative.  X-ray  examina- 
tion showed  a fine  linear  fracture  of  the  left  tem- 
poro-parietal region. 

Pre-operative  Course. — The  patient  remained  in 
a more  or  less  drowsy  state  until  six  days  after  ad- 


mission, when  he  became  worse.  In  a few  days  there 
was  complete  third  nerve  paralysis  on  the  left  side. 
The  weakness  of  the  right  half  of  the  body  be- 
came more  definite.  On  the  basis  of  increased  spinal 
fluid  pressure  and  increase  in  drowsiness  it  was 
thought  advisable  to  explore  him  for  chronic  sub- 
dural hematoma. eight  days  after  the  accident. 


Fig.  1. 


Fig.  2. 


Operatio’n. — Under  general  anesthesia  a small 
opening  was  made  in  the  left  parietal  region. 
The  dura  was  blue  in  color  because  of  underlying 
pathology.  On  incision  of  the  dura  about  two  ounces 
of  dark  red-brown  fluid  gushed  out.  The  under- 
lying brain  looked  normal.  In  view  of  the  asso- 
ciated fracture  and  brain  injury  it  was  thought 
advisable  to  do  a subtemporal  decompression.  When 
the  dura  was  opened  in  the  temporal  region  several 
pieces  of  clotted  blood  gushed  out.  The  underlying 
brain  in  this  region  also  looked  normal. 

Postoperative  Course. — Patient  was  much  better 
the  following  day.  He  was  in  the  wheel  chair  on 
the  eighth  day.  The  third  nerve  palsy  was  complete- 
ly gone  four  weeks  after  operation  (Fig.  2). 

COMMENT 

This  is  an  example  of  chronic  subdural 
hematoma  associated  with  a blow  sufficient- 
ly severe  to  cause  a fracture  of  the  skull  and 
bloody  spinal  fluid.  It  also  suggests  an  accu- 
rate picture  of  the  formation  of  subdural 
hematoma.  Although  the  central  portion  of 
the  clot  had  undergone  liquefaction  the  por- 
tion covering  the  temporal  region  (or  its 
peripheral  margin)  was  still  quite  solid  but 
it  was  jelly-like  in  appearance.  There  was  a 
thin  membrane  of  clotted  material  immedi- 
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ately  under  the  dura  covering  the  fluid  por- 
tion of  the  clot,  but  this  was  quite  soft  and 
had  not  undergone  the  fibrosis  which  is  so 
characteristic  of  the  outer  covering  of 
chronic  subdural  hematoma.  In  the  process 
of  organization  undoubtedly  the  dura  con- 
tributes much  of  the  necessary  elements, 
namely,  blood  supply  and  vascular  prolifera- 
tion. 

Case  2. — Auto  accident.  Unconscious  on  entrance. 
Left  sided  hemiparesis  slow  in  progress.  _ Fracture 
right  temporal  region.  Bloody  spinal  fluid.  Right 
sided  chronic  subdural  hematoma.  Complete  recov- 
ery after  operation. 

E.  N.,  aged  twentj'-nine,  entered  the  hospital  on 
October  20,  1933,  following  an  automobile  accident. 
On  entrance  she  was  unconscious  and  remained  so 
for  several  days. 

Examination. — Right  pupil  was  larger  but  this  dis- 
appeared within  twenty-four  hours.  Beginning  the 
third  day  she  showed  evidences  of  weakness  in  the 
left  half  of  the  body. 

Laboratory  Findings. — On  admission  white  count 
was  20,000.  Blood  Wassermann  negative.  Spinal 
fluid  contained  red  blood  cells,  and  two  days  before 
operation  showed  definite  increase  in  pressure,  with 
fluid  gushing  from  the  needle.  Spinal  fluid  Wasser- 
mann was  negative.  There  was  fracture  of  the 
right  temporal  region. 

Pre-operative  Course. — She  remained  more  or  less 
drowsy  with  increasing  weakness  of  the  left  half 
of  the  body.  Spinal  fluid  at  first  was  bloody  but 
later  cleared  up.  In  view  of  the  fact  that  the  spinal 
fluid  pressure  was  high  and  because  of  the  increas- 
ing drowsiness  and  weakness  in  the  left  half  of  the 
body  it  was  thought  advisable  to  explore  nine  days 
after  accident. 

Operation. — A small  opening  was  made  in  the 
right  parietal  region.  The  dura  was  definitely  blue 
in  color  because  of  underlying  pathology.  When 
the  dura  was  opened  about  two  ounces  of  black- 
brown  fluid  escaped.  After  evacuating  the  contents 
of  the  subdural  hematoma  inspection  of  the  brain 
underneath  showed  normal  appearance.  There  was 
marked  molding  and  “shoving”  of  the  brain.  A flat 
rubber  was  used  to  drain  the  cavity.  Because  the 
patient  did  not  respond  as  expected,  we  thought  it 
advisable  to  explore  the  left  side  and  on  finding  no 
clot  on  this  side  a subtemporal  decompression  was 
performed. 

Postoperative  Course. — This  was  quite  stormy  and 
patient  carried  on  for  several  weeks  without  appre- 
ciable recovery,  but,  being  sufficiently  well,  she  was 
transferred  home  and  when  seen  about  two  months 
after  admission  she  was  feeling  fine  with  no  evi- 
dence of  post-traumatic  sequelae,  except  for  slight 
weakness  of  the  left  lower  limb. 

COMMENT 

Here  is  another  example  of  chronic  sub- 
dural hematoma  associated  with  fracture  of 
the  skull  and  bloody  spinal  fluid.  The  hema- 
toma was  on  the  same  side  as  the  fracture. 
The  external  wall  of  the  subdural  cyst  was 
quite  thin  and  broke  easily.  It  was  mostly 
made  up  of  fibrinous  exudate  with  organiza- 
tion. In  both  Cases  1 and  2 there  was 
marked  molding  and  “shoving”  of  the  brain, 
so  characteristic  of  the  usual  case  of  chronic 


subdural  hematoma  coming  to  operation  a 
month  or  more  after  accident. 

Case  3. — Fall.  Unconscious  following  accident. 
Restless  and  psychotic,  necessitating  restraint.  Frac- 
ture of  left  temporo-parietal.  Right  chronic  sub- 
dural hematoma.  Recovery  following  operation. 

J.  O.,  aged  forty-two,  entered  the  hospital  on 
December  10,  1933,  in  an  unconscious  state.  There 
was  a history  of  heavy  drinking  prior  to  a fall  with 
the  patient  landing  on  his  head. 

Examination. — The  right  pupil  was  larger  and 
fixed  to  light.  This  disappeared  within  the  next 
twenty-four  hours.  There  was  bleeding  from  the 
left  ear.  There  were  no  evidences  of  localized  lesion 
until  about  three  weeks  after  admission,  when  there 
appeared  a suggestion  of  weakness  in  the  left  half 
of  the  body.  The  fundi  showed  no  choking  at  any 
time. 

Laboratory  Findings. — Entrance  white  count  was 
13,200.  Blood  Wassermann  was  negative.  Spinal 
fluid  was  at  first  bloody  but  later  was  clear.  Spinal 
fluid  pressure  was  between  400  and  450  two  days 
before  operation.  X-rays  showed  fracture  of  the 
left  temporo-parietal  extending  from  base  to  vertex. 

Pre-operative  Course. — Patient  never  regained 
consciousness  and  about  four  or  five  days  after  ad- 
mission was  so  restless  that  he  had  to  be  moved  to 
an  isolation  ward  and  restrained.  In  view  of  the 
definite  increase  in  the  spinal  fluid  pressure  and  in 
view  of  a suggestion  of  weakness  in  the  left  half 
of  the  body  it  was  thought  advisable  to  explore  the 
right  subdural  space.  This  was  done  twenty-six 
days  after  accident. 

Operation. — Through  a small  trephine  opening  the 
dura  was  exposed  in  the  right  parietal  region.  It 
was  blue  due  to  underlying  pathology.  On  opening 
the  dura  about  three  to  four  ounces  of  black-brown 
fluid  escaped.  The  contents  of  the  cyst  were  evac- 
uated. A flat  rubber  was  used  for  drainage.  In 
view  of  the  fact  that  the  patient  did  not  respond 
properly  to  this  operation  we  thought  it  advisable  to 
explore  the  left  side  also.  A week  after  the  first 
operation  an  opening  was  made  in  the  left  parietal 
region.  On  incising  the  dura  it  was  evident  that  the 
membranes  and  the  brain  were  adherent.  A small 
piece  of  tissue  was  removed  for  biopsy. 

Postoperative  Course. — The  patient  had  a stormy 
convalescence.  He  developed  two  pressure  sores  but 
eventually  made  a complete  recovery  and  was  dis- 
charged from  the  hospital  about  three  months  after 
entrance. 

COMMENT 

This  is  another  example  of  chronic  sub- 
dural hematoma  complicating  severe  brain 
injury.  The  biopsy  from  the  left  parietal 
region  showed  evidences  of  chronic  inflam- 
mation and  deposits  of  blood  pigment  (pi- 
arachnoiditis).  Patient  was  suspected  of 
having  the  hematoma  because  of  the  definite 
increase  in  the  spinal  fluid  pressure.  The 
hematoma  in  this  case  was  on  the  right 
while  the  fracture  of  the  skull  was  on  the 
left  side. 

DISCUSSION 

Chronic  subdural  hematoma  is  a well  de- 
scribed clinical  entity.  There  are  numerous 
papers  in  the  literature  on  the  subject.  Its 
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appearance  in  infants  is  well  brought  out 
by  the  contributions  of  Sherwood,  Burhans 
and  Gersterberger,  Peet  and  Kahn  and 
others.  In  this  group  the  condition  may  be 
mistaken  for  hydrocephalus  of  childhood  be- 
cause of  rapidly  increasing  size  of  the  head 
although  the  patient  does  not  show  the  char- 
acteristic behavior  of  a hydrocephalic  child. 
In  adult  life  the  condition  has  been  seen  in 
all  ages.  The  recent  contributions  of  Put- 
nam and  Cushing,  Grant,  Gardner,  Jelsma, 
Kaplan,  McKenzie,  Fleming  and  Jones, 
Dandy,  and  others  have  clarified  most  of 
the  points  in  the  diagnosis,  etiology  and 
treatment  of  this  condition.  Subdural  hema- 
toma is  usually  caused  by  slight  trauma. 
Very  often  the  history  of  trauma  is  for- 
gotten. It  is  true  that  in  the  majority  the 
onset  of  symptoms  is  evident  two  to  six 
weeks  after  injury.  However,  the  initial 
hemorrhage  if  sufficiently  massive  may  cause 
extreme  disability,  coma  and  death  within 
twenty-four  hours  after  the  accident.  Such 
a case  was  treated  by  us  and  a short  history 
is  here  given. 

Smith,  aged  sixteen,  a robust  negro  boy,  was 
knocked  out  momentarily  in  professional  boxing. 
Within  three  hours  after  the  accident  he  was  in  deep 
coma.  When  seen  four  hours  after  the  accident  the 
right  pupil  was  dilated.  Spinal  fluid  was  clear  but 
tension  was  markedly  increased.  A pre-operative  di- 
agnosis of  right  middle  meningeal  hemorrhage  was 
made.  At  operation  no  extradural  clot  was  found 
but  the  dura  was  blue  due  to  underlying  clot.  When 
the  dura  was  opened  much  soft  clot  gushed  out. 
After  removing  all  of  the  blood  clots  from  the  sur- 
face of  the  right  cerebral  hemisphere  the  wound 
was  closed  in  layers.  In  spite  of  all  measures  he  died 
about  eighteen  hours  after  operation.  At  autopsy 
the  hemorrhage  was  thought  to  come  from  a tear 
in  a cerebral  vein  entering  the  sagittal  sinus.  There 
were  no  contusions  of  the  brain  and  no  fracture  of 
the  skull.  In  this  case  the  hemorrhage  was  so  mas- 
sive and  rapid  that  the  patient  did  not  have  the 
usual  latent  period  so  common  in  chronic  subdural 
hematoma.  The  microscopic  findings  suggested  a 
beginning  organization  of  the  clot  from  the  inner 
aspect  of  the  dura. 

That  the  condition  can  be  associated  with 
severe  brain  trauma  and  fracture  of  the 
skull  is  well  brought  out  in  the  above  de- 
scribed cases.  All  had  fracture  of  the  skull 
and  bloody  spinal  fluid.  In  two  cases  the 
subdural  hematoma  was  on  the  same  side  as 
the  fracture  of  the  skull  and  in  one  case  it 
was  on  the  opposite  side.  That  in  certain 
cases  the  localization  of  the  pathology  is 
quite  difficult  on  the  basis  of  clinical  findings 
is  an  accepted  fact  but  the  fact  that  both  pa- 
rietal regions  are  explored  obviates  mistakes 
in  diagnosis  of  localization. 

It  is  possible  that  in  some  cases  of  brain 


injury  the  associated  subdural  hematoma 
may  remain  sufficiently  latent  to  allow  dis- 
charge of  the  patient  from  the  hospital  in  an 
improved  condition,  but  on  the  other  hand 
its  presence  can  easily  upset  the  balance  and 
cause  a fatal  termination  if  unrecognized. 
The  diagnostic  features  presented  in  the 
above  cases  were  sufficiently  uniform  to 
discuss. 

1.  All  had  protracted  illness  with  a tend- 
ency toward  increasing  severity.  2.  The 
spinal  fluid  pressure  was  definitely  increased 
(over  300  mm.).  However,  other  evidences 
of  increased  intracranial  pressure  such  as 
choked  discs  and  headaches  were  not  noted 
(the  latter  symptom  because  of  uncoopera- 
tive state  of  patients).  Undoubtedly,  choked 
disks  may  appear  in  such  cases.  3.  The 
problem  of  localization  was  quite  simple  in 
one  case  because  of  a third  nerve  paralysis 
on  the  same  side.  In  the  other  two  there 
were  evidences  of  hemiparesis  suggesting  ac- 
curate localization;  however,  I am  cognizant 
of  the  fact  that  in  cases  of  subdural  hema- 
toma in  general  the  only  accurate  way  to 
rule  out  the  condition  is  bilateral  explora- 
tion. 

The  operative  approach  in  these  cases  (as 
in  all  other  cases  of  subdural  hematoma)  is 
drainage  of  the  subdural  contents  through 
small  trephine  openings  as  suggested  by 
Rand,  McKenzie,  Fleming  and  Jones  and 
others.  This  is  simple  in  execution  and  con- 
serves the  patient.  The  results  are  excellent. 
Usually  we  drain  the  subdural  space  with  a 
flat  rubber  drain  which  is  removed  within 
twenty-four  to  forty-eight  hours.  Subtem- 
poral decompression  may  be  performed  to 
help  the  associated  brain  damage  and  in- 
creased intracranial  pressure  in  cases  with 
severe  brain  trauma. 

SUMMARY 

1.  Skull  fracture  with  severe  brain  injury 
may  be  associated  with  subdural  hematoma. 
This  is  the  case  frequently  enough  to  cause 
one  to  suspect  the  condition. 

2.  In  such  cases  patients  have  a protracted 
illness  which  would  frequently  end  fatally 
if  the  condition  is  unrecognized. 

3.  In  the  presence  of  protracted  illness 
due  to  severe  head  injury  the  presence  of 
increased  pressure  of  spinal  fluid  should 
make  one  suspect  associated  chronic  sub- 
dural hematoma.  Bilateral  exploration  in 
such  cases  through  small  trephine  openings 
is  sane  surgery. 
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The  serious  investigator  of  mundane  endeavors  who  carefully  analyzes  that  conglom- 
erate achievement  of  the  human  mind,  “Modern  Medicine,”  will  find,  as  he  distills  its  va- 
rious components,  reflecting  before  him  the  brilliant  images  of  anatomy,  physiology, 
physics,  the  natural  sciences,  chemistry  and  finally  bacteriology  and  psychiatry,  all  sur- 
rounded by  lesser  images  of  man’s  devious  pursuits  and  all  imbedded  in  a lustrous  foun- 
dation of  thought  and  observation. 


For  modern  medicine  is  no  single  science 
the  various  sciences  reflect  their  light. 
Small  wonder  is  it  then  that  many  of  the 
great  discoveries  both  leading  us  to  modern 
medicine  and  in  modern  medicine  have  been 
made  not  alone  by  the  bearers  of  the  title 
“Doctoris  In  Arte  Medica,”  but  often  by 
devotees  of  the  various  sciences  mentioned 
and  by  untitled  probers  of  human  thought 
and  behavior. 

It  is  impossible  here  to  even  attempt  to 
tell  of  all  of  the  contributions  to  medicine  by 
non-physicians;  merely  naming  these  would 
fill  a volume.  But  we  hope  to  show  the  debt 
of  modern  science  to  its  component  sciences 
by  brief  mention  of  some  major  advancers 
of  medicine,  most  of  whose  work  you  know, 
but  many  of  whom  you  may  not  have  real- 
ized were  not  physicians. 

We  might  start  with  the  authors  of  a 
very  famous  book  and  with  the  book  itself, 
“The  Bible” — few  think  of  it  as  a teacher 
of  medicine  but  it  represents  an  early  force 
in  medicine  even  though  spread  under  the 
dictum  of  religion.  Its  vast  influence  in 
spreading  and  enforcing  the  knowledge  of 
that  time  in  preventative  medicine,  in  con- 
tagion and  in  eugenics  was  undoubtedly 
greater  indirectly  than  that  of  any  physi- 
cian; and  in  spite  of  many  fallacious  ideas 
undoubtedly  of  much  value  medically. 

fDr.  Berman  obtained  the  degree  of  A.B.,  University  of 
Michigan,  1920;  M.D. , University  of  Michigan,  1926;  Staff 
of  Harper  Hospital,  North  End  Clinic  and  Children’s  Hos- 
pital, Detroit  Interneship  Harper  Hospital,  Detroit  Post- 
Graduate  work,  University  of  Michigan.  His  practice  is 
limited  to  internal  medicine. 


but  one  of  the  broad  milky  ways  upon  which 


Surely  a few  lines  from  Leviticus,  “The 
Third  Book  of  Moses,”  will  convey  that  here 
was  some  understanding  of  contagion  and 
an  early  attempt  to  enforce,  in  religious 
guise,  preventative  medicine  by  religious 
leaders  rather  than  physicians. 

In  Leviticus,  Chapter  13,  we  read; 
“When  a man  shall  have  in  the  skin  of  his 
flesh  a rising,  a scab,  or  bright  spot,  and  it 
be  in  the  skin  of  his  flesh  like  the  plague  of 
leprosy ; then  he  shall  be  brought  unto 
Aaron  the  priest  or  unto  one  of  his  sons  the 
priests.”  The  next  paragraph  deals  with  the 
methods  of  the  priests  in  determining 
whether  the  individual  has  leprosy. 

And  in  paragraph  46:  “All  the  days 

wherein  the  plague  shall  be  in  him  he  shall 
be  defiled ; he  is  unclean ; he  shall  dwell 
alone ; without  the  camp  shall  his  habitation 
be.” 

And  further:  “He  shall  therefore  burn 

that  garment,  whether  warp  or  woof,  in 
woolen  or  in  linen,  or  anything  of  skin, 
wherein  the  plague  is;  for  it  is  a fretting 
leprosy;  it  shall  be  burnt  in  the  fire.” 

And  again:  “Then  the  priest  shall  come 

and  look,  and  behold,  if  the  plague  be  spread 
in  the  house,  it  is  a fretting  leprosy  in  the 
house:  it  is  unclean.  And  he  shall  break 
down  the  house,  the  stones  of  it ; and  the 
timber  thereof,  and  all  the  mortar  of  the 
house  and  he  shall  carry  them  forth  out  of 
the  city  into  an  unclean  place.” 
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And  in  Chapter  15,  we  read  an  injunction 
on  infectious  diseases  of  some  etiology  ap- 
parently other  than  leprosy.  “And  the  Lord 
spake  unto  Moses  and  to  Aaron  saying, 
Speak  unto  the  children  of  Isreal  and  say 
unto  them,  when  any  man  has  a running  is- 
sue out  of  his  flesh  because  of  his  issue  he  is 
unclean.  Every  bed,  whereon  he  lieth  and 
hath  the  issue  is  unclean ; and  everything 
where  on  he  sitteth,  shall  be  unclean.” 

“And  when  he  that  hath  an  issue  is 
cleansed  of  his  issue;  then  he  shall  number 
to  himself  seven  days  for  his  cleansing,  and 
wash  his  clothes,  and  bathe  his  flesh  in  run- 
ning water,  and  shall  be  clean.” 

Some  may  question  the  exact  ailment  the 
above  refers  to  but  its  medical  aspect  as  re- 
gards contagion  seems  clear. 

We  read  in  Chapter  18:  “None  of  you 

shall  approach  to  any  that  is  near  of  kin  to 
him,  to  uncover  their  nakedness.  Thou 
shalt  not  lie  with  mankind  as  with  woman- 
kind; it  is  abomination.  Neither  shalt  thou 
lie  with  any  beast  to  defile  thyself  therewith ; 
neither  shall  any  woman  stand  before  a 
beast  to  lie  down  thereto;  it  is  confusion.” 
Here  is  definitely  an  attempt  to  condemn  ab- 
normal sexual  relationships. 

And  in  Chapter  19,  an  understanding  of 
food  spoilage  is  hinted  at  for  we  read: 
“And  if  ye  offer  a sacrifice  of  peace  offer- 
ings unto  the  Lord,  ye  shall  offer  it  at  your 
own  will.  It  shall  be  eaten  the  same  day  ye 
offer  it,  and  on  the  morrow;  and  if  ought 
remain  on  the  third  day,  it  shall  be  burnt  in 
the  fire.  And  if  it  be  eaten  on  the  third  day, 
it  is  abominable  ; it  shall  not  be  accepted. 

The  Jewish  Dietary  or  Kosher  laws  are 
also  an  example  of  an  attempt  to  instill 
proper  food  habits  and  were  undoubtedly 
based  upon  what  appeared  at  that  time  rules 
essential  to  health,  though  today  many  of 
them  have  no  significance. 

From  the  early  pre-biblical  days  and  bib- 
lical days  up  to  the  17th  century  the  ad- 
vancement of  medicine  was  a divorcement 
from  ecclesiastical  and  philosophical  mys- 
tery, and  a development  of  clinical  under- 
standing, hut  most  of  this  was  done  by  men 
practicing  the  physician’s  calling 

But  in  Delft,  Holland,  in  1632,  was  born 
Antonius  Leeuwenhoek,  whose  position  in 
life  varies  with  different  authors,  from 
small  merchant  to  city  hall  janitor,  to  that 
of  a gentleman  of  leisure.  Be  that  as  it 
may,  his  spare  time  and  perhaps  we  might 


secretly  think  most  of  his  time,  was  devoted 
to  the  making  of  lenses  and  microscopes 
and  peering  gluttonously  at  anything  that 
might  portray  some  unknown  vision  under 
his  lens.  Here  Avas  not  the  theorizer,  or 
contemplative  analyzer,  but  the  restless  in- 
cessant observer  who  had  to  see  to  believe. 

But  even  this  patient,  laborious  worker 
must  have  bubbled  with  joy  when  for  the 
first  time  in  some  rain  water  he  revealed 
by  the  aid  of  his  improved  microscope  that 
there  were  small  beasts  invisible  to  the  nak- 
ed eye.  A constant  barrage  of  correspond- 
ence between  himself  and  the  Royal  Society 
of  England  followed  his  discoA^ery  of  “ani- 
malicuke.”  He  described  the  various  bac- 
terial groups ; namely  the  coccus,  the  strep- 
tococcus, the  staphylococcus,  the  bacillus 
and  the  spirillum ; but  their  vast  influence 
OArer  our  lives  appeared  to  be  in  no  way  ap- 
parent either  to  him  nor  to  the  austere  and 
learned  gentlemen  of  the  Royal  Society  of 
England. 

His  development  of  the  microscope  and 
his  discovery  of  microscopic  forms  of  life 
Avere  surely  the  foundation  for  the  later 
great  discoA^eries  of  medicine.  We  must, 
however,  somewhat  criticise  him,  for  his 
best  microscope  he  stated  he  would  never  let 
anyone  use  or  see ; teach  his  methods,  he 
Avould  not;  and,  blasphemy  of  blasphemies, 
he  had  a contempt  for  physicians,  Avho, 
knowing  nothing  of  the  microscopic  details 
of  the  body  as  he  did,  were  certainly  impo- 
tent, in  his  estimation,  to  treat  mankind. 

Not  long  afterward  far  to  the  south  of 
Leeuwenhoek’s  Holland,  in  nothern  Italy  in 
1729  Avas  born  Lazzaro  Spallanzani.  But 
here  was  no  tedious,  even  though  great,  one- 
track  mind,  but  a combination  of  poet,  phi- 
losopher, mathematician  and  scientist  who 
must  needs  secure  his  freedom  of  scientific 
doubt  and  probing  by  the  security  of  becom- 
ing ordained  Priest. 

Even  the  most  erudite  and  greatest  scien- 
tists in  those  days  believed  in  spontaneous 
generation ; but  the  doubting  mind  of  Spal- 
lanzani Avas  not  satisfied  to  doubt — not  to 
have  an  answer  one  way  or  the  other  that 
could  be  proven.  By  the  use  of  small  flasks 
of  nutritive  soup  and  the  ingenious,  eA^en 
though  it  be  commonplace  to  us  now,  meth- 
od of  boiling  them  and  keeping  a number 
sealed  from  the  air  and  a number  unsealed, 
be  comdnced  a skeptical  world  that  spon- 
taneous generation  Avas  indeed  a myth ; by 
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demonstrating  that  the  sealed  boiled  flasks, 
protected  from  air  contamination  developed 
no  organisms. 

He,  too,  it  was  whose  keen  brain  first  per- 
ceived that  bacteria  could  live  in  a vacuum 
— the  first  conception  of  anaerobic  bacteria. 
And  when  scientific  proof  was  needed  to 
support  the  already  started  observation  that 
bacteria  could  multiply  by  fission  Spallan- 
zani was  the  one  to  bring  it  forth. 

But  it  was  more  than  these  discoveries 
that  this  poet,  this  enthusiastic  jack-of-all- 
trades,  gave  to  science  and  medicine ; it  was 
his  method  of  scientific  test,  of  having  nor- 
mal controls  to  compare  with  the  materials 
experimented  on. 

During  the  time  of  Leeuwenhoek,  in  Eng- 
land, in  1642,  was  born  an  individual  of 
whom  we  do  not  think  as  a contributor  to 
medicine  but  whose  name  is  almost  syn- 
onymous with  the  Laws  of  Gravity — Isaac 
Newton.  But  medicine  may  well  regard 
him  as  one  of  its  dan,  for  this  mathemati- 
cian was  the  first  to  show  the  composite  na- 
ture of  white  light  and  to  break  and  analyze 
the  spectrum;  and  therein  to  display  to  us 
the  therapy  ray  of  still  mooted  value — the 
ultra  violet  ray. 

He  is  said  to  have  been  a three  pound 
baby  at  birth.  One  is  tempted  to  wonder 
what  would  have  happened  had  he  been  a 
seven  pound  baby.  But  this  thought  might 
have  its  unhappy  possibility  likewise. 

Not  long  afterward,  in  1743,  in  still  mon- 
archical Paris,  was  born  Antoine  Lavoisier, 
statesman  and  chemist.  He  it  was  who  de- 
termined the  real  nature  of  oxygen  and  hy- 
drogen. It  was  he  who  for  the  first  time 
made  mankind  aware  of  what  it  breathed 
and  the  purposes  of  the  air  it  breathes,  and 
gave  physicians  and  science  an  understand- 
ing of  the  Antal  process,  respiration.  Sad 
indeed,  it  is  to  think  that  this  shining  beacon 
of  chemistry  should  have  been  beheaded  by 
the  frenzied  injustice  of  the  Revolutionary 
Tribunal.  And  in  mentioning  Lavoisier  we 
must  not  forget  a humble  entry,  into  this 
glorious  array  of  scientists,  from  the  minis- 
try, one  Joseph  Priestly,  an  American  Non- 
conformist Unitarian  Minister,  who  paved 
the  way  for  Lavoisier  by  discovering  the 
element  oxygen  and  some  of  its  values.  His 
name  for  oxygen  was  “dephlogisticated  air.” 

And  those  of  us  who  believe  that  modern 
medicine  has  been  greatly  advanced  by  elec- 
tricity, perhaps,  as  much  through  its  use  in 


our  laboratory  methods  as  in  any  other  way, 
Avill  surely  hold  a place  amongst  medicine’s 
immortals  for  Michael  Faraday,  the  great 
English  physicist,  born  in  London  in  1791. 
True,  Faraday  did  not  discover  electricity; 
Boyle,  Von  Guericke,  Franklin,  Volta,  Oer- 
sta  and  Humphry  Davy  had  demonstrated 
the  nature  of  the  electric  current  and  that 
iron  and  steel  could  be  magnetized  by  it. 
But  it  remained  for  Faraday  to  discover  the 
nature  of  the  induced  current,  to  build  the 
first  simple  machines  that  paved  the  way  for 
the  use  of  electricity  in  all  human  endeavors 
as  well  as  medicine ; and  that  he  knowingly 
scorned  to  patent  a discovery  which  he  keen- 
ly realized  could  bring  him  tremendous 
financial  gain,  should,  in  itself  place  him  on 
a noble  pedestal. 

One  of  these  cinematic  days,  a great  wail 
of  sorroAv  is  going  to  burst  forth  from  the 
mouths  of  all  but  one  of  our  hero-seeking 
movie  producers,  for  they  have  overlooked 
not  only  one  of  the  greatest  figures  in  medi- 
cal history  but  one  of  the  most  thrilling  and 
picturescjue  figures  in  biographic  A'ision.  Not 
a physician,  this  towering  giant  so  well 
known  to  all  of  you,  hut  a chemist  who 
metamorphosed  himself  into  a bacteriologist. 
Well  might  Ave  call  Louis  Pasteur  the  Col- 
umbus of  medicine  for  though  his  name  is 
not  adorned  with  the  title  of  M.D.  he  un- 
folded a neAV  Avorld  and  a new  sphere  of 
thought — a neAV  basis  of  activity  for  medical 
•science. 

Practically  no  time  nor  study  did  this 
Louis  Pasteur,  born  in  Dole,  France,  in 
1822,  put  in  learning  of  the  diseases  of 
mankind  or  of  the  structure  of  the  hu- 
man body.  For  he  Avas  a chemist  and  later 
a bacteriologist  ; and,  paradoxically  enough, 
his  great  basic  discoveries  began,  not  from 
a lofty  aim  to  help  mankind’s  sufferings,  but 
from  efforts  to  aid  the  industry  and  com- 
merce of  France.  Pasteur’s  first  fame  Avas 
made  in  chemistry- — his  discovery  that  the 
two  forms  of  tartaric  acid  had  isomers,  and 
the  conclusion  that  compounds  could  be  dif- 
ferent by  merely  being  mirror  images.  This 
discovery  brought  him  a professorship  in 
Lille  and  a wife,  but  these  two  rewards  did 
not,  as  some  misogynists  might  think,  coun- 
teract each  other,  for  history  records  and 
reiterates  the  understanding  and  devotion  of 
his  wife.  It  seems  wortliAvhile  to  note  this 
marriage,  for  the  constancy,  the  care,  and 
understanding  his  Avife  gaA'e  him  are  always 
in  vieAv  in  his  history ; and  one  must  needs 
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feel  that  a marriage  to  some  irritable  gayety- 
loving  female  might  well  have  kept  from  the 
world  his  later  great  contributions. 

And  now  we  come  to  the  Saga  of  the 
sugar-beet.  If  ever  a bacteriological  society 
adopts  a symbolistic  ritual,  one  of  its  holy 
stars  might  well  be  the  sugar-beet.  For  Pas- 
teur, heeding  the  plea  of  the  beet  sugar 
growers,  that  science  help  them  in  their 
sudden  difficulties  in  the  fermentation  of 
alcohol  from  sugar-beets,  excitedly  spied 
some  strange  minute  and  seething  rod-like 
forms  in  the  fermenting  sugar-beet  brew ; 
and  lo  and  behold,  the  enthusiastic  Pasteur 
soon  had,  from  this  observation  and  study, 
given  to  the  world  its  first  knowledge  that 
fermentation  is  caused  by  yeast,  that  yeasts 
were  not  merely  incidental ; and  secondly, 
that  these  minute  rod-like  forms  in  some 
way  affected  or  hindered  the  yeast’s  work. 
But  even  more  he  realized  in  the  recesses  of 
his  keenly  reflecting  mind  that  probably  sim- 
ilar small  living  things  did  much  other  dam- 
age in  other  activities  of  life.  No  shrinking 
violet  was  Pasteur  and  it  needed  no  one  but 
himself  to  spread  the  story  of  his  discovery. 
As  a result  he  was  made  director  of  scien- 
tific studies  in  the  Normal  School  of  Paris, 
and  here  microbes  became  his  food,  his 
drink,  his  work  and  his  dreams.  He  set 
about  successfully  to  re-prove  Spallanzani’s 
work,  to  show  that  spontaneous  generation 
was  a myth.  He  showed  that  certain  mi- 
crobes caused  the  spoiling  of  wine  and  that 
they  could  be  killed  without  boiling,  merely 
by  heating  to  a certain  point — which  process 
now  bears  the  deserved  name  of  Pasteuriza- 
tion. His  next  great  triumph  was  the  sav- 
ing of  the  silkworm  industry  by  demonstrat- 
ing the  presence  of  parasites  in  the  silk- 
worm. 

And  now  in  patriotic  fervor,  he  let  loose 
all  his  scientific  armamentarium  to  make 
French  beer  superior  to  the  German.  And 
when  the  great  surgeon,  Lister,  wrote  him  to 
acknowledge  that  his  discovery  of  antiseptic 
surgery  owed  its  inception  to  Pasteur’s  work 
on  bacteria,  Pasteur  with  enthusiasm,  even 
if  without  artistic  taste,  inserted  Lister’s  let- 
ter in  a treatise  on  beer  that  he  wrote.  Our 
reverence  for  Pasteur  will  surely  keep  us 
from  inferring  that  our  great  scientist  there- 
by intended  to  intimate  the  equal  importance 
of  his  improvement  in  French  beer  and  the 
discovery  of  antiseptic  surgery. 

Pasteur  did  not  prove  the  bacterial  rela- 
tion of  infection  and  disease,  but  by  his  ex- 


periments in  foods,  he  was  so  certain  of  it 
that  he  was  .constantly  proclaiming  and 
preaching  that  bacterial  prevention  would 
prevent  disease  and  epidemics,  and  it  seems 
that  his  failure  to  attack  the  problem  first 
was  due  probably  to  the  fact  that  he  was  not 
a physician,  and  not  in  contact  with  human 
disease. 

But  soon  came  the  great  physician,  Dr. 
Robert  Koch,  in  Germany,  to  demonstrate 
the  anthrax  and  tuberculosis  organisms,  and 
at  once  began  a race  between  chemist-bacte- 
riologist Pasteur,  and  the  physician,  Koch, 
to  discover  new  disease  organisms.  And 
now  Pasteur  left  the  vineyards  and  beer- 
kegs.  Though  not  proving  it,  he  asserted 
that  childbed  fever  was  due  to  a transmitted 
organism.  With  the  help  of  loyal  capable 
physicians,  whom  he  took  as  assistants  to 
make  up  for  his  lack  of  medical  knowledge, 
he  went  directly  at  the  task  of  isolating  bac- 
teria. Soon  his  agile  brain  perceived  the  fact 
of  bacterial  immunization,  and  he  proceeded, 
in  what  was  an  almost  national  demonstra- 
tion, to  display  the  effectiveness  of  creating 
anthrax  immunity  in  sheep.  And  then  came 
the  thrilling  climax  to  the  sixty- two  years 
of  Pasteur’s  life.  For  now  with  the  aid  of 
his  brilliant  medical  co-workers,  after  pa- 
tient months  of  work,  came  his  discovery  of 
the  method  of  vaccination  against  rabies. 

In  the  same  year  that  Pasteur  was  born, 
was  born  one  Gregor  Mendel.  Not  his  even 
the  allied  calling  of  Medicine,  such  as  Pas- 
teur’s chemistry,  but  the  humble  life  of  a 
pondering  monk  in  a monastery  at  Brunn, 
Austria.  No  scientific  training,  no  dazzling 
triumphs  for  this  man,  but  yet  perhaps  by 
the  very  facts  of  heredity  that  he  estab- 
lished, was  there  in  him  the  scientific  curios- 
ity that  enabled  him,  with  his  now  well- 
known  work  on  the  common  pea,  to  make 
his  revolutionary  discoveries  in  heredity. 
And  though  his  Work  remained  long  in  ob- 
livion, yet  its  rediscovery  in  1900  produced 
a definite  advance  in  medical  research  in 
heredity  and  eugenics. 

And  we  must  record  another  non-physi- 
cian, namely  Sir  Francis  Galton,  whose  life, 
though  devoted  to  exploring  and  weather 
studies,  did  not  prevent  him  from  making 
startling  advances  in  heredity,  not  by  con- 
stant test  as  Mendel,  but  by  his  astute  ob- 
servations of  the  characteristics  of  man- 
kind. And  he  was,  perhaps,  the  first  to  ad- 
vocate the  belief  that  there  should  be  re- 
striction in  the  birth  of  the  unfit. 


394 


PHYSICIANS  WITHOUT  THE  DEGREE  “M.D.”— BERMAN 


Jour.  M.S.M.S. 


The  name  of  Eli  Metchnikoff  usually 
brings  up  the  vision  of  an  almost  fanatical 
enthusiast  of  lactic  acid  buttermilk,  as  a 
cure-all  and  longevity  producer.  But  the 
great  work  of  this  Russian,  born  in  1843, 
who  was  a zoologist  and  biologist,  and  not 
a physician,  was  not  the  longevity  of  the 
Balkans,  but  his  discovery  of  Phagocytosis  ; 
and  though  his  theory  that  all  immunity  was 
due  to  this,  may  not  be  entirely  correct,  med- 
icine owes  him  a great  debt. 

When  laymen  are  apt  to  twit  us  with  the 
fact  that  medicine  has  evolved  only  an  un- 
certain science,  we  oft  scornfully  pull  out  of 
our  scientific  bag  a reference  to  the  X-ray  as 
a physician’s  great  contribution  from  the 
standpoint  of  exactness.  But  it  was  a pro- 
fessor of  physics,  William  Roentgen,  who 
first  perceived  in  1895  the  value  of  those  in- 
visible, penetrating  rays  that  emanated  from 
the  vacuum  tube ; the  latter,  invented  by  an- 
other physicist,  Sir  William  Crookes.  It  is 
hardly  necessary  to  reiterate  the  benefit  to 
medicine,  made  by  the  contribution  of  these 
two  physicists. 

And  as  we  contemplate  now  the  ever  in- 
creasing value  of  the  X-ray  in  malignant  dis- 
eases, there  comes  the  thought  that  another 
one  of  medicine’s  boasts,  the  use  of  radium, 
was  donated  to  us  physicians,  not  by  a fol- 
lower of  Hippocrates,  but  by  a professor  of 
physics  and  chemistry  and  even  more  by 
his  wife,  an  amateur  chemist,  Madame  Cu- 
rie, born  in  Warsaw,  in  1867.  Their  strug- 
gle to  isolate  radium  was  done,  not  with  its 
medical  potentialities  in  view,  but  merely  to 
isolate  a new  element ; but  when  a chance 
burn  of  the  flesh  showed  the  power  of  its 
emanations,  the  Curies  were  quick  enough 
to  perceive  its  possibilities  in  medicine. 

Modern  medicine  is  filled  with  writings  on 
vitamins,  and  physicians  have  done  tremen- 
dous work  in  its  field,  but  perhaps,  the  first 
and  keenest  observations  that  led  to  medi- 
cine’s later  pursuit  and  understanding  of 
them  was  made,  not  by  a physician,  but  by 
a brilliant  sailor,  Captain  James  Cook,  the 
discoverer  of  the  Hawaiian  Islands.  He  it 
was  who  first  saw  the  relationship  between 
scurvy  and  the  lack  of  fresh  foods,  and  was 
the  first  to  definitely  state  and  report  that 
scurvy  was  due  to  lack  of  fresh  foods.  And 
it  was  a physiologist,  Gowland  Hopkins, 
who,  in  1906,  in  the  feeding  of  rats,  first 
made  the  discovery  that  there  were  acces- 
sory food  factors  in  fresh  food,  and  so 
stimulated  the  vitamin  surge. 


And  then  there  was  Emil  Fischer,  born  in 
Prussia,  in  1852,  who  gave  us  that  valuable 
drug,  Veronal,  and  showed  the  specific- 
ity of  the  intestinal  enzymes,  and  first  de- 
veloped our  knowledge  of  the  purines,  the 
sugars,  and  the  amino  acids. 

Laryngologists  have  to  thank  a great  in- 
dividual in  a field  rather  remote  from  the 
sciences  for  one  of  the  most  important  in- 1 
struments  in  their  diagnostic  equipment. 
For  it  was  Manuel  Garcia,  a Spaniard,  born 
in  1852,  teaching  singing  in  Paris,  who,  in 
an  attempt  to  learn  more  about  the  charac- 
teristics of  the  vocal  cords,  hit  upon  the 
brilliant  idea  of  the  laryngoscope. 

And  amongst  other  non-physicians,  who 
enabled  medicine  in  the  past  and  present 
century  to  forge  steadily  ahead,  notable  are 
John  Scott  Haldane,  a physicist,  born  in 
Edinburgh,  in  1860.  He  it  was  who  first 
showed  the  chemical  regulation  of  respira- 
tion and  evolved  the  methods  of  gas  and 
blood  analysis,  and  brought  about  the  in- 
vention of  that  important  instrument,  the 
basal  metabolism  machine. 

Not  an  internist  nor  a dermatologist  but 
a zoologist  was  Fritz  Schaudinn,  born  in 
1871,  in  Prussia.  He  chiefly  by  his  skill  and 
technic  in  staining  was  able  to  discover  for 
us,  in  1905,  the  spirocheta  pallida,  that  cork- 
screw organism  of  syphilis,  which  had  so 
long  eluded  constant  attempts  at  its  revela- 
tion. 

And  I have  a slight  suspicion  that  all  sur- 
geons must  feel  an  inward  wave  of  chagrin 
when  they  reflect  that  the  discovery  that  al- 
lowed them  to  make  their  greatest  progress. 
i.e.,  general  anesthesia,  was  developed,  not 
by  one  of  the  clan  of  physicians  or  surgeons, 
but  by  two  dentists,  Horace  Wells,  of  Con- 
necticut, and  William  Morton,  of  Massa- 
chusetts, who,  in  1846,  first  attempted  the 
use  of  ether  on  a dental  patient.  Morton, 
though  a dentist,  was  at  the  time  a medical 
student,  and  quickly  perceived  the  possibili- 
ties of  ether  anesthesia  in  surgery,  and  or 
October  6,  1846,  the  first  operation  wifi- 
ether  anesthesia  was  performed  by  a Dr 
Warren,  in  Massachusetts  General  Hospital 
It  is  interesting  to  note  that  Sir  Humphrey 
Davy,  a physicist,  had  in  1800  (fortv-foui 
years  before),  noted  that  nitrous  oxide  coulc 
destroy  pain,  and  had  stated  that  it  might 
probably  be  used  to  advantage  in  surgica 
operations,  but  these  two  dentists  were  tin 
first  to  use  and  see  its  practical  possibilities 

The  development  of  the  theory  of  evolu- 
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tion  was  made  chiefly  by  two  naturalists, 
Darwin  and  Wallace,  though  Herbert  Spen- 
cer, the  great  philosopher,  had  shrewdly  re- 
marked, prior  to  their  epoch-making  conclu- 
sions, that,  “Life  is  an  internal  adaptation 
to  external  relations.”  And  though  great 
physicians  have  contributed  noteworthy  ad- 
ditions, credit  for  the  origination  of  this 
theory  indisputably  belongs  to  these  two  na- 
ture students. 

Psychiatry  and  the  study  of  human  re- 
lationships is  being  recognized  today  as  de- 
servedly a part  of  the  province  of  medicine, 
and  it  seems  logical  that,  to  understand  hu- 
man mental  needs  and  human  reactions,  one 
should  understand  the  body  which  both  af- 
fects and  is  affected  by  these  needs  and  re- 
actions. But  the  earliest  conceptions  of  the 
human  mind  and  behavior  were  often  made, 
not  by  physicians,  but  by  thinkers  and  even 
by  semi-charlatans,  and,  though  many  of  the 
latter  may  have  had  a lack  of  scruples,  they 
were  oft  endowed  with  insight. 

It  was,  perhaps,  a brilliant,  though  semi- 
quack, physician,  Frederick  Mesmer,  born 
in  1733,  who  first  focused  the  attention  of 
thinking  men  on  the  influence  of  the  mind 
on  bodily  activities,  by  his  practice  of  ani- 
mal magnetism,  later  known  as  Mesmerism, 
and  then  hypnotism.  But  the  first  inkling  of 
psychoanalysis  was  brought  forth  by  a 
watchmaker,  one  Phineas  Quimby,  born  in 
New  Hampshire  in  1802,  who  first  taking 
up  Mesmerism,  discarded  it.  He  practiced 
his  new  method  by  rubbing  his  patients’ 
heads  and  abdomens  gently  and  having  them 
speak  freely  of  all  that  was  troubling  them 
or  that  came  to  their  mind.  He  claimed 
that,  “Disease  is  primarily  an  erroneous  be- 
lief to  be  cured  by  truthful  suggestion.” 
Mary  Baker  Eddy  was  a patient  of  his  in 
1864  and  undoubtedly  Christian  Science  in- 
directly sprang  from  Quimby.  Freud  un- 
doubtedly initiated  his  own  revolutionizing 
theories  and  made  his  basic  conclusions  inde- 
pendently, but  one  suspects  that  this  early 
method  of  Quimby,  had  it  been  developed, 
would  have  achieved  many  of  the  conclu- 
sions later  expounded  by  Freud. 

The  teaching  of  normal  sexual  life  and 
the  understanding  of  birth  control,  which 
should  have  been  entirely  in  the  hands  of 


physicians,  seems,  until  recent  date,  to  have 
been  sadly  neglected  by  them.  Apparently 
it  took  the  love  of  freedom  and  mental  vi- 
sion of  poets  and  literary  men  to  throw  off 
the  shackles  of  the  theological  attitude  that 
sex  was  some  horrible  and  forbidden  thing, 
from  which  the  minds  of  man  should  stand 
aside ; and  not  dare  to  understand.  Men  of 
the  rank  of  Voltaire  and  Goethe  stimulated 
freedom  in  all  action  and  thinking,  though 
our  own  writers,  like  Walt  Whitman  and  a 
brilliant,  courageous,  graduate  nurse,  Mar- 
garet Sanger,  were  undoubtedly  leaders  in 
brushing  aside  the  forbidding  veil  of  igno- 
rance in  sex.  But  it  is  interesting  to  note 
that  even  recently  a survey  of  physicians’ 
opinions  in  birth  prevention,  made  by  one  of 
our  own  group,  showed  a few  physicians, 
even  in  this  day,  who  flatly  maintained  they 
gave  no  advice  on  it  under  any  conditions. 

It  might  be  fitting  in  ending  to  mention 
Reuben  Kahn,  bacteriologist,  now  head  of 
the  laboratories  in  Ann  Arbor,  who  has  giv- 
en us  the  Kahn  test,  which  has  almost  sup- 
planted the  Wassermann,  and  who  has  re- 
cently been  cited  for  his  brilliant  new  work 
on  immunity.  No  physician’s  training  has 
he  had,  but  go  to  any  of  the  medical  meet- 
ings in  Ann  Arbor,  and  there  you  will  see 
this  eager-eyed,  small,  energetic  but  quiet 
man,  intently  absorbing  every  conclusion 
made,  and  see  shining  in  his  face  that  ear- 
nest hunger  for  some  point  that  might  lead 
him  to  show  some  new  and  worthwhile  re- 
search. 

We  have  omitted  some  of  the  greatest  and 
innumerable  of  the  lesser  of  non-medical 
contributors  to  medicine,  but,  as  we  have 
mentioned,  their  names  are  legion.  It  may 
startle  us  when  we  contemplate  how  many 
of  the  great  names  in  medicine  were  not 
adorned  with  the  title  “Physician,”  but  truly 
they  were  all  “Physicians  without  M.D.’s,” 
and,  rather  than  feel  humbled,  we  should 
feel  elated  that,  perhaps,  the  future  great 
discoveries  of  medicine  may  be  made  not 
only  by  great  medical  men,  but  by  keen  gen- 
iuses in  the  planets  of  chemistry,  or  phys- 
ics, et  cetera,  or  even  by  some  non-scientist, 
whose  lucid  insight  and  intelligence  will  con- 
struct or  unearth  from  our  present  knowl- 
edge some  brilliant  creative  discovery. 
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EDITORIAL 

DEMAND  AND  SUPPLY  OF  M.D.’S 

This  is  a perennial  topic  for  this  time  of 
year.  The  month  of  June  liberates  a new 
supply  of  physicians  fresh  from  hospital  in- 
ternship to  compete  in  an  already  crowded 
profession.  It  was  stated  in  a recent  number 
of  the  Journal  of  the  American  Medical  As- 
sociation that  in  1933,  5,012  persons  entered 
the  medical  profession  through  licensure. 
During  the  same  period  3,500  physicians 
died,  adding  to  the  profession  approximately 
1,500  persons. 

Students  of  vital  statistics  maintain  that 
the  population  of  the  United  States  is  tend- 
ing towards  stability,  since  a study  of  the 
decade  1920  to  1930  shows  an  increase  of 
only  six-tenths  of  one  per  cent  a year.  It  is 
evident  that  the  medical  profession  is  in- 
creasing in  numbers  more  rapidly  than  the 
general  population. 

According  to  the  latest  available  statistics 
there  is  one  licensed  physician  to  every  780 
persons  in  the  United  States.  The  propor- 
tion in  England  is  one  to  1,490;  in  France 
one  to  1,690;  in  Sweden  one  to  2,890.  Of 
course  we  are  living  in  an  age  of  “over- 
crowding.” No  profession  or  vocation  is  ex- 
empt. That  is  what  unemployment  means 
and  it  is  one  of  the  problems,  the  greatest 
problem  of  the  immediate  future. 

The  ratio  of  one  physician  to  780  persons, 
however,  does  not  represent  the  actual  sit- 
uation so  far  as  medicine  is  concerned;  if  it 


did  it  would  not  be  so  serious.  We  have 
also  the  cultist  in  great  numbers  who  sees 
many  “patients.”  Perhaps  the  number  who 
practice  the  various  bizzare  forms  of  healing 
is  held  in  check  by  the  number  of  qualified 
licensed  physicians.  To  limit  further  the 
number  of  properly  trained  physicians  might 
mean  a greater  development  of  cultism.  The 
public  by  law  demands  a high  standard  of 
non-professional  and  professional  education 
of  its  regular  physicians  and  surgeons.  It 
has  been  pointed  out  time  and  again  how 
inconsistent  of  the  state  to  permit  persons 
without  any  adequate  education  and  train- 
ing to  attempt  to  practice  healing.  When  a 
poor  nit-wit  in  the  guise  of  a chiropractor  is 
able  to  carry  on  until  he  is  seized  by  the  arm 
of  the  law,  the  whole  state  is  to  blame  for 
permitting  circumstances  whereby  any  half 
baked  person  can  insinuate  himself  into  the 
practice  of  healing  in  the  guise  of  a cultist. 

So-called  “overcrowding”  as  it  concerns 
the  medical  profession  would  be  relieved  by 
the  elimination  of  the  cultist  and  the  dissem- 
ination of  information  in  regard  to  the  pos- 
sibilities of  scientific  medicine. 


ADEQUATE  REPRESENTATION 

The  Journal  of  the  Indiana  State  Medical 
Association  in  its  issues  for  May  and  June 
contains  tabulated  statements  of  representa- 
tion in  the  American  Medical  Association  of 
the  profession  of  the  various  states  over  a 
period  of  ten  years.  The  representation  re- 
ferred to  includes  such  offices  as  president, 
president-elect,  vice-president,  secretary, 
general  manager,  treasurer,  speaker  of  the 
house  of  delegates  and  members  of  the  board 
of  trustees  which  are  elective,  also  the  va- 
rious councils  and  standing  committees 
which  are  appointed  or  confirmed  by  the 
House  of  Delegates.  The  tabulation  does 
not  include  the  office  of  librarian,  editor  or 
general  manager  emeritus  and  the  officers  of 
the  sections  of  the  association.  The  findings 
are  not  without  interest.  The  state  of  Illi- 
nois has  had  nearly  three  times  the  represen- 
tation the  state  membership  would  war- 
rant according  to  the  distribution  among 
other  states.  This  of  course  can  be  accounted 
for  owing  to  the  fact  that  the  headquarters 
of  the  Association  are  located  in  the  State 
of  Illinois.  Michigan  has  no  complaint  to 
raise  on  the  ground  of  inadequate  represen- 
tation at  535  N.  Dearborn  St.,  Chicago,  in- 
asmuch as  the  memberbership  in  the  State 
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Medical  Society  here  has  been  fully  and 
justly  represented.  According  to  the  Indiana 
State  Medical  Journal,  twenty-seven  states 
have  supplied  all  the  officers  and  committees 
for  the  decade  studied,  namely  from  1924 
to  1933,  inclusive.  Twenty-one  states  of  the 
Union,  it  was  found,  had  not  been  represent- 
ed throughout  this  decade.  In  these  twenty- 
one  states  there  is  given  the  number  of 
12,976  state  society  members  or  13.12  per 
cent  of  the  entire  membership.  There  is  a 
possibility  that  this  lack  of  adequate  repre- 
sentation is  an  oversight  rather  than  a mat- 
ter of  design.  Anyone  interested  in  this 
piece  of  investigation  will  undoubtedly  be 
supplied  with  a reprint  on  application  to  the 
Journal  of  the  Indiana  Medical  Association. 

In  the  interests  of  democratic  distribution, 
however,  now  that  this  discrepancy  has  been 
brought  to  notice,  efforts  should  be  made  to 
correct  the  situation. 


THE  BREEDING  OF  HOBBY  HORSES 

New  York  physicians  (probably  not  all  of 
them)  have  from  time  to  time  held  an  art 
exhibit  at  the  New  York  Academy  of  Medi- 
cine. Perhaps  in  some  respects  the  speci- 
mens of  painting  resemble  some  of  those  ex- 
hibited annually  in  Detroit  by  Michigan  ar- 
tists, for  a distinguished  sculptor  who  ex- 
amined some  of  the  work  of  the  New  York 
artists  is  reported  to  have  said  that  he  would 
hate  to  place  his  life  in  the  hands  of  any  sur- 
geon who  could  not  see  forms  and  structure 
more  accurately  than  the  exhibitors  of  the 
Academy.  In  other  words  the  critic  is  not 
willing  to  admit  even  that  as  artists  they  are 
good  surgeons.  W e have  seen  works  of  art 
so-called  by  alleged  artists  that  do  not  re- 
flect much  glorv  on  the  painter.  However, 
this  is  cat  argument. 

Hamlet  defined  art  as  holding  the  mirror 
up  to  nature.  This  is  not  a good  definition, 
otherwise  a photograph  would  be  the  highest 
form  of  art.  OIcl  fashioned  as  we  are,  good 
draftsmanship  seems  at  least  a prerequisite 
to  art.  The  ability  to  draw  well  (freehand), 
to  put  it  in  a negative  way,  should  not  be 
a hindrance  to  the  surgeon.  Such  art  should 
make  one’s  hand  the  ready  servant  of  his 
will.  It  should  also  train  his  faculty  of  ob- 
servation. Surgery  itself  is  an  art  in  which 
technic  forms  a large  part;  the  rest  is  judg- 
ment, and  judgment  is  developed  by  obser- 
vation and  experience.  VVe  would  like  to  see 
physicians  and  surgeons  in  every  county  so- 


ciety in  Michigan  emulate  the  example  of 
the  New  York  Academy  of  Medicine  and 
spend  some  of  their  spare  time  in  the  breed- 
ing and  rearing  of  such  hobby  horses. 


VACATION  TIME 

This  is  the  time  of  the  year  when  in  florid 
beauty  trees  and  groves  appear  and  man 
seems  the  only  growth  that  dwindles  here, 
with  apologies  to  the  poet  Goldsmith.  The 
present  is,  however,  an  exception,  inasmuch 
as  vegetation  has  likewise  dwindled  with  the 
torrid  atmospheric  condition  of  May  and 
June.  With  man,  however,  his  spirits  and 
his  grip  upon  life  are  renewed  by  a change 
of  scene.  Relief  from  the  daily  routine  is 
necessary  if  he  is  to  approach  his  tasks  with 
a fresh  attitude  of  mind.  It  is  not  our  pur- 
pose to  suggest  ways  in  which  one’s  vacation 
may  be  spent.  That  is  a matter  of  personal 
preference.  The  important  thing  is  that  the 
worker,  professional  or  otherwise,  surround 
himself  with  an  environment  different  from 
that  to  which  he  is  accustomed,  a necessity 
for  a certain  period  each  year  if  he  is  to 
avoid  growing  stale.  Not  only  for  himself, 
but  his  office  help  should  be  given  time  off 
for  reasons  both  altruistic  and  selfish.  More 
is  accomplished  by  the  person  who  lives 
more  or  less  a rhythmic  life  between  work 
and  play.  Such  a mode  of  living  broadens 
one’s  horizon.  It  enables  him  to  view  his 
tasks  in  their  proper  light,  namely  as  a 
means  to  an  end  and  that  end  is  life  itself. 

“To  him  who  holds  his  nose  to  the  grindstone  rough, 
And  keeps  it  down  there  long  enough, 

There  will  be  no  such  thing 

As  brooks  that  babble  and  birds  that  sing; 

These  three  things  will  his  world  compose, 

Just  himself,  the  stone  and  his  darned  old  nose.” 


PERCUSSION  AND  AUSCULTA- 
TION* 

It  has  been  less  than  two  centuries  since 
physicians  have  been  enabled  to  diagnose 
chest  diseases  through  the  methods  of  per- 
cussion and  auscultation.  So  important  to 
medicine  are  these  methods  of  auditory  ex- 
amination that  the  x-ray,  electrocardiagram 
and  clinical  laboratory  have  supplemented 
rather  than  replaced  them. 

Although,  since  early  times,  men  had 
pounded  their  chests  with  pride  and  had 

*Historical  editorial  on  the  evolution  of  devices  and  meth- 
ods that  have  aided  in  the  advancement  of  medical  science. 
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heard  the  sounds  elicited,  it  remained  for 
Leopold  Auenbrugger,  a Viennese  physician, 
to  realize  that  the  resonance  of  the  chest 
when  struck  was  peculiarly  associated  with 
healthy  lungs.  For  seven  years,  he  studied 
the  resonance  of  the  human  thorax  in  the 
Spanish  Hospital  of  Vienna  and  in  the 
autopsy  room.  He  found  that  fluid  in  the 
pleural  cavities  or  consolidation  of  the  lung 
interfered  with  normal  resonance  so  that  on 
striking  the  chest,  a dull  morbid  sound  was 
produced.  The  duller  the  sound  and  the 
more  extensive  the  dullness,  the  more  severe 
and  the  more  extensive  was  the  disease.  Ac- 
cording to  Auenbrugger,  when  the  thorax  is 
struck  “slowly  and  gently  with  the  points 
of  the  fingers,  brought  close  together  and  at 
the  same  time  extended,”  sounds  are  pro- 
duced, and  from  the  nature  of  the  particular 
sound,  “an  opinion  is  formed  of  the  internal 
state  of  the  cavity.” 

When  Auenbrugger’s  ninety-five  page 
pamphlet  appeared  (1761),  the  great  physi- 
ologist, Haller,  welcomed  it  warmly  as  did 
one  or  two  less  known  writers,  such  as 
Unzer.  Most  of  the  outstanding  clinicians 
of  the  day,  however,  gave  little  attention  to 
the  invention  of  percussion.  Van  Swieten, 
Auenbrugger’s  teacher  and  one  of  the  most 
distinguished  physicians  in  Europe,  ignored 
the  work  altogether;  others,  such  as  Vogel, 
Sprengel  and  de  Haen  maintained  that  there 
was  nothing  new  in  the  method.  Hip- 
pocrates, they  said,  had  listened  to  chest 
sounds;  Soranus  and  Alexander  of  Tralles 
had  differentiated  between  ascites  and  tym- 
panites through  percussion.  Hippocrates,  it 
is  true,  had  shaken  patients  by  the  shoulders 
and  listened  for  the  splash  of  liquid  in  the 
chest,  but  the  succussion  sounds  of  Hippoc- 
rates were  not  percussion  sounds.  Like- 
wise, the  abdominal  percussion  of  the  later 
Greek  physicians  had  no  relation  to  the 
thorax,  the  only  body  region  with  which 
Auenbrugger  was  concerned.  In  contrast 
with  most  of  the  master  physicians  of  the 
time,  a few  men  quietly  used  the  method 
and  saved  it  from  oblivion.  Among  these 
were  Maxmillan  Stoll  of  Vienna,  the  Swiss 
physician,  Zimmerman,  and  Reil  of  Halle. 
After  a period  of  nearly  fifty  years  in  which 
percussion  had  been  forgotten  or  unused 
throughout  most  of  Europe,  Corvisart, 
Napoleon’s  physician,  reintroduced  and  rec- 
ommended the  method.  He  had  learned  the 
technic  from  Stoll,  and,  for  many  years,  had 
practiced  thoracic  percussion  of  the  heart 
In  his  monumental  studv  of  the  heart  and 


blood  vessels,  which  was  probably  the  most 
elaborate  investigation  of  both  clinical  and 
autopsy  material  which  had  yet  appeared, 
the  importance  of  percussion  as  a diagnostic 
method  was  emphasized.  Through  his  stu- 
dents and  by  his  translation  (1808)  into 
French  of  Auenbrugger’s  book,  Corvisart 
raised  percussion  from  an  incidental  and 
largely  ignored  method  to  one  of  first  im- 
portance. 

As  percussion  became  more  widely  prac- 
ticed throughout  Europe,  a second  French- 
man, Pierre  Adolphe  Piorry,  in  1826, 
chanced  upon  a modification  of  the  percus- 
sion technic.  In  examining  the  chest  of  a 
fat  patient  in  whom  the  chest  sounds  were 
obscure,  he  placed  a large  coin  against  the 
chest  and,  in  percussing  over  the  coin,  found 
that  the  sounds  became  more  distinct.  He 
spoke  of  this  method  as  mediate  percussion. 
To  aid  in  mediate  percussion,  Piorry  devised 
a thin  plate  of  fir-wood  with  a small  handle 
which  he  called  a plessimeter.  Many  varie- 
ties of  plessimeter  came  into  general  use.  In 
England,  David  Barry  devised  a little  ebony 
hammer  with  which  to  tap  the  plessimeter, 
though  it  was  not  until  1841  that  the  use  of 
the  percussion  hammer,  as  designed  by  Win- 
trich,  became  widespread.  Four  years  ear- 
lier, Stokes  had  used  his  finger  with  the  nail 
toward  the  chest  as  a substitute  for  a ples- 
simeter, and,  for  many  years,  it  was  a point 
of  controversy  whether  finger  percussion  or 
plessimetry  were  the  better  method.  A later 
modification  of  the  percussion  technic  was 
the  palpatopercussion  method  of  Ebstein. 

Accompanying  the  spread  of  percussion 
in  thoracic  diagnosis  during  the  nineteenth 
century,  there  arose  a second  auditory  1 
method  of  chest  examination,  mediate  aus- 
cultation. This  method  was  a modification 
of  a very  old  but  little  used  technic,  namely 
the  placing  of  the  examiner’s  ear  against  the 
patient’s  body.  Early  in  the  past  century, 
Corvisart  and  his  pupil,  Bayle,  had  on  rare 
occasions  listened  to  the  heart-beat  in  this 
way.  Mayer  of  Geneva,  in  1818,  had  lis- 
tened to  the  fetal  heart-beat  and  thus  had 
discovered  the  only  certain  sign  of  preg- 
nancy previous  to  labor  that  was  known  for 
a hundred  years.  Immediate  auscultation 
or  the  direct  application  of  the  ear  to  the 
body,  however,  was  probably  no  more  im-  | 
portant  than  percussion  during  the  three  or 
four  decades  following  Auenbrugger’s  pub- 
lication. 

Rene  Theophile  ITvacinthe  Laennec,  while 
attempting  to  listen  for  the  heart  sounds  of 
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a patient,  recalled  the  physical  principle  that 
sounds  are  readily  transmitted  over  solid 
conductors.  He  rolled  several  sheets  of 
paper  into  a tight  cylinder  to  form  a sound 
conductor  and  placed  one  end  of  it  against 
the  patient’s  chest.  On  placing  his  ear 
against  the  other  end  of  the  scroll,  the  heart 
sounds  which  had  been  obscured  by  layers 
of  fat  were  quite  distinct.  Laennec  studied 
this  method  of  detecting  thoracic  sounds 
using  tubes  of  wood,  glass  and  metal,  but 
concluded  that  wood  was  the  best  conduct- 
ing medium.  The  instrument  which  he  con- 
structed and  called  the  stethoscope  was  a 
foot  long  piece  of  wood,  one  and  one-half 
inches  in  diameter  with  a quarter  inch  bore. 
The  thoracic  end  was  provided  with  a plug 
or  obturator  which  coidd  be  removed  to 
allow  the  bore  of  the  instrument  to  subtend 
a greater  area  of  the  thorax.  For  ease  in 
transportation,  the  instrument  could  be  dis- 
connected at  the  middle. 

With  his  stethoscope,  Laennec  studied  the 
sounds  of  the  heart-beat,  respiration  and 
voice  as  they  appeared  in  auscultation  of  the 
chest  wall  of  both  normal  and  diseased  pa- 
tients and  published  his  researches  in  a large 
work  dealing  with  mediate  auscultation, 
chest  disease  and  heart  disease.  He  believed 
that  the  air  in  the  lung  was  a poorer  con- 
ductor of  sound  than  the  fluid  or  solid  sub- 
stance of  other  organs.  The  sounds  of 
breathing  and  of  the  voice  were  transmitted 
differently  to  the  stethoscope  on  the  chest 
wall  if  the  deeper  chest  structures  were  con- 
solidated or  surrounded  by  fluid  than  in  thr 
normal  state.  His  studies  on  the  nature  and 
location  of  sounds  in  their  relation  to  the 
physical  diagnosis  and  pathology  of  the 
: chest  are  exceptionally  complete.  Laennec ’s 
| successors,  for  a time,  did  little  to  amplify 
the  original  work,  though  a tendency  toward 
| increasingly  fine  discrimination  between 
chest  sounds  was  evident.  Fournet,  in  par- 
ticular, attempted  to  find  specific  sounds  for 
! each  part  of  the  lung  and  to  detect  charac- 
j teristic  sounds  for  each  type  of  disease. 

In  contrast  with  this  tendency  and  spe- 
cifically  correlated  with  the  methods  of  both 
Dercussion  and  auscultation  was  the  critical 
mrvey  made  by  the  Viennese  physician, 
ikoda.  Fie  maintained  that  the  preference 
j or  finger  percussion  or  the  use  of  the  ples- 
imeter  was  secondary  to  the  capacity  of  the 
ihysician  to  interpret  percussion  sounds.  He 
j urthermore  modified  Laennec’s  view  that 
onsolidated  regions  in  the  chest  were  con- 
luctors  of  sound,  pointing  out  that  voice 


sounds  reverberate  through  the  bronchi,  are 
reflected  by  the  bronchial  walls  and  initiate 
sympathetic  or  consonant  vibrations  in  the 
more  dense  regions.  He  recognized  that 
many  sounds  which  he  called  indeterminate 
had  no  clinical  value,  and  he  simplified  the 
terminology  of  pulmonary  sounds  and  rales. 
He  also  attempted  to  account  for  heart 
sounds  and  murmurs.  Skoda’s  studies,  in 
general,  led  to  a simplification  of  stetho- 
scopic  methods  which,  in  turn,  resulted  in  an 
increased  use  of  the  instrument  in  general 
diagnosis. 

Within  fifty  years  of  Laennec,  the  stetho- 
scope evolved  from  a clumsy  wooden  tube 
to  the  modern  type  of  instrument.  First, 
the  stethoscope  was  made  lighter,  having  a 
narrow  stem-like  tube  with  expanded  fun- 
nel-like extremities  for  application  to  the 
chest  and  ear.  This  type  of  instrument  con- 
tinued in  use  in  Europe  until  the  end  of  the 
century.  Certain  of  these  monaural  stetho- 
scopes were  arranged  in  the  seventies  so  that 
thermometers,  percussion  hammers  or  ples- 
simeters  could  be  carried  as  a single  unit. 
(Occasionally,  percussion  and  auscultation 
were  combined  by  listening  to  the  percussion 
sounds  through  the  stethoscope.)  Golding 
Bird  was  one  of  the  earliest  (1843)  to  con- 
nect the  expanded  aural  and  pectoral  ex- 
tremities of  the  instrument  by  a flexible 
tube.  Shortly  afterward,  stethoscopes  were 
designed  so  that  chest  sounds  could  be  heard 
with  both  ears.  Williams  of  London,  for 
a time,  used  a stethoscope  consisting  of  two 
metal  tubes  with  flattened  ear-pieces  joined 
to  a bell-shaped  pectoral  piece.  Leonard, 
in  1851,  had  a double  stethoscope  consisting 
of  two  gutta-percha  tubes  between  the  chest 
piece  and  ear-pieces.  The  ear-pieces  were 
kept  in  place  by  the  elasticity  of  the  tubes. 
Cammann  of  New  York  placed  a spring  be- 
tween the  tubes  to  hold  the  stethoscope  to 
the  head  and  devised  ear  knobs  to  fit  into 
the  auditory  meat!  The  modern  instru- 
ments are  but  modifications  of  the  Cammann 
model.  The  addition  of  a rim  of  soft  rubber 
to  the  chest  piece  allowed  the  instrument  to 
fit  the  convexity  of  the  chest  better.  Other 
instruments,  such  as  that  of  Scott  Alison, 
having  two  chest  pieces,  and  the  stethoscopes 
designed  to  adhere  to  the  chest  wall  through 
suction  devices,  have  proved  to  be  of  transi- 
torv  value,  as  have  those  designed  for  more 
than  one  listener.  For  a time,  clinicians 
differed  as  to  the  relative  importance  of  the 
earlv  monaural  type  of  stethoscope  and  the 
binaural  instruments.  The  insistence  of 
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Austin  Flint  and  others  that  two  ears  were 
better  than  one  eventually  led  to  the  wide- 
spread adoption  of  the  binaural  instrument. 

At  present,  mediate  auscultation  through 
the  use  of  the  stethoscope  and  percussion 
involving  the  use  of  the  plessimeter  or  the 
finger  are  routine  methods  with  which  every 
physician  is  acquainted.  Though  the  clin- 
ical laboratories  during  the  past  half  century 
have  introduced  new  methods  for  the  diag- 
nosis of  chest  diseases,  it  seems  likely  that 
such  methods  will  never  supplant  the  pre- 
liminarv  or  bedside  methods  of  examination 
which  percussion  and  auscultation  provide. 

— W.  L.  D. 


LEST  WE  WAKE  UP 

(Dr.  G.  S.  Gorsline  in  Calhoun  County  Medical 
Bulletin ) 

“It  is  not  a question  at  the  moment  as  to  whether 
the  doctors  are  favorable  to  health  insurance,  but 
in  view  of  the  fact  that  certain  very  questionable 
developments  are  apparent  in  other  states  and  in 
view  of  the  further  fact  that,  from  past  experience, 
we  may  well  be  afraid  that  we  as  a profession  will 
suddenly  awaken  some  day  to  the  fact  that  we  have 
been  handed  a piece  of  ill-advised  legislation  and 
that  the  laity  or  the  politicians,  or  both,  have  placed 
a collar  about  our  professional  necks  and  are  lead- 
ing us  in  any  direction  that  their  whim  may  indi- 
cate. If  by  study  and  early  experiment  we  are  fore- 
armed with  knowledge  and  will  stand  united  behind 
our  officers,  such  conditions  as  above  indicated  need 
not  happen.” 


HONORING  THE  DOCTOR 
( Detroit  News) 

A throng  of  Oceana  County  men  and  women  filled 
the  auditorium  of  the  Shelby  High  School  one  eve- 
ning last  week  to  express  their  regard  for  the  phy- 
sician who  had  brought  them  into  the  world.  Not 
all  of  Dr.  William  L.  Griffen’s  “babies”  could  be  pres- 
ent— he  counts  3,800  altogether,  many  of  them  are 
grandfathers  and  grandmothers  now.  But  enough 
appeared  to  make  the  occasion  distinctly  impressive. 
It  was  a deserved  tribute,  one  which  probably  could 
be  given  appropriately  by  similar  groups  to  mam- 
other  veteran  general  practitioners  scattered  up  and 
down  the  land. 

Doctors  who  make  careers  out  of  helping  meet  the 
familiar  crises  of  birth  and  death,  sickness  and  in- 
jure among  their  neighbors  can  be  found  in  all  com- 
munities, big  and  little.  They  serve  faithfully,  often 
obscurely,  and  with  too  little  reward.  Only  occa- 
sionally, as  at  Shelby,  do  the  patients  and  “babies” 
of  such  a man  awaken  to  realization  of  the  gratitude 
they  owe  for  a life  of  service. 


FEAR  OF  “STATE  MEDICINE” 

(The  United  States  Nezvs) 

Fear  of  “state  medicine”  or  of  public  control  of 
the  medical  profession  are  grounds  of  opposition 
offered  by  physicians  and  medical  organizations  in 
a number  of  States  to  programs  for  providing  med- 
ical care  from  public  funds  as  relief  measures.  This 
situation  is  reported  by  the  American  Public  Welfare 
Association,  which  is  cooperating  with  the  Julius 


Rosenwald  Fund  in  a survey  of  this  phase  of  public 
relief. 

The  Federal  Emergency  Relief  Administration  in- 
augurated the  Federal  relief  plan  last  year;  already 
millions  on  the  relief  rolls  are  receiving  free  care. 

In  twenty-one  States  the  FERA  plan  has  been 

adopted  for  caring  for  teeth,  eyes  and  general 
health ; ten  other  States  have  continued  their  own 
systems  of  medical  care  for  the  poor. 

Delays  in  the  work,  caused  by  conflicts  between 
relief  authorities  and  the  medical  profession,  are  re- 
ported from  nine  States.  In  two  of  these  States, 
cooperation  on  the  basis  of  a payment  plan  has  been 
refused  on  the  grounds  set  forth.  Taxpayers  also 
are  frequently  resistant  of  making  the  community 

responsible  for  health  care. 


PREVENTION 

’Twas  a dangerous  cliff,  as  they  freely  confessed, 
Though  to  walk  near  its  crest  was  so  pleasant ; 
But  over  its  terrible  edge  there  had  slipped 
A duke  and  full  many  a peasant. 

So  the  people  said  something  would  have  to  be  done, 
But  their  projects  did  not  all  tally. 

Some,  “Put  a fence  around  the  edge  of  the  cliff,” 
Some,  “An  ambulance  down  in  the  valley.” 

But  the  cry  for  the  ambulance  carried  the  day, 

-And  it  spread  through  the  neighboring  city; 

A fence  may  be  useful  or  not,  it  is  true, 

But  each  heart  became  brim  full  of  pity' 

For  those  who  slipped  over  the  dangerous  cliff. 

And  dwellers  in  highway'  and  alley' 

Gave  pounds  or  gave  pence,  not  to  put  up  a fence. 
But  an  ambulance  down  in  the  valley-. 

Then  an  old  sage  remarked : “It’s  a marvel  to  me 
That  people  give  far  more  attention 
To  repairing  results  than  to  stopping  the  cause, 
When  theyr’d  better  aim  at  prevention. 

“Let  us  stop  at  its  source  all  this  mischief,”  cried 
he, 

•“Come  neighbors  and  friends,  let  us  rally'; 

If  the  cliff  we  will  fence,  we  might  almost  dispense 
With  the  ambulance  down  in  the  valley'.” 

“O,  he’s  a fanatic,”  the  other  rejoined; 

Dispense  with  the  ambulance?  Never! 

He’d  dispense  with  all  charities,  too ; if  he  could. 

No,  no,  we’ll  support  them  forever ! 

Aren’t  we  picking  up  folks  just  as  fast  as  they'  fall? 

And  shall  this  man  dictate  to  us?  Shall  he? 
Why  should  people  of  sense  stop  to  put  up  a fence, 
While  the  ambulance  works  in  the  valley? 

— Joseph  Malixs  in  The  Public. 


SURGICAL  TREATMENT  OF  INGROWN 
TOENAILS 

E.  Lawrence  Keyes,  St.  Louis,  presents  the  results 
of  surgical  treatment  of  ingrown  toenails  in  110 
operations  performed  by  twenty-six  different  sur- 
geons  in  three  separate  institutions.  He  observed 
that  the  rate  of  recurrence  of  ingrowth  of  the  nail 
following  operation  is  high  and  that  the  rate  of  heal- 
ing of  many  of  the  operative  wounds  is  prolonged. 
The  rate  of  recurrence  was  13.6  per  cent.  The 
operative  wounds  required  an  average  of  nineteen 
days  to  heal.  Recurrences  were  attributed  either  to 
the  performances  of  an  operation  inadequate  in  type  1 
or  to  failure  at  operation  to  remove  the  necessary  I 
amount  of  nail-bearing  matrix  or  of  nail  wall.  No 
recurrence  could  be  ascribed  to  growth  of  new  nail 
from  eponychium.  Since  the  eponychium  ordinarily 
was  not  excised  at  operation,  this  structure  would 
seem  to  lack  the  nail-forming  function  attributed  to 
it  by  some  authors. — Journal  A.  M.  A.  (May  5, 
1934). 
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DRS.  McLEAN,  BIDDLE  AND  CAMPBELL 
FETED 

A pleasant  feature  of  the  Annual  Alumni  Clinic 
day  of  the  Detroit  College  of  Medicine  and  Surgery, 
now  the  Medical  Department  of  the  Wayne  Univer- 
sity, was  the  complimentary  dinner  honoring  Drs. 
Angus  McLean,  Andrew  P.  Biddle  and  Don  M. 
Campbell,  three  of  the  most  prominent  alumni  of  the 
College  whose  careers  ran  almost  parallel  for  about 
half  a century.  The  large  ballroom  of  the  Statler 
Hotel,  Detroit,  was  well  filled  in  honor  of  the  occa- 
sion. Dr.  J.  M.  Robb,  president  of  the  Alumni  Asso- 
ciation, acted  as  toastmaster.  Suitable  music  was 
rendered  by  two  pipers  in  Highland  costume,  Tem- 
pleton Moore,  tenor,  Harry  McDonald,  baritone,  ac- 
companied by  Dr.  Frank  MacKenzie  at  the  piano. 
Dr.  James  Inches  proposed  the  toast  to  the  three 
whom  the  chairman  designated  “the  three  muske- 
teers.” Dr.  Inches  was  in  good  vein  and  in  a rem- 
iniscent mood.  He  recalled  tin  careers  of  the  three 
guests  of  honor.  He  referred  to  the  humble  be- 
ginnings of  all  three  who  were  content  with  salaries 
from  two  to  twelve  dollars  a week  for  the  first  two 
or  three  years  of  their  professional  careers.  From 
these  humble  beginnings  the  careers  of  all  three  have 
been  marked  with  steady  progress  which  placed  them 
at  the  head  of  the  medical  profession  and  made 
them  nationally  known.  He  spoke  also  of  the  life- 
long friendship  that  existed  among  them  unmarred 
by  any  cloud  of  dissension ; of  their  mutual  assist- 
ance to  one  another,  of  their  capacity  for  friendli- 
ness that  makes  friends  of  all  with  whom  they  come 
in  contact.  Dr.  McLean,  he  said,  never  missed  a 
chance  to  do  a friend  a favor.  He  spoke  of  Dr. 
McLean’s  career,  first  on  the  health  commission  of 
the  city  and  his  record  on  the  board  of  education 
in  which  both  he  and  Dr.  Biddle  had  worked  to- 
gether for  the  unification  of  the  educational  factors 
of  Detroit  which  had  culminated  in  the  establishment 
of  the  Wayne  University.  Dr.  McLean  had  been  the 
recipient  of  many  honors  both  civic  and  military. 
Three  times  he  had  attended  the  International  Con- 
gress of  Military  Surgeons.  He  spoke  of  Dr.  Mc- 
Lean’s career  as  a surgeon  and  as  a preceptor  whose 
influence  produced  many  surgeons  among  the 
younger  men. 

Dr.  Don  M.  Campbell  through  his  ability  and  per- 
sonality has  achieved  the  largest  eye,  ear,  nose  and 
throat  practice  in  the  United  States.  As  a teacher 
of  ophthalmology  he  has  few  equals. 

Dr.  Biddle’s  career  was  marked  by  extreme  pa- 
triotism. During  the  past  one  hundred  years,  Dr. 
Inches  went  on  to  say,  there  was  not  an  instance 
in  which  Dr.  Biddle  had  not  an  ancestor  or  contem- 
porary relative  in  service  either  in  the  United  States 
army  or  navy.  Dr.  Biddle  had  himself  attended 
West  Point  looking  forward  to  a military  career. 
His  dreams  were  carried  out  in  the  traditions  of  his 
family.  Dr.  Biddle  had  been  President  of  the  Mich- 
igan State  Medical  Society  for  two  terms,  namely 
1917-1918.  Professionally  he  has  conferred  upon 
him  the  highest  office  in  the  gift  of  his  specialty, 
namely,  president  of  the  Dermatological  Society  of 
the  United  States.  He  also  enjoyed  the  unique  dis- 
tinction of  being  the  first  interne  in  Harper  Hos- 
pital. 

As  a matter  of  record  we  have  here  printed  a 
summary  of  the  careers  of  the  three  distinguished 
guests.  After  the  address  of  Dr.  Inches  each  of  the 
three  responded  in  a suitable  manner. 

Dr.  Andrew  Porter  Biddle 

Andrew  P.  Biddle,  a native  of  Detroit,  was  born 
February  25,  1862.  He  attended  schools  at  Grosse 
lie,  Geneva,  Switzerland,  Heidelberg,  Germany,  and 
the  old  Detroit  High  School  which  was  situated  in 


Capitol  Square.  Following  in  the  footsteps  of  a 
long  line  of  military  and  naval  ancestors,  he  entered 
the  U.  S.  Naval  Academy  at  Annapolis,  Maryland, 
in  1880,  but  did  not  finish  because  of  eye  trouble. 
Returning  to  Detroit  he  took  up  the  study  of  medi- 
cine, graduating  from  the  Detroit  College  of  Medi- 


Dr.  Andrew  P.  Biddle 
1916-1918. 

President,  Michigan  State  Medical  Society, 


cine  with  the  class  of  1886.  He  was  the  first  interne 
at  Harper  Hospital,  serving  from  1885  to  1887.  Dr. 
Angus  McLean  was  his  assistant,  beginning  his  in- 
terneship  in  1886.  In  1887  he  became  associated 
with  Dr.  J.  B.  Book,  who  was  then  Police  Surgeon. 

Five  years  later,  in  1892,  he  joined  the  Faculty 
of  the  Detroit  College  of  Medicine  as  Assistant  to 
the.  Chair  of  Dermatology  and  served  in  various 
positions  until  he  reached  the  chair  of  Professor 
Emeritus  of  Dermatology  in  1917.  Rising  through 
the  various  ranks  of  service  he  is  now'  consultant  on 
the  medical  staffs  of  the  Receiving  Hospital, 
Woman’s  Hospital,  Children’s  Hospital  of  Michigan, 
St.  Joseph’s  Mercy  Hospital,  the  Protestant  Chil- 
dren’s Home  of  Detroit,  and  to  the  Board  of  Health 
of  the  City  of  Detroit. 

In  keeping  with  the  traditional  family  interest  in 
military  and  naval  affairs  (two  brothers  are  grad- 
uates of  West  Point),  he  served  for  many  years  in 
the  Michigan  National  Guard.  When  the  National 
Guard  rendezvoused  at  Island  Lake  on  the  declara- 
tion of  War  with  Spain  in  April,  1898,  he  was  com- 
missioned Major  and  Surgeon  of  the  31st  Regiment, 
Michigan  Volunteer  Infantry,  by  Governor  Hazen 
S.  Pingree  and  served  with  the  regiment,  the  first  to 
leave  the  state,  during  the  severe  epidemic  of  typhoid 
fever  at  Camp  George  H.  Thomas,  Chickamauga 
Park,  Georgia.  From  1892  until  1897  he  wTas  U.  S. 
Pension  Examining  Surgeon  under  appointment 
from  President  Cleveland. 

Always  active  in  civic  affairs,  he  was  appointed  a 
member  of  the  State  Board  of  Health,  1913-1919, 
by  Governor  Ferris  (through  the  insistence  of  Dr. 
Angus  McLean)  and  from  1917  until  1925  he  served 
on  the  Board  of  Education,  being  its  president  in 
1918-1919.  In  1925  he  was  appointed  a member  of 
the  Detroit  Library  Commission,  serving  up  to  the 
present  time. 
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Interested  in  the  advancement  of  his  profession 
he  was  secretary  of  the  Michigan  State  Medical 
Society,  1900-1906;  then  as  counselor  and  in  1916- 
1918,  as  president,  being  the  only  man  to  serve  two 
terms  as  president.  He  was  active  in  enlisting  the 
physicians  of  the  State  for  service  in  the  World 


Dr.  Don  M.  Campbell 


War.  He  was  the  first  editor  of  the  Journal  of  the 
Michigan  State  Medical  Society  from  1902-1906. 

He  is  a member  of  the  Wayne  County  Medical 
Society,  the  Michigan  State  Medical  Society,  the 
American  Medical  Association;  a fellow  of  the  De- 
troit Academy  of  Medicine  (president  1911-1912, 
Fellow  of  the  American  College  of  Physicians,  mem- 
ber of  the  Detroit  Dermatological  Society  (first 
president  1922),  the  Chicago  Dermatological  Society, 
and  the  American  Dermatological  Association.  The 
latter  body,  in  making  Dr.  Biddle  their  president  in 
1925-1926,  bestowed  upon  him  the  greatest  honor  an 
American  dermatologist  can  obtain. 

He  is  a member  of  the  Naval  and  Military  Order 
of  the  Spanish  American  War  (Commander  of  the 
Michigan  Commanderv,  1927),  a member  of  the 
Hazen  S.  Pingree  Camp,  a Companion  of  the  Mili- 
tary Order  of  Foreign  Wars. 

Because  of  this  interest  in  education  which  in- 
cluded thirty  years  of  teaching  and  eight  years  on 
the  Detroit  Board  of  Education,  the  College  of  the 
City  of  Detroit  in  1929  conferred  upon  him  the 
honorary  degree  of  Doctor  of  Science.  For  many 
years  he  has  urged  the  creation  of  a LTniversity  from 
the  various  colleges  run  by  the  Detroit  Board  of 
Education,  and  was  able  to  see  this  done  when 
Wayne  LTniversity  was  established  within  the  last 
year. 

Dr.  Don  M.  Campbell 

Don  M.  Campbell  was  born  at  Wardsville,  On- 
tario, and  received  his  preliminary  education  at  the 
Windsor  Collegiate  Institute.  He  graduated  from 
the  Detroit  College  of  Medicine  in  1885,  a year  be- 
fore Drs.  Biddle  and  McLean.  He  too  interned, 
choosing  the  Emergency  Hospital,  then  located  at 
Gratiot  and  St.  Antoine.  After  the  interneship  he 
took  postgraduate  work  in  Edinburgh  and  London. 
At  Edinburgh  he  came  under  the  influence  of  Dr. 
Joseph  Bell,  a remarkable  diagnostician,  under  whom 
Conan  Doyle  also  served  and  who  became  the  in- 


spiration for  the  fictional  character  Sherlock  Holmes. 
Dr.  Bell  had  exceptional  powers  of  observation  and 
deduction,  and  many  stories  are  told  about  him. 
Because  a man  in  his  clinic  stood  with  his  hat  on, 
erectly,  and  answered  questions  directly  and  in  re- 
spectful tones  Dr.  Bell  expressed  the  conclusion  that 
he  had  been  recently  discharged  from  the  army, 
that  he  had  served  twenty  years  or  so  and  from 
other  observations  told  where  he  had  served.  The 
man  confirmed  each  deduction. 

Dr.  Campbell  was  the  first  graduate  of  the  De- 
troit College  of  Medicine  to  receive  the  L.R.C.S. 
and  L.R.C.P.  given  by  the  Royal  Colleges  at  Edin- 
burgh where  he  also  was  an  honor  student. 

Returning  to  Detroit  he  started  practice  with  Dr. 

C.  J.  Lundy  in  1887,  which  relationship  was  continued 
until  1890,  when  Drs.  Biddle,  McLean  and  Campbell 
opened  a combined  office.  This  relationship  was 
continued  for  fifteen  years. 

Dr.  Campbell  has  taught  at  his  Alma  Mater  for  I 
forty  years  and  since  1892  has  been  Professor  of 
Ophthalmology  and  Head  of  the  Department  of 
Ophthalmology.  He  is  the  dean  of  his  specialty  in 
this  region  and  has  been  preceptor  to  an  unusually 
large  group  of  men  training  for  special  practice  in 
the  eye,  ear,  nose  and  throat  field.  In  this  manner 
his  office  has  given  postgraduate,  special  education 
to  the  entire  state.  His  undergraduate  courses  have 
always  been  very  popular  and  unusually  instructive. 
He  has  a happy  faculty  of  establishing  friendship 
with  his  students  and  many  a student  has  left  his 
class  feeling  that  he  had  a personal  friend  on  the 
faculty  after  hearing  Dr.  Campbell  start  an  explana- 
tion with  his  oft-used  phrase,  “My  Boy.” 

He  has  been  a member  of  the  Wayne  County  Med- 
ical Society  since  1887  and  was  president  in  1914- 
1915.  He  is  a member  of  the  Michigan  State  Med- 
ical Society,  the  American  Medical  Association,  the 
Detroit  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Oto-Rhino-Laryngological  So- 
ciety, and  the  American  Otologic  Society. 

He  is  consultant  at  Harper,  Receiving,  Woman’s, 
and  Detroit  Eye,  Ear,  Nose  and  Throat  Hospitals. 
He  recently  received  the  honorary  degree  of  Doctor 
of  Science  from  the  College  of  the  City  of  Detroit. 


Dr.  Angus  McLean 

Angus  McLean  was  born  in  St.  Clair  County, 
Michigan,  April  4,  1862,  the  son  of  Donald  M.  Mc- 
Lean. He  graduated  from  the  Collegiate  Institute  • 
of  Strathroy.  Ontario,  in  1880  and  from  the  Detroit 
College  of  Medicine  in  1886.  He  interned  at  Harper 
Hospital,  where  he  served  under  Dr.  Biddle  in  1886 
and  1887.  In  1888  he  started  in  practice  with  Dr. 
H.  O.  Walker,  one  of  the  foremost  surgeons  of  the 
time.  Later  he  practiced  with  Dr.  T.  B.  Book  and 
then  took  postgraduate  work  in  Edinburgh. 

From  1888  to  1891  he  was  Citv  Physician;  in  1893 
he  was  appointed  by  President  Cleveland  Quarantine 
Inspector  for  the  Port  of  Detroit.  From  1895  to 
1901  he  was  Police  Surgeon;  from  1905  until  1913 
he  was  Professor  of  Clinical  Surgery  at  the  Detroit 
College  of  Medicine.  In  1905  Governor  Warner  ap- 
pointed him  to  the  State  Board  of  Health,  where 
he  served  until  1911,  and  he  was  appointed  to  the 
Detroit  Board  of  Health  by  Governor  Ferris  and 
served  until  he  went  overseas.  He  was  Attending 
Surgeon  to  Harper,  Providence,  and  Children’s  Hos- 
pitals for  many  years. 

He  has  been  elected  to  the  Detroit  Board  of  Edu- 
cation many  times  and  has  served  with  great  benefit 
to  the  schools. 

Doctor  McLean  has  a notable  war  record.  He 
organized  the  Harper  Hospital  unit  which  became 
Base  Hospital  Number  17  and  was  its  Commanding 
Officer.  He  was  sent  to  Italv  by  the  Surgeon  Gen- 
eral as  President  of  the  Medical  Commission  to  the 
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Italian  Armies.  He  received . citation  by  the  Adju- 
tant General  of  the  U.  S.  Army  for  heroic  work 
in  the  A.E.F.  By  appointment  he  was  Special  Sur- 
geon to  the  Peace  Commission  in  France  and  was 
detailed  by  General  Pershing  to  accompany  President 
Wilson  home  in  February,  1919.  In  1919  lie  received 


Dr.  Angus  McLean 

President,  Michigan  State  Medical  Society,- 
1920 


a Diploma  of  Honor  for  services  at  Dijon  and  was 
recommended  for  the  Legion  of  Honor  by  the 
French  Government.  In  1921  he  received  the  Dis- 
tinguished Service  Medal  from  Congress  and  was 
made  Corps  Surgeon  of  the  16th  Army  Corps  of  the 
6th  Corps  Area.  In  1929  he  was  one  of  four  dele- 
gates to  the  Fifth  International  Congress  of  Mili- 
tary Medicine  at  London  by  appointment  of  Presi- 
dent Hoover  and  he  attended  many  other  conven- 
tions in  Europe  that  year. 

Tn  1928  a reunion  of  Base  Hospital  Number  17 
was  made  a tribute  to  him,  at  which  time  he  received 
expressions  of  esteem  and  affection  from  large  num- 
bers of  his  associates,  including  General  Pershing 
and  the  Governor  of  Dijon. 

Among  the  honors  he  most  treasures  are  his  Dis- 
tinguished Service  Medal,  Knight  of  the  French 
Legion  of  Honor,  Honorary  membership  in  the  Fed- 
eration of  Soldiers  and  Sailors  of  France,  the  formal 
thanks  of  the  German  Red  Cross,  and  the  Medal 
from  the  Military  College  of  Medicine  and  Surgery 
of  the  LIniversity  of  Warsaw  that  is  the  emblem  of 
Fellowship  in  the  Polish  Brotherhood  of  Military 
Surgeons.  Dr.  McLean  was  elected  Honorary  Pro- 
fessor of  Military  Surgery  in  this  school  while  serv- 
ing as  delegate  from  the  United  States  to  the  Inter- 
national Congress  of  Medicine  and  Pharmacy  held 
in  Warsaw  in  1927. 

This  medal  was  presented  by  W.  Kozlowski, 
Polish  Consul  at  Detroit,  at  a meeting  of  the  Wayne 
County  Medical  Society.  At  that  time  a tabulated 
list  of  Dr.  McLean’s  military  honors  was  given  by 
Dr.  Biddle.  Among  these  were  included  letters 
from  Surgeon  General  Ireland  regarding  treatment 
of  British  troops,  mentioning  six  hundred  handled 
with  one  death,  and  from  King  George. 

Dr.  McLean  is  a member  of  the  Wayne  County 
Medical  Society,  the  Michigan  State  Medical  Society, 


the  American  Medical  Association,  and  a Fellow  of 
the  American  College  of  Surgeons.  He  has  been 
president  of  the  Wayne  County  and  the  Michigan 
State  Societies  (1920).  In  1921  he  organized  the 
Academy  of  Surgery  of  Detroit  and  was  its  first 
president. 

Many  of  the  most  capable  surgeons  in  the  state 
have  trained  under  Dr.  McLean  and  many  of  the 
hospital  staffs  are  headed  by  his  former  assistants. 
His  office,  like  that  of  Dr.  Campbell,  has  been  a 
veritable  postgraduate  school.  He  has  been  a fre- 
quent contributor  to  the  literature  of  surgery  and 
has  profoundly  influenced  the  profession  in  his  com- 
munity. 
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THE  CHILD  HEALTH  NURSING  PROJECT 

The  special  child  health  nursing  project  begun  in 
Michigan  on  February  1,  1934,  under  the  CWA,  to 
continue  for  two  months,  ended  on  April  1,  except 
in  the  case  of  20  nurses  who  were  given  an  exten- 
sion of  time  of  two  weeks1  to  enable  them  to  com- 
plete immunization  and  vaccination  programs. 

The  project  had  as  its  objective  the  improvement 
of  child  health  with  special  reference  to  nutrition, 
and  the  relief  of  unemployment  among  nurses.  One 
hundred  and  seven  nurses  were  employed,  ninety- 
nine  nurses  and  eight  supervisors.  They  worked  in 
79  counties  on  programs  planned  to  meet  the  needs 
of  the  communities.  Where  possible,  the  nurses 
were  assigned  to  a county  health  department  or  to  a 
county  nurse,  their  w'ork  to  supplement  that  of  the 
regular  unit.  Assistance  in  supervising  the  state  pro- 
gram was  given  by  the  entire  field  staff  of  nurses 
of  the  Bureau  of  Child  Hygiene  and  Public  Health 
Nursing  of  the  State  Department  of  Health. 

The  promotion  of  nutrition  of  children,  especially 
of  children  in  families  on  relief,  was  the  primary  ob- 
jective of  the  project,  but  any  phase  of  child  health 
that  needed  attention  in  a particular  community  was 
included  in  the  work.  With  the  exception  of  assist- 
ance to  the  local  physicians  in  the  immunization,  vac- 
cination, and  tuberculin  testing  programs,  the  work 
done  by  the  nurses  was  entirely  educational.  It  was 
based  largely  upon  home  calls.  Among  the  figures 
given  in  the  tabulated  report  of  the  project,  the 
following  are  particularly  significant : 

24,458  homes  visited 

10,194  children  tuberculin  tested  (work  done  by  local 
physicians  and  positive  tests  followed  by 
x-rays) 

8,736  children  vaccinated  against  smallpox 
18,772  children  given  complete  diphtheria  immuniza- 
tion, two  treatments  each. 

The  response  to  the  child  health  nursing  project 
was  very  gratifying.  Not  only  was  the  nursing 
service  appreciated  by  the  parents  of  the  children 
helped,  but  the  county  relief  administrators  found 
the  assistance  given  by  the  nurses  exceedingly  valu- 
able. At  least  eight  counties  have  continued  the 
service  temporarily  under  county  relief  funds,  and 
in  one  county  the  board  of  supervisors  assumed  the 
expense  of  carrying  on  the  service  for  an  additional 
month.  It,  temporarily  at  least,  aided  the  nurses 
also,  since  all  of  the  county  nurses  were  unemployed. 
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LABORATORY  CONTAINERS  TO  BE  REPLACED 

Physicians  who  have  been  inconvenienced  by  the 
loss  in  the  mails  of  specimens  sent  to  the  labora- 
tories of  the  Michigan  Department  of  Health  will 
welcome  the  announcement  that  the  present  con- 
tainers are  to  be  replaced  as  rapidly  as  possible  by 
the  type  formerly  used. 

The  containers  now  in  service,  adopted  because  of 
their  inexpensiveness,  have  failed  to  stand  up  under 
mailing  and  will  be  discarded  in  favor  of  the  type 
with  the  tin  screw  top.  These  do  not  allow  speci- 
mens to  be  lost  out. 

RESORT  INSPECTION 

The  only  resort  inspection  work  that  will  be 
carried  on  this  summer  will  be  that  done  by  local 
officials.  The  resort  sanitation  program  that  has 
been  been  a part  of  the  special  summer  program  of 
the  Bureau  of  Engineering  of  the  Michigan  Depart- 
ment of  Health  will  not  be  possible  this  year  because 
of  lack  of  appropriation.  , , 

The  highway  water  inspection  work  that  has  had 
as  its  objective  the  safeguarding  of  drinking  water 
supplies  used  by  motorists  will  also  be  suspended  tor 
this  year. 


GENERAL  NEWS  AND 
ANNOUNCEMENTS 


Dr.  W.  T.  Dodge  of  Big  Rapids  died  June  8. 

Dr.  f.  F.  Carrow  of  Cadillac  has  relocated  in 
Marion. 

The  Postmaster  at  Fife  Lake  in  Grand  Traverse 
County  reports  an  opening  for  a physician. 

Dr  Grover  C.  Penberthy  of  Detroit  has  been 
elected  a member  of  the  American  Surgical  Asso- 
ciation. 

The  preliminary  program  for  our  annual  meeting 
in  Battle  Creek,  September  11-13,  will  appear  in  the 
August  issue. 

Dr.  W.  G.  German,  pathologist  at  Blodgett  Hos- 
pital, Grand  Rapids,  sailed  June  1 for  two  months’ 
post  graduate  work  in  Europe. 

The  program  for  the  annual  meeting  of  the  Upper 
Peninsula  Medical  Society  will  be  found  in  the  space 
devoted  to  Society  Acti^ties. 

Scientific  exhibits  are  solicited  for  the  Battle  Creek 
annual  meeting.  Kindly  advise  the  State  Secretary 
as  to  amount  of  space  you  desire. 


Please  read  the  advertising  section  of  each  issue 
and  give  preference  to  the  advertising  firms  who 
patronize  you.  To  gain  this  income  your  support  is 
necessary. 

The  following  county  societies  publish  County 
Bulletins  imparting  programs  of  meetings,  reports 
and  local  activities:  Muskegon,  Oakland,  Jackson, 

Ingham,  Berrien,  Bay,  Kalamazoo,  Kent,  Wayne  and 
Calhoun. 


By  invitation,  Dr.  F.  C.  Warnshuis  will  deliver  an 
address  on  “Problems  and  Trends  in  Medical  and 
Dental  Economics”  at  the  general  session  of  the 


annual  meeting  of  the  American  Dental  Association 
in  Saint  Paul  on  August  8. 


At  the  Cleveland  A.  M.  A.  meeting  the  following 
officers  were  elected : Dr.  J.  S.  McLester  of  Ala- 
bama, president-elect ; Dr.  George  G.  Reinle,  Califor- 
nia, vice  president:  Drs.  Olin  West,  H.  L.  Kretsch- 
mer and  F.  C.  Warnshuis,  respectively,  secretary, 
treasurer  and  speaker.  Atlantic  City  was  selected 
for  the  1935  meeting  place. 


At  the  election  for  the  Ontario  legislature  June 
the  nineteenth,  eleven  physicians  were  among  the 
successful  candidates.  This  is  twelve  per  cent  of 
the  total  membership.  What  a wholesome  influence 
might  follow  if  twelve  per  cent  of  the  members  of 
the  Michigan  State  legislature  were  able  and  influ- 
ential members  of  the  Michigan  State  Medical  So- 
ciety. 


Detroit  has  been  the  place  of  meeting  of  two  Na- 
tional Medical  Associations  during  the  same  week. 
The  American  Institute  of  Homeopathy  and  the  Na- 
tional Eclectic  Medical  Association  held  their  annual 
meetings  during  the  week  June  eighteenth  to  the 
twenty-second.  The  American  Institute  of  Homeopa- 
thy was  founded  ninety  years  ago.  The  sessions,  ac- 
cording to  accounts  in  the  daily  press,  were  concerned 
with  problems  of  a social  and  economic  nature  large- 
ly as  well  as  methods  of  practice  peculiar  to  each. 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS 

The  American  College  of  Physicians  will  hold  its 
Nineteenth  Annual  Clinical  Session  in  Philadelphia, 
April  29-May  3,  1935.  Announcement  of  these  dates 
is  made  particularly  with  a view  not  only  to  appris- 
ing physicians  generally  of  the  meeting,  but  also  to 
prevent  conflicting  dates  with  other  societies  that  are 
now  arranging  their  1935  meetings.  Dr.  Jonathan 
C.  Meakins,  of  Montreal,  Que.,  is  president  of  the 
American  College  of  Physicians,  and  will  arrange 
the  program  of  General  Sessions.  Dr.  Alfred 
Stengel,  vice  president,  in  charge  of  medical  affairs 
of  the  University  of  Pennsylvania,  has  been  ap- 
pointed general  chairman  of  local  arrangements,  and 
will  be  in  charge  of  the  program  of  Clinics.  Mr. 
E.  R.  Loveland,  executive  secretary,  133-135  S.  36th 
Street,  Philadelphia,  Pa.,  is  in  charge  of  general  and 
business  arrangements,  and  may  be  addressed  con- 
cerning any  feature  of  the  forthcoming  session. 


POSTGRADUATE  REGISTRATION 

Attendance  at  the  postgraduate  courses  recently 
given  at  Ann  Arbor  and  Detroit  was  marked  by  the 
registration  of  the  following  doctors  in  the  courses 
indicated  : 

Diseases  of  Metabolism 

Ann  Arbor,  Michigan 
May  14-18,  1934 

Dr.  Frederick  W.  Bald,  Flint,  Mich. 

Dr.  W.  E.  Barstow,  St.  Louis,  Mich. 

Dr.  Frederick  J.  Burt,  Holly,  Mich. 

Dr.  C.  S.  Czarnecki,  Toledo,  Ohio 
Dr.  J.  S.  DeTar,  Milan,  Mich. 

Dr.  Robert  S.  Drews,  Detroit 

Dr.  Hugh  S.  Foley,  Dearborn,  Mich. 

Dr.  C.  R.  Gatley,  Pontiac,  Mich. 

Dr.  M.  R.  Hannum,  Milan,  Mich. 

Dr.  Don  V.  Hargrave,  Eaton  Rapids,  Mich. 

Dr.  L.  Mae  James,  Detroit 

Dr.  J.  F.  McCann,  Youngstown,  Ohio 

Dr.  Arthur  A.  McNabb,  Lawrence,  Mich. 

Dr.  Chas.  G.  Miller,  Sturgis,  Mich. 

Dr.  F.  W.  Morley,  Toledo,  Ohio 

Dr.  M.  W.  Neidus,  Youngstown,  Ohio 

Dr.  Elizabeth  N.  Newcomb,  Carleton,  Mich. 
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Dr.  A.  W.  Petersohn,  Battle  Creek,  Mich. 
Dr.  C.  S.  Sanborn,  Windsor,  Ont.,  Canada 
Dr.  Alden  G.  Sheets,  Eaton  Rapids,  Mich. 
Dr.  C.  M.  Spencer,  Scottville,  Mich. 

Dr.  B.  R.  Sleeman,  Linden,  Mich. 


Gynecology,  Obstetrics  and  Gynecological 
Pathology 

Detroit,  Michigan 

June  4-8,  1934 

Dr.  R.  Bailey,  St.  Clair  Shores,  Mich. 

Dr.  M.  S.  Ballard,  Grand  Rapids 

Dr.  G.  R.  Cheatham,  Johnson  City,  New  York 

Dr.  Peter  H.  Darpin,  Detroit 

Dr.  H.  D.  Giles,  Columbus,  Ohio 

Dr.  J.  I.  Humphries,  Windsor,  Ont.,  Canada 

Dr.  L.  Mae  James,  Detroit 

Dr.  J.  A.  Wm.  Johnson,  Newton,  Iowa 

Dr.  Sabina  Kessler,  Bay  City,  Mich. 

Dr.  L.  D.  MacRae,  Gagetown,  Mich. 

Dr.  J.  A.  McLandress,  Saginaw,  Mich. 

Dr.  Edw.  Mead,  Detroit 

Dr.  George  R.  Norton,  Birmingham,  Mich. 

Dr.  A.  W.  Petersohn,  Battle  Creek,  Mich. 

Dr.  R.  R.  Scott,  Ludington,  Mich. 

Dr.  T.  I.  Walton,  Bryan,  Texas 
Dr.  H.  L.  Williams,  Norwalk,  Ohio 

Proctology 

Detroit,  Michigan 
May  28- June  2,  1934 

Dr.  Fred  Beekel,  Cleveland,  Ohio 
Dr.  Eugene  S.  Browning,  Grand  Rapids 
Dr.  Haviland  Carr,  Covington,  Kentucky 
Dr.  Hector  M.  Chabut,  Jackson,  Mich. 

Dr.  Emor  L.  Cartwright,  Fort  Wayne,  Ind. 

Dr.  Guy  W.  DeBoer,  Grand  Rapids 

Dr.  E.  Donald,  Miami,  Florida 

Dr.  Lynn  A.  Ferguson,  Grand  Rapids 

Dr.  Neil  A.  Gates,  Ann  Arbor 

Dr.  Howard  B.  Hoffman,  Ludington,  Mich. 

Dr.  J.  F.  Heffernan,  Carleton,  Mich. 

Dr.  L.  Mae  James,  Detroit 

Dr.  George  W.  Leitch.  Milwaukee,  Wis. 

Dr.  Harry  Lieffers,  Grand  Rapids 

Dr.  Edward  D.  Maire,  Grosse  Pointe,  Mich. 

Dr.  P.  G.  Mainzer,  Erie,  Penna. 

Dr.  Howard  H.  McNeill,  Pontiac 

Dr.  Carl  R.  Martin,  Fountain  City,  Term. 

Dr.  A.  W.  Petersohn.  Battle  Creek,  Mich. 

Dr.  Donald  A.  Pollock.  Yale,  Mich. 

Dr.  Herman  G.  Rosenblum.  Flint,  Mich. 

Dr.  Manuel  G.  Spiesman,  Chicago,  111. 

Dr.  Ralph  V.  St.  John,  Grand  Rapids 

Dr.  Lawrence  E.  Turton,  Worthington,  Ohio 

Dr.  Frank  O.  Votey,  Grand  Rapfds 


OBITUARY 


DR.  E.  F.  PARTELLO 

Dr.  Edward  F.  Partello  of  Detroit  died  June  seven- 
eenth.  He  was  born  in  Washington,  D.  C.,  May  19, 
.865,  and  ohtained  his  medical  degree  from  the  Uni- 
versity of  Chicago.  He  served  as  a physician  in  the 
Spanish  American  War  with  the  American  Red 
Jross  and  later  was  physician  for  Ringling  Broth- 
ers’ Circus.  He  came  to  Detroit  twenty  years  ago 
rom  Grand  Rapids,  and  from  1918  until  about  1929 
vas  house  physician  for  the  Kunsky  Theaters.  He 
vas  a member  of  the  Wavne  County  Medical  So- 
:iety.  Survivors  are  his  wife,  Charlotte  W.,  and  five 
eons,  Egerton,  Frank,  Clinton,  Clyde,  and  Howard. 


DR.  GEORGE  O.  PRATT 

Dr.  George  O.  Pratt,  for  nearly  thirty  years  a 
Detroit  physician,  died  lune  5,  1934.  Dr.  Pratt  was 
>orn  in  Pontiac,  July  12,  1866.  He  came  to  Detroit 


as  a child  and  was  educated  there.  After  pursuing 
the  retail  drug  business  for  nearly  twenty  years  he 
studied  medicine  and  was  graduated  from  the  De- 
troit College  of  Medicine  in  1905.  He  continued  the 
practice  of  medicine  until  about  two  years  before  his 
death  when  he  became  ill.  He  was  a member  of  the 
Michigan  State  and  Wayne  County  Medical  Socie- 
ties. He  leaves  his  wife,  Mrs.  Alice  Pratt,  and  three 
children,  Dr.  George  K.  Pratt  of  New  York  City, 
and  Miss  Elizabeth  and  Glenn  B.  Pratt,  of  Detroit. 


OF  GENERAL  MEDICAL  AND 
SURGICAL  INTEREST 


THE  RESTORATION  OF  THE  GENERAL 
PRACTITIONER 

Dean  Lewis,  Baltimore,  points  out  that  during  the 
economic  depression  the  general  practitioner  (con- 
sultant) has  fared  better  than  the  specialist,  for  more 
people  have  discovered  that  they  could  be  treated  in 
their  homes ; his  overhead  has  not  been  high.  Many 
consultants  have  changed  their  point  of  view  and 
have  condescended  to  make  house  calls.  So,  as  far 
as  medicine  is  concerned,  the  economic  depression 
has  automatically  restored  some  of  the  old  order. 
The  author  believes  that  the  restoration  of  the  doc- 
tor should  begin  in  the  medical  school  as  he  should 
know  how  to  make  a diagnosis,  he  should  know  the 
natural  course  of  disease  and  how  to  observe  it, 
and  he  should  know  what  therapeutic  measures 
should  be  instituted  to  meet  the  indication  and  when 
they  are  to  be  employed.  During  the  past  few  years, 
emphasis  has  been  laid  on  the  laboratories.  This 
was  necessary  because  such  rapid  strides  had  been 
made  in  biochemistry,  biophysics,  bacteriology  and 
the  histologic  examination  of  tissue.  The  laborato- 
ries have  been  obtained  and  now  more  stress  should 
be  laid  on  the  clinic.  More  clinical  material  is 
required,  for  in  modern  medical  teaching  the  tech- 
nic of  diagnostic  procedures  is  no  longer  simply 
demonstrated ; but  they  are  learned  by  the  students 
and  practiced  by  the  student  until  these  procedures 
can  be  used  independently.  In  teaching  hospitals 
an  endowment  should  provide  the  required  number 
of  free  beds  and  the  patient  should  be  the  patient 
of  the  student,  who  under  strict  supervision  can  as- 
sume charge.  This  is  not  possible  under  any  scheme 
in  which  the  patient  pays  full  or  half  rates.  The 
medical  training  which  many  students  now  receive 
makes  the  doctor  dependent  on  hospitals,  laborato- 
ries, technicians,  nurses,  consultants1  and  specialists. 
These  distinctly  influence  the  attitude  of  students 
and  have  a deciding  influence  in  the  development  of 
specialism.  The  importance  of  physical  examina- 
tions cannot  be  overemphasized,  for  the  student  of 
medicine  who  observes  well,  percusses  well,  hears1 
acutely  and  feels  intelligently  has  advanced  far  in 
the  way  of  diagnostic  ability.  With  a due  appor- 
tioning of  diligence,  the  essentials  of  anatomy,  physi- 
ology and  pathology  can  be  mastered.  During  the 
brief  years  of  pupilage  the  details  of  the  various 
branches  cannot  be  grasped  so  that  all  cases'  can  be 
accurately  diagnosed  and  successfully  treated.  A 
deep  knowledge  of  pathology  is  the  foundation  stone 
of  diagnostic  ability.  Every  effort  should  be  made  to 
bring  these  practitioners  into  contact  with  hospital 
facilities.  LTnfortunately,  at  the  present  time  many  of 
these  men  from  the  day  they  begin  practice  are  ex- 
cluded from  hospital  services'.  The  medical  profes- 
sion is  largely  to  blame  for  the  development  of  spe- 
cialism and  the  eclipse  of  the  doctor,  for  during  the 
past  few  years  the  patient  has  been  educated  to  be- 
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lieve  that  the  specialist  is  the  last  word,  and  as  a 
result  patients  consult  specialists  first  rather  than 
the  doctor.  The  licensing  of  specialists  or  the  rec- 
ognition of  certain  qualities  which  specialists  should 
have  will  limit  considerably  their  number  and  in- 
crease the  number  of  doctors. — Journal  A.  M.  A. 
(March  31,  1934). 


MEDICINAL  TREATMENT  OF  COMMON 
COLD 

Harold  S.  Diehl,  Minneapolis,  shows  the  relatiye 
values  of  various  drugs  and  drug  combinations  in 
the  treatment  of  1 ,039  cases  of  acute  coryza,  262 
cases  of  subacute  or  chronic  colds,  114  cases  of  in- 
fluenza and  53  cases  of  acute  pharyngitis.  Of  the 
drugs  studied  only  opium  and  certain  alkaloids  de- 
rived from  it  seem  to  be  of  value  in  the  treatment 
of  acute  coryza.  Combinations  of  papaverine  with 
codeine,  papaverine  with  dilaudid,  and  papaverine 
with  morphine  were  followed  by  “definite  improve- 
ment” in  from  74  to  78  per  cent  of  the  cases.  For 
general  use  a combination  of  codeine  and  papaverine 
seems  most  desirable  because  of  the  high  percentage 
of  good  results  obtained  with  it,  its  low  toxicity,  and 
the  absence  of  danger,  or  at  least  of  “practical  dan- 
ger,” of  habituation  to  it.  Morphine  and  dilaudid 
(dihvdromorphinone  hydrochloride)  alone  were  fol- 
lowed by  definite  improvement  in  nearly  as  large  a 
proportion  of  cases  (73  and  72  per  cent,  respectively) 
but  each  was  distinctly  more  toxic  alone  than  when 
combined  with  papaverine.  Codeine,  papaverine, 
powdered  opium,  and  powder  of  ipecac  and  opium, 
were  followed  by  definite  improvement  in  from  56 
to  61  per  cent  of  cases.  The  toxicity  of  these  drugs 
is  in  the  following  order:  codeine,  powdered  opium, 
powder  of  ipecac  and  opium  and  papaverine,  with 
codeine  practically  as  toxic  as  morphine.  Pgwder  of 
ipecac  and  opium,  although  of  value  in  the  treat- 
ment of  acute  colds,  is  no  more  beneficial  than  the 
same  amount  of  powdered  opium  without  the  ipecac. 
Sodium  bicarbonate,  acetylsalicylic  acid  and  a combi- 
nation of  acetylsalicylic  acid-acetphenetidin-caffeine 
give  little  if  any  better  results  in  the  treatment  of 
acute  coryza  than  the  lactose  tablet  used  as  a control, 
each  being  followed  by  definite  improvement  in  from 
35  to  42  per  cent  of  cases.  A computation,  based 
on  incomplete  reports  of  time  lost  from  their  usual 
activities  by  patients  who  received  the  various  medi- 
cations suggests  that  it  may  be  possible  with  codeine- 
papaverine  or  dilaud-papaverine  combinations  to  re- 
duce materially  the  amount  of  time  lost  as  a result 
of  acute  colds.  None  of  the  medications  studied 
seem  to  be  of  benefit  in  subacute  or  chronic  colds. 
Morphine  was  tried  in  influenza  but  was  of  no  value. 
The  number  of  cases  of  pharyngitis  treated  were 
too  few  to  justify  conclusions,  but  none  of  the  drugs 
seemed  of  value. — Journal  A.  M.  A. 


THE  TEACHING  OF  INDUSTRIAL  HYGIENE 

Leverett  D.  Bristol,  New  York,  states  that  of 
eighty-five  medical  and  public  health  Schools  in  the 
United  States  and  Canada  covered  in  his  study,  in- 
formation has  been  received  from  sixty-six  witfi  ref- 
erence to  the  teaching  of  industrial  hygiene ; of  the 
sixty-six,  only  thirteen  schools  give  separate  courses 
in  industrial  hygiene;  twenty-four  medical  schools 
assign  one  or  more  separate  lectures'  to  industrial  hy- 
giene in  their  general  public  health  or  hygiene 
courses ; eighteen  schools  give  only  brief  attention 
to  industrial  hygiene,  and  another  twenty-one,  to- 
gether with  a number  of  schools  unheard  from,  ap- 


parently give  no  instruction  in  this  subject.  Field 
visits  to  industrial  plans  for  inspections  and  surveys 
should  be  to  the  teaching  of  industrial  hygiene  what 
hospital  ward  rounds  are  to  the  teaching  of  clinical 
medicine;  fifteen  schools  report  that  they  make  such 
field  trips  available.  Medical  and  public  health 
schools  that  give  instruction  in  this  subject  should 
cultivate  the  friendly  cooperation  of  local  industries 
in  order  to  enhance  their  facilities  for  field  training 
of  students  in  industrial  hygiene.  Instruction  in  in- 
dustrial hygiene,  including  industrial  medicine,  in- 
dustrial sanitation,  industrial  toxicology  and  other 
subjects,  at  least  in  graduate  schools  of  public  health 
and  when  economically  feasible,  should  be  organized 
under  one  separate,  independent  department  of  in- 
dustrial hygiene  with  a fulltime  professor  as  co- 
ordinator and  director.  He  should  be  a physician 
with  experience  in  industrial  health  administration, 
and  in  the  larger  universities  he  might  also  serve  as 
the  director  or  teacher  of  courses'  on  this  subject  in 
medical,  nursing,  business  or  other  schools.  Detailed 
subject  matter  and  methods  of  teaching  industrial 
hygiene  must  be  based  on  local  conditions',  facilities 
and  needs  as  well  as  on  knowledge  of  the  elements 
of  an  adequate  industrial  health  program.  Industrial 
hygiene  should  involve  primarily  a program  of 
health  conservation  and  of  disease  and  accident  pre- 
vention. It  is  a matter  of  preventing  the  common 
diseases  and  mishaps  of  adult  life  and  of  building  up 
positive  health  and  encouraging  the  development  of 
proper  health  habits  among  working  people  in  gen- 
eral. Industrial  hygiene,  including  industrial  medi- 
cine, will  become  what  physicians  and  medical  edu- 
cators help  the  business  man  and  industrial  worker 
to  make  it.  In  this  connection,  opportunities  and  re- 
sponsibilities are  unlimited  for  the  development  of 
the  right  sort  of  leadership  among  future  genera- 
tions of  medical  students. — Journal  A.  M.  A.  (March 
31,  1934). 


ABDOMINAL  PAIN:  II.  THE  SENSITIVE 

REGIONS  IN  THE  ABDOMEN  AND  WAYS 
IN  WHICH  THEY  MAY  BE  STIM- 
ULATED TO  PRODUCE  PAIN 

Walter  C.  Alvarez,  Rochester,  Minn.,  points  out 
that  the  main  sensory  pathways  out  of  the  upper 
part  of  the  abdomen  lie  along  the  major  splanchnic 
nerves.  Most  of  the  sensory  nerves  in  the  abdomen 
probably  do  not  belong  to  the  autonomic  system  and 
are  no  different  from  those  in  the  rest  of  the  body. 
Evidence  is  accumulating  to  show  that  certain  types 
of  severe  and  intractable  pain  are  due  to  some  ab- 
normality in  the  sympathetic  nerves.  The  abdominal 
viscera  are  insensitive  to  such  stimuli  as  cutting, 
crushing  and  burning.  The  few  sensory  nerve  end- 
ings present  are  associated  mainly  with  arteries.  The 
parietal  peritoneum  is  wrell  supplied  with 'nerves.  If 
a stimulus  to  an  abdominal  organ  is  to  be  sensed  as 
pain,  it  must  be  applied  over  an  area  wide  enough 
to  affect  many  of  the  scattered  nerve  endings.  Much 
of  the  pain  produced  by  distention  of  the  intestine 
appears  to  be  due  to  tension  on  the  root  of.  the 
mesentery.  The  stomach  is  normally  so  insensitive 
to  acids  and  other  irritants  that  it  is  difficult  to  ex- 
plain the  pain  of  ulcer.  As  yet  no  one  of  the  ex- 
planations proposed  is  adequate  or  satisfying.  The 
salient  fact  is  that  at  times  the  nerves  appear  to 
become  so  sensitized  that  pain  can  be  felt  even  in  the 
absence  of  strong  acid  or  of  a defect  in  the  mucous 
membrane  of  the  stomach  and  duodenum.  Pain  is 
produced  in  a hollow  organ  when  powerful  contrac- 
tions struggle  to  force  material  past  an  obstruction; 
it  is  produced  also  by  rapid  distention  or  by  tension 
on  the  mesentery.  The  distribution  of  sensory 
nerves  in  the  abdomen  follows  somewhat  the  orig- 
inal segmental  arrangement  existing  in  the  embryo. 
For  this  reason  pain  that  arises  in  the  stomach, 
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duodenum  and  gallbladder  is  usually  felt  above  the 
navel,  and  pain  arising  in  the  colon  is  usually  felt 
below  the  navel.  This  point  is  helpful  in  diagnosis. 
Pain  arising  in  the  appendix  itself  is  usually  felt 
around  the  navel,  while  pain  arising  in  the  peritoneal 
covering  of  the  organ  or  in  the  cecum  is  felt  in  the 
right  lower  quadrant  of  the  abdomen.  Long  con- 
tinued pain  and  soreness  around  the  cecum  should 
suggest  the  presence  not  of  appendicitis  but  of 
chronic  perityphlitis,  or  typhlitis,  or  of  disease  some- 
where along  the  parietal  (not  mesenteric)  sensory 
nerve  tracts  supplying  the  cecal  region.  The 
mechanism  of  biliary  colic  is  not  clear.  Such  colic 
is  seen  in  the  absence  of  gallstones,  in  the  absence 
of  a gallbladder  and,  rarely,  even  in  the  absence  of 
most  of  the  common  bile  duct.  Experimental  disten- 
tion of  the  gallbladder  usually  does  not  produce 
pain,  but  distention  of  the  ducts  does  produce  pain. 
What  is  puzzling  is  that,  in  most  of  the  experiments 
that  have  been  done,  this  pain  has  not  radiated  typi- 
cally to  the  right  scapula.  The  solid  organs  of  the 
abdomen  are  so  insensitive  that  the  only  thing  that 
seems  to  cause  pain  in  them  is  either  rapid  distention 
of  the  capsule  or  the  extension  of  inflammation  from 
them  to  adjacent  parietal  peritoneum.  Some  forms 
of  abdominal  pain  are  due  to  the  accumulation  of 
irritant  metabolites  or  toxins  in  the  tissues.  Pain 
may  also  be  caused  by  any  disease  or  spasm  in 
arteries  which  leads  to  injury  of  the  tissues  through 
the  development  of  ischemia. — Journal  A.  M.  A. 
(April  28,  1934). 


MODERN  CLINICAL  SYPHILOLOGY.  John  H.  Stokes, 
M.D.,  Duhring  Professor  of  Dermatology  and  Syph- 
ilology,  University  of  Pennsylvania ; Member,  Commis- 
sion on  Syphilis  and  Cognate  Diseases,  League  of  Na- 
tions Health  Organization.  Second  Edition,  Revised  and 
Entirely  Reset.  1,400  pages  with  973  illustrations  and 
text  figures.  Philadelphia  and  London : W.  II.  Saunders 
Company,  1934.  Cloth,  $12.00  net. 

It  is  not  too  much  to  say  that  this  is  the  largest 
single  volume  on  any  one  disease  and  its  manifes- 
tations that  has  appeared  in  the  English  language. 
Some  one  has  said  study  syphilis  and  all  else  will 
be  added  unto  you.  This  second  edition  is  the  result 
of  three  years’  revision  of  the  matter  which  appeared 
in  the  first.  Every  aid  to  diagnosis  as  well  as  meth- 
ods of  treatment  are  given,  not  to  mention  full 
treatment  of  the  protean  pathology  of  syphilis. 


THE  COLLECTED  PAPERS  OF  THE  MAYO  CLINIC 
AND  THE  MAYO  FOUNDATION:  Volume  XXV 

(Papers  of  1933 — Published  1934).  Edited  by  Mrs.  Maud 
H.  Mellish-Wilson  and  Richard  M.  Hewitt,  B.A.,  M.A., 
M.D.  Octavo  of  1.230  pages  with  210  illustrations.  Phil- 
adelphia and  London.  W.  B.  Saunders  Company,  1934. 
Cloth,  $11.50  net. 

These  collected  papers  of  the  Mayo  Clinic  cover 
almost  every  phase  of  medicine  and  surgery.  They 
represent  a valuable  selection  from  the  work  of  the 
Mayo  staff  of  over  two  hundred  workers.  The  table 
of  contents  resembles  that  of  a work  on  Practice  of 
Medicine.  It  is  virtually  a textbook  on  the  practice 
of  medicine  and  surgery  newly  written  each  year. 
Those  who  have  procured  former  volumes  will  look 
forward  to  Volume  XXV,  which  is  the  peer  of  the 
best  of  its'  predecessors. 
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MEDICAL  CLINICS  OF  NORTH  AMERICA.  (Issued 
serially,  one  number  every  other  month.)  Volume  17, 
Number  6.  Chicago  Number,  May,  1934.  INDEX 
VOLUME.  Octavo  of  266  paces  with  38  illustrations. 
Per  clinic  year  July,  1933,  to  May,  1934.  Paper  $12.00; 
Cloth,  $16.00  net.  Philadelphia  and  London.  W.  B. 
Saunders  Company,  1934. 


MEDICAL  CLINICS  OF  NORTH  AMERICA.  (Issued 
serially,  one  number  everv  other  month.)  Volume  17, 
Number  1.  (Cleveland  Clinic  Number,  January,  1934.) 
Octavo  of  253  pages  with  53  illustrations.  Per  clinic 
year  July,  1933,  to  May,  1934.  Paper,  $12.00;  Cloth, 
$16.00  net.  Philadelphia  and  London:  W.  B.  Saunders 
Company,  1934. 


HUMAN  EMBRYOLOGY  AND  MORPHOLOGY.  Sir 
Arthur  Keith,  M.D.,  F.R.S.,  LL.D.,  D.Sc.,  F.R.C.S.; 
Master  of  the  Buckston  Browne  Research  Farm;  for- 
merly Conservator  of  the  Museum  and  Hunterian  Pro- 
fessor, Royal  College  of  Surgeons  of  England.  5th  ed., 
535  ill.,  558  pp.  Baltimore,  William  Wood  & Co.,  1933, 
$10.00. 

No  other  book  in  English  interprets  as  well  as 
this  does  the  significance  of  human  anatomy.  The 
work  is  more  than  its  title  might  suggest.  It  is  not 
so  much  a descriptive  embryology  text  as  a guide 
to  the  plan  of  organization  and  development  and 
evolutionary  value  of  anatomical  structure.  Infor- 
mation on  comparative  anatomy,  developmental 
anomalies  and  embryology  is  synthesized  to  produce 
a background  against  which  medical  school  human 
anatomy  should  acquire  a new  importance.  Both 
physicians  and  students  will  profit  from  its  reading. 
The  preceding  (1923)  English  edition  of  Keith’s 
work  was  a valuable  addition  to  anatomical  litera- 
ture ; the  present  expanded  but  compact  work  should, 
in  view  of  its  American  publication,  receive  wide 
popularity  in  this  country. 

W.  T.  D. 


ATLAS  OF  EXTERNAL  DISEASES  OF  THE  EYE. 
Humphrey  Nearne,  F.R.C.S..  Hon.  Ophthalmic  Surgeon 
Royal  London  Ophthalmic  Hospital.  Senior  Hon.  Oph- 
thalmic Surgeon  University  College  Hospital,  London. 
110  pages,  51  colored  plates,  price  $5.00.  Philadelphia. 
P.  Blakiston’s  Son  and  Company,  Inc.,  1934. 

This  little  work  will  be  found  of  value  to  the 
general  practitioner  as  well  as  to  the  ophthalmolo- 
gist. There  are  many  conditions  noted  that  wisely 
he  will  not  undertake  to  treat,  yet  that  does  not 
mean  that  an  attempt  should  not  be  made  to  diag- 
nose. The  illustrations  are  as  true  to  the  appearance 
of  the  actual  pathology  as  possible  to  make  them. 
Each  picture  is  accompanied  by  a brief  description 
giving  symptoms,  diagnosis,  pathology,  prognosis  and 
treatment. 


RADIOGRAPHIC  EXPLORATION  OF  THE  MUCOSA 
OF  THE  GASTRO-INTESTINAL  TRACT.  The  Cole 
Collaborators,  including  Lewis  Gregory  Cole,  M.D., 
Robert  E.  Pound,  M.D.,  William  Gregory  Cole,  M.D., 
Russell  R.  Morse,  M.D.,  Courtenay  I.  Headland,  M.D., 
and  Ames  William  Naslund,  M.D.  Price,  cloth  $7.50. 
Three-quarters  Morocco  $10.00.  Pages,  336,  over  250 
illustrations.  The  Bruce  Publishing  Company,  Saint  Paul 
and  Minneapolis,  1934. 

“The  object  of  this  book,”  writes  the  senior  col- 
laborator in  the  preface,  “is  to  describe  and  analyze 
the  fundamental  roentgenographic  principles  on 
which  the  diagnosis  of  various  lesions  must  be 
based  and  to  correlate  the  anatomic,  pathologic  and 
roentgenographic  findings.”  The  work  does  not  deal 
with  roentgenologic  diagnosis  of  the  various  gas- 
tro-intestinal  lesions  as  such.  Its  purpose  is  rather 
an  exposition  of  the  fundamental  principles  under- 
lying roentgenologic  diagnosis  of  conditions  which 
may  affect  the  alimentary  tract.  The  standing  of  the 
personnel  of  authorship  jt  once  recommends  the 
work  to  every  roentgenologist  wherever  located. 
The  work  is  also  recommended  to  the  surgeon  or 
internist  who  would  familiarize  himself  with  the 
principles  fundamental  to  roentgenologic  diagnosis 
of  lesions  affecting  the  gastro-intestinal  tract.  The 
first  chapter  is  devoted  to  methods  of  study  of  the 
gastro-intestinal  mucosa,  including  a description  of 
apparatus  and  technic.  Then  follows  a splendidly 
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illustrated  chapter  presenting  important  anatomic 
data  from  the  roentgenologic  viewpoint.  Two  lengthy 
chapters  deal  with  findings  observed,  in  which 
chapters  are  described  the  lumen  of  the  tract  as  seen 
in  profile,  the  pliability  of  the  mucosa  to  peristalsis, 
the  pattern  of  the  mucosal  folds  or  rugae,  caliber  of 
the  lumen  of  the  small  intestine,  the  ileocecal  valve, 
the  physiologic  function  of  the  coats  of  the  small 
intestine  and  correlation  of  anatomic  and  roentgen- 
ologic findings.  The  fifth  and  last  chapter  is  an 
evaluation  and  correlation  of  the  four  fundamental 
findings  observed  in  the  exploration  of  the_  gastro- 
intestinal mucosa.  The  roentgenologist  will  read 
with  especial  interest  the  section  which  includes  a 
translation  of  a study  by  Gosta  Forssell  (Sweden), 
known  personally  to  a number  of  roentgenologists 
in  this  state,  in  which  the  senior  author  engages  in 
controversial  discussion.  Probably  in  no  other  med- 
ical or  surgical  specialty  is  the  matter  of  crafts- 
manship so  important  as  in  roentgenologic  textbooks 
and  journals.  The  reasons  are  obvious.  The  publish- 
er of  Radiologic  Exploration  of  the  Gastro-Intestinal 
Mucosa  is  deserving  of  the  highest  commendation 
in  his  masterpiece  of  the  bookmaker’s  art.  The  work 
will  prove  invaluable  to  the  roentgenologist  and  to 
others  who  value  a basic  study  of  the  alimentary 
tract  by  means  of  the  x-rays.  The  book  is  dedi- 
cated to  the  late  Dr.  P.  M.  Hickey  of  Detroit  and 
Ann  Arbor.  The  frontispiece  is  an  excellent  repro- 
duction of  a photograph  of  Dr.  Hickey. 


A PRACTICAL  TREATISE  ON  DISEASES  OF  THE 
SKIN  FOR  THE  USE  OF  STUDENTS  AND  PRAC- 
TITIONERS. Oliver  S.  Orensby,  M.D.,  Clinical  Pro- 
fessor and  chairman  of  the  Department  of  Dermatology, 
Rush  Medical  College  of  the  University  of  Chicago; 
with  revision  of  the  Histopathology  by  Clark  Wylie 
Finnereud.  Fourth  edition,  thoroughly  revised.  Illus- 
trated with  619  engravings  and  three  color  plates,  1288 
pages.  Lea  and  Febiger,  Philadelphia,  1934. 

Before  describing  the  different  skin  diseases  the 
author  devotes1  over  a hundred  pages  to  the  follow- 
ing subjects:  Anatomy  and  Physiology,  General 

Symptomatology,  General  Etiology,  Pathology,  Di- 
agnosis, Prognosis  and  Treatment:  A mastery  of 
these  introductory  chapters  will  greatly  facilitate 
comprehension  of  the  thousand  or  more  pages  which 
follow,  in  which  are  discussed  the  numerous  dis- 
eases peculiar  to  the  skin.  Thirty-six  new  skin  dis- 
eases are  included  in  this  revision  of  this  work.  The 
author  describes  in  detail  such  methods  of  general 
therapeutics  as : Roentgen  Rays,  Grenz  Rays  and 

radium  phototherapy,  vaccine  therapy  and  also  the 
technic  for  treatment  with  liquid  air  and  solidified 
carbon  dioxide.  The  descriptions  of  the  various  der- 
matoses are  concise  and  complete.  The  work  cannot 
be  too  highly  recommended  for  the  general  practi- 
tioner who  meets  in  his  practice  the  numerous  skin 
diseases  which  in  many  instances  are  referred  to  the 
dermatologist.  As  a single  volume  text  it  will  be 
found  invaluable  to  the  medical  student. 


OBSTETRIC  MEDICINE.  The  Diagnosis  and  Management 
of  the  Commoner  Diseases  in  Relation  to  Pregnancy. 
Edited  by  Fred  L.  Adair,  M.A.,  M.D.,  F.A.C.S.,  Mary 
Campau  Ryerson  Professor  of  Obstetrics  and  Gynecol- 
ogy; Chairman,  Dept,  of  Obstetrics  and  Gynecology, 
University  of  Chicago;  Chief  of  Service,  Chicago  Lying- 
In  Hospital;  and  Edward  J.  Stieglitz,  M.S.,  M.D., 
F.A.C.P.,  Assistant  Clinical  Professor  of  Medicine,  Rush 
Medical  College  of  the  University  of  Chicago;  Assistant 
Attending  Physician,  Presbyterian  Hospital;  Attending 
Physician,  Chicago  Memorial  Hospital;  formerly  Attend- 
ing Internist  to  the  Chicago  Lying-In  Hospital.  Octavo 
743  pages,  illustrated.  Published  1934.  Cloth,  $8.00  net. 
Lea  and  Febiger,  Philadelphia,  Pa. 

What  is  obstetric  medicine?  The  answer  of  course 
is  general  medicine  as  it  concerns1  the  pregnant 
woman.  It  will  be  noted  that  the  editors  of  this 
volume,  to  which  there  are  thirty-nine  contributors, 
are  an  obstetrician  and  gynecologist,  and  an  internist. 
The  multiple  authorship  includes  many  of  the  most 


noted  names  in  American  medicine  and  obstetrics 
and  gynecology.  This  work  fills  a need,  inasmuch 
as  we  know  of  no  other  single  volume  which  deals 
with  the  same  subject.  Works  on  obstetrics  and 
works  on  internal  medicine  we  have.  The  present 
volume,  however,  is  in  a sense  a correlation  of  the 
two,  with  the  exception  that  the  technic  of  obstetrics 
is  left  for  the  special  volumes  on  the  subject. 


MEDICINE  A VOYAGE  OF  DISCOVERY.  By  Josef  Lobel, 
M.D.  Farrar  & Rinehart,  on  Murray  Hill,  New  York. 

During  the  past  decade  or  two  several  popular 
works  on  medicine  have  appeared  of  very  high 
merit,  in  this  country.  Their  titles  are  well  known. 
“Medicine  a Voyage  of  Discovery”  is  a German  book 
along  the  same  line.  The  present  volume  is  a trans- 
lation. Among  the  subjects  dealt  with  in  a very 
entertaining  way  are : Medicine,  Anatomy,  Physi- 
ology, Pathology  including  Cellular  Pathology,  Bac- 
teriology, Serology,  Surgery,  Endocrinology,  The 
Theory  of  Constitution,  Psychoanalysis  and  Per- 
sonality. The  translation  has  been  very  carefully 
done  into  idiomatic  English.  The  result  is  a volume 
that  doctors  will  find  of  interest  and  one  that  can 
be  recommended  to  the  curiously  intelligent  patient. 


CORRECTIVE  PHYSICAL  EDUCATION.  By  Josephine 
Langworthy  Rathbone,  M.A.,  Instructor  in  Physical  Edu- 
cation, Teachers’  College,  Columbia  University.  Illus- 
trated. W.  B.  Saunders  Company.  Philadelphia  and 
London,  1934. 

This  book  is  intended  for  students  of  physical  edu- 
cation and  physical  therapy.  The  contents  are  based 
on  medical  literature  and  therefore  we  take  it  are 
in  conformity  with  the  best  medical  teaching  of  the 
present  day.  We  have  here  described  exercises  for 
the  correction  or  compensation  of  physical  defects, 
exercises  that  can  for  the  most  part  be  performed 
without  medical  apparatus. 


MODERN  DRUG  ENCYCLOPEDIA  AND  THERAPEUTIC 
GUIDE.  A presentation  of  8,160  modern,  non-pharma- 
copeal,  medicinal  preparations,  comprising:  1,878  drugs 
and  chemicals,  535  biologicals,  860  endocrines,  1,563 
ampule  medicaments.  209  medical  foods,  129  mineral 
. waters,  2,344  individual  and  group  allergens  and  642 
miscellaneous  products.  Jacob  Gutman,  M.D.,  Phar.D., 
F.A.C.P.  For  the  use  of  physicians,  dentists,  pharma- 
cists and  medical  students.  Paul  B.  Hoeber,  Inc.,  New 
York.  Price  $7.50. 

The  title  of  this  book  fairly  describes  the  scope 
of  its  contents.  It  is  in  every  sense  of  the  term  a 
drug  encyclopedia.  It  contains  nearly  1,400  pages 
of  reading  matter  well  classified  and  indexed.  In 
addition  to  the  index  of  drugs,  which  is  very  full, 
there  is  also  a very  complete  index  of  therapeutic 
indications.  The  book  contains  a vast  amount  of 
available  information  on  the  subject  of  drugs. 


RECENT  ADVANCES  IN  MEDICINE.  Clinical  Laboratory 
Therapeutic.  G.  E.  Beaumont,  M.A.,  D.M.  (Oxon.l. 
F.R.C.P.,  D.P.H.,  London,  Physician,  with  charge  of 
Out-Patients,  Middlesex  Hospital;  Physician  to  the  Hos- 
pital for  Gonsumption  and  Diseases  of  the  Chest, 
Brompton;  Medical  Tutor,  Middlesex  Medical  School; 
sometime  Radcliffe  Traveling  Fellow,  University  of 
Oxford;  and  E.  C.  Dodds,  M.V.O.,  D.Sc.,  Ph.D., 
F.R.C.P.,  Courtauld  Professor  of  Biochemistry  in  the 
University  of  London;  Dir.  of  Courtauld  Institute  of 
Biochemistry,  Middlesex  Hospital;  Pathologist  to  the 
Royal  National  Orthopedic  Hospital;  Goulstonian  Lec- 
turer, Royal  College  of  Physicians.  Seventh  Edition. 
58  illustrations.  P.  Blakiston’s  Son  and  Co.,  Philadel- 
phia, Pa. 

The  series  of  “Recent  Advances”  by  Blakiston 
are  too  well  known  to  require  any  lengthy  descrip- 
tion. The  monographs  on  the  various  subjects  bring 
the  subjects  up  to  date  whenever  there  is  sufficient 
advancement  to  warrant  recording  it.  The  present 
little  work  of  480  pages  is  the  seventh  edition.  Over 
100  pages  of  fresh  material  has'  been  incorporated 
since  the  last  edition  of  three  years  ago.  This  work 
includes  all  the  newer  methods  of  clinical  examina- 
tion, which  fact  makes  it  a convenient  handbook  for 
everyone  engaged  in  the  practice  of  medicine. 
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ARTICLE  2— PURPOSE 

Section  1.  The  purposes  of  this  Society  are  to  promote  the  science  and  art  of  medicine,  the 
protection  of  public  health  and  the  betterment  of  the  Medical  Profession;  and  to  unite  with  simi- 
lar organizations  in  other  States  and  Territories  of  the  United  States  to  form  the  American 
Medical  Association. 


114tli  Annual  Meeting:  This  issue  con- 

tains the  program  for  our  114th  annual 
meeting  to  be  held  in  Battle  Creek  Septem- 
ber 11  to  13.  The  completed  program  will 
be  published  in  the  September  issue.  This 
issue,  the  Battle  Creek  number,  also  con- 
tains articles  on  Battle  Creek,  its  hospitals, 
medical  activities  and  a historical  sketch  of 
the  Calhoun  County  Society.  Programs 
for  the  scientific  sessions  are  perfected.  A 
group  of  outstanding  clinicians  will  partic- 
ipate, thus  assuring  an  attractive  meeting. 

Members  are  urged  to  note  the  dates  and 
plan  to  attend.  The  Calhoun  County  pro- 
fession will  act  as  capable  hosts  and  assure 
you  a profitable  and  entertaining  time. 

Upper  Peninsula  Annual  Meeting:  The 

program  for  this  meeting  was  published  in 
the  July  issue.  The  dates  are  August  16 
and  17  and  the  place  Ironwood.  Every 
member  of  the  State  Society  is  invited. 

Medical  History:  While  they  last,  two 

volumes  of  the  Medical  History  of  our 
State  Society  may  be  secured  by  sending 
five  dollars  to  the  State  Secretary. 

Cleveland  A.  M.  A.  Meeting:  Michigan’s 
delegates  will  submit  a complete  report  on 
the  Cleveland  meeting  at  the  annual  meet- 
ing in  Battle  Creek.  The  detailed  minutes 
of  the  Cleveland  session  have  been  printed 
in  the  Journal  of  the  A.  M.  A. 


DR.  WM.  T.  DODGE 

On  June  7 there  passed  on  from  this 
world  one  of  the  grand  men  of  Michigan — 
Dr.  Wm.  T.  Dodge.  To  fully  record  his 
life’s  record  and  his  medical  activities  would 
require  a volume,  for  his  was  truly  a life 
of  service,  deeply  dyed  with  human  kind- 
ness and  unfailing  loyalty  to  his  fellow  man. 

Born  in  Barry  County  in  1860,  after  a 
common  school  education  he  graduated 
from  the  medical  department  of  Michigan’s 
University  in  1880.  This  was  followed 
by  post-graduate  work  in  New  York  and 
then  he  began  practice  in  Marlette  in  1882. 
In  1890  he  located  in  Big  Rapids,  where  he 
remained  in  active  practice  till  1929,  retir- 
ing because  of  physical  infirmities. 

Turn  to  our  Society’s  archives  and  one 
will  find  record  of  his  outstanding  career. 
Though  located  in  what  was  designated  as 
the  lumber  country,  he  reflected  in  his  prac- 
tice the  progress  of  scientific  medicine.  Fre- 
quent visits  to  medical  centers  in  this 
country  and  abroad  enabled  him  to  remain 
abreast  of  the  times.  By  1900  he  was  de- 
voting his  entire  time  to  surgery.  And 
what  a competent  pioneer  he  was — his  repu- 
tation became  statewide.  Many  a memor- 
able hour,  do  we  call  to  mind,  listening  to 
his  narrations  of  professional  experiences. 

In  1902  he  was  elected  a member  of  the 
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Council.  He  served  on  the  Council  till 
1919 — the  last  12  years  in  the  capacity  of 
Chairman.  In  1920  he  served  as  President, 
a fitting  tribute  for  all  that  he  gave  to  our 
Society.  In  1917  he  enlisted  in  the  army 
and  was  assigned  as  Chief  of  the  Surgical 
Service  of  the  Base  Hospital  at  Camp  Sher- 
man and  continued  in  that  service  till  dis- 
charged in  May,  1919.  In  that  service  we 
were  privileged  in  being  with  him  for  four 
never  to  be  forgotten  months.  That  period 
would  also  enable  one  to  compose  a volume 
of  interesting  narrative. 

One  could  go  on  and  on  relating  incidents 
in  which  he  was  outstanding  in  medical, 
community  and  business  life.  Words  would' 
fail,  however,  to  adequately  convey  the 
man,  surgeon,  leader,  and  friend  that  he 
was. 

In  the  last  years  his  physical  condition 
confined  him  to  his  home  and  bed.  He  be- 
came an  inveterate  reader  and  manifested 
deep  appreciation  for  the  books  and  maga- 
zines sent  him. 

Dodge — as  he  was  called  and  he  was 
known  state-wide  as  “the”  Dodge— has  now 
gone  on,  but  his  memory  lives  on.  “From 
his  voiceless  lips  comes  no  word ; but  in  the 
night  of  death  hope  sees  a star,  and  listen- 
ing love  can  hear  the  rustle  of  a wing.” 


FUNDS 

After  the  annual  meeting  in  September, 
1933,  Dr.  J.  D.  Bruce  aided  the  State 
Society  in  securing  a grant  of  funds  from 
Mr.  Tracy  McGregor  for  the  work  of  the 
Committee  on  Medical  Economics.  At  the 
special  meeting  of  the  House  of  Delegates 
on  April  12,  1934,  the  following  resolution 
was  passed: 

“Resolved,  That  the  House  of  Delegates  approve 
the  acceptance  by  the  Executive  Committee  of 
financial  support  or  assistance  from  any  source  or 
sources,  provided,  however,  that  such  acceptance  of 
funds  or  assistance  shall  not  entail  any  change  in 
the  program  adopted  by  the  House  of  Delegates.” 

The  Executive  Committee  again  re- 
quested Dr.  Bruce  to  aid  in  obtaining  a 
grant  from  the  same  or  other  sources.  At 
a later  meeting  of  the  Executive  Committee, 
Dr.  Bruce  reported  that  he  was  in  touch 
with  three  possible  contributors,  among 
them,  the  Twentieth  Century  Fund  of  New 
York.  It  later  developed  that  this  Fund 
was  the  only  one  able  to  make  the  contri- 
bution. 


In  order  to  insure  that  the  grant  would  be 
made  in  conformity  with  the  spirit  and 
meaning  of  the  resolution  adopted  by  the 
Delegates,  an  exchange  of  correspondence 
ensued.  Following  is  the  last  letter  written 
to  the  Fund  and  the  reply  received: 

April  30,  1934. 

Mr.  Evans  Clark,  Director, 

The  Twentieth  Century  Fund, 

11  West  42nd  Street, 

New  York  City. 

Dear  Mr.  Clark: 

The  delay  in  my  answer  to  your  letter  was  occa- 
sioned by  the  need  for  discussing  the  matter  of 
budget  and  future  program  with  the  Executive  Com- 
mittee and  the  Committee  on  Medical  Economics 
of  the  Michigan  State  Medical  Society.  At  a special 
meeting  held  in  Lansing  on  Friday  last  the  enclosed 
budget  and  program  were  discussed  in  detail. 

It  was  the  feeling  of  the  Executive  Committee 
that  there  must  be  a clear  understanding  in  fairness 
both  to  the  Fund  and  the  Society,  that  the  work 
to  be  undertaken  in  Michigan  include  the  following 
commitments  which  are  in  accordance  with  the 
action  of  the  House  of  Delegates. 

A.  That  the  program  adhere  to  the  provisions  of 
the  enclosed  resolution  of  the  House  of  Dele- 
gates. 

B.  That  the  final  detailed  plan  for  mutual  health 
service  be  presented  to  the  House  of  Dele- 
gates for  formal  action. 

With  the  above  understanding  the  Executive  Com- 
mittee will  gladly  accept  the  kind  offer  of  the  Fund. 
However,  the  Committee  would  not  have  you  pro- 
ceed on  any  assumption  of  what  the  House  of  Dele- 
gates may  or  may  not  do  in  reference  to  the  com- 
pleted plan.  While  I felt  sure  that  you  understood 
this  perfectly,  I was  unable  to  give  complete  assur- 
ance on  this  point  to  the  Council  and  the  Committee. 

With  reference  to  the  budget,  you  will  note  that 
it  is  prepared  for  the  period,  May  1 to  November  1. 
This  is  to  provide  for  the  time  needed,  following 
the  annual  meeting  of  the  delegates,  for  the  inau- 
guration of  the  experiments.  In  the  event  that  the 
delegates  act  adversely,  the  work  of  the  Economics 
Committee  will  probably  be  brought  to  a close  on 
the  conclusion  of  the  annual  meeting  of  the  Society, 
about  September  15. 

It  is  my  hope  that  the  Fund  will  be  able  to  provide 
for  the  budget  as  outlined,  with  the  possible  excep- 
tion of  Item  3,  for  which  we  have  reason  to  believe 
that  another  grant  may  be  available. 

Please  accept  my  thanks  for  your  kind  considera- 
tion. 

Sincerely  yours, 

James  D.  Bruce,  M.D. 

May  14,  1934. 

Dr.  James  D.  Bruce, 

University  of  Michigan 
Ann  Arbor,  Michigan. 

Dear  Dr.  Bruce : 

I have  your  letter  of  April  30  referring  to  the 
action  of  the  Executive  Committee  of  the  Michigan 
State  Society.  While  no  copy  of  “Resolution  III” 
was  attached  to  your  previous  letter  the  content  of 
this  resolution  was  taken  for  granted  in  my  letter 
to  you.  Likewise,  the  second  commitment  men- 
tioned in  your  letter  appears  on  page  18  of  the  plan 
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mailed  to  me.  The  Fund’s  interest  in  Michigan’s 
program  lies  not  only  in  the  Society’s  adoption  of 
the  general  principle  of  weekly,  monthly  or  annual 
payments  for  medical  service,  but  also  in  the  pro- 
visions for  a constantly  improving  service. 

As  stated  in  my  letter,  “The  Fund  will  be  willing 
to  aid  in  the  establishment  of  experiments  else- 
where, such  as  provided  for  in  Michigan’s  program, 
in  order  to  permit  a thorough  test.”  The  last  para- 
graph on  page  17  of  the  plan  makes  specific  refer- 
ence to  the  need  for  such  a program.  It  was  with 
this  purpose  in  mind,  as  well  as  that  of  assistance 
to  Michigan,  that  the  suggestion  concerning  Dr. 
Sinai  was  made.  I think  it  is  extremely  important 
that  the  Fund  provide  consultant  service  in  answer 
to  the  many  requests  that  come  in  and,  further,  that 
the  consultant  should  be  thoroughly  versed  in  the 
methods  and  program  that  have  developed  in  Mich- 
igan. 

Referring  to  your  budget  for  the  period  from 
May  1 to  November  1,  and  to  your  statement  that 
the  work  may  be  brought  to  a close  in  September, 
I make  the  following  suggestions : 

1.  That  in  order  to  permit  the  continuance  of 
activities,  the  Michigan  State  Medical  Society  sub- 
mit, through  you,  a semi-monthly  statement  of  ex- 
penses to  the  Twentieth  Century  Fund,  beginning 
May  15; 

2.  That  this  arrangement  be  continued  until  ap- 
proximately June  15,  when  it  is  understood  that  the 
academic  activities  of  your  Director  of  Research 
will  end  and  his  time,  in  part,  may  be  made  avail- 
able to  other  states ; 

3.  That  about  June  15  the  matter  of  budgetary 

needs  to  September  15  be  presented  to  the  Fund ; 
and  I i i 'I  1 

4.  That,  if  necessary,  the  matter  of  budget  from 
September  15  to  November  1 be  presented  to  the 
Fund  following  the  annual  meeting  of  the  House 
of  Delegates. 

Sincerely  yours, 

Evans  Clark,  Director 
Twentieth  Century  Fund,  Inc. 

As  a result  of  the  above  understanding, 
the  Executive  Committee  unanimously  ap- 
proved the  acceptance  of  the  grant  and  the 
Committee  on  Medical  Economics  began  its 
assigned  tasks  on  June  8,  1934. 


MINUTES  OF  THE  EXECUTIVE  COMMIT- 
TEE OF  THE  COUNCIL  OF  THE  MICH- 
IGAN STATE  MEDICAL  SOCIETY 

The  Executive  Committee  of  the  Council  of  the 
Michigan  State  Medical  Society  met  in  Grand 
Rapids  on  June  27,  1934.  The  following  members 
were  present : 

B.  R.  Corbus 

G.  E.  Boys 
F.  A.  Baker 
Henry  Cook 

H.  A.  Luce 
Henry  Carstens 
President  LeFevre 
President-Elect  Smith 

F.  C.  Warnshuis,  Secretary 

I.  Considerable  time  was  spent  in  the  discussion 
of  the  program  that  should  be  formulated  in  con- 
nection with  our  legislative  interests  and  the  com- 
ing session  of  the  Legislature.  Upon  motion  of 
Carstens-Luce  an  appropriation  of  $300  was  made 


for  the  Legislative  Committee  and  the  Chairman  of 
the  Council  and  Councilor  C.  E.  Boys  were  ap- 
pointed to  confer  with  the  Chairman  of  the  Legis- 
lative Committee  for  the  purpose  of  formulating 
a budget  and  for  definitely  outlining  their  program 
of  activity. 

2.  Upon  motion  of  Cook-Carstens  the  Secretary 
was  directed  to  allow  the  traveling  expenses  and 
$7.00  a day  for  five  days  for  the  expenses  of  our 
Delegates  to  the  American  Medical  Association 
meeting  in  Cleveland. 

3.  Upon  motion  of  Luce-Boys  an  appropriation 
of  $500  was  made  for  the  expenses  of  the  Joint 
Committee  on  Public  Health  Education. 

4.  Considerable  time  was  spent  in  the  discussion 
of  the  work  of  the  Committee  on  Economics. 

(a)  Upon  motion  of  Carstens-Boys  the  Secretary 
was  directed  to  reiterate  to  the  Economics  Com- 
mittee that  no  portion  of  its  report  and  none 
of  its  findings  should  be  made  public  until  the 
entire  report  had  been  submitted  to  the  House 
of  Delegates  and  the  House  of  Delegates  had 
recorded  its  action. 

(b)  The  Secretary  on  motion  of  Carstens-Cook 
was  directed  to  communicate  to  the  Chairman 
of  the  Committee  on  Economics  that  the  reoort 
of  the  Committee  which  is  to  be  submitted  to 
the  House  of  Delegates  at  its  annual  meeting 
in  Battle  Creek  must  be  in  the  hands  of  the 
Secretary  not  later  than  August  10.  This  date 
being  the  deadline. 

(c)  Upon  motion  of  Carstens-Boys  the  Secretary 
was  directed  to  cause  the  report  to  be  printed 
as  promptly  as  possible  after  it  is  received  on 
August  10  and  to  submit  it  with  a confidential 
communication  to  each  member  of  the  House  of 
Delegates  and  of  the  Council  in  order  that  these 
men  may  have  an  opportunity  to  digest  the  re- 
port before  it  comes  up  for  consideration  and 
action  at  the  annual  meeting  of  the  House  of 
Delegates  in  September. 

(d)  Upon  motion  of  Carstens-Cook  the  Secretary 
was  instructed  to  rigidly  adhere  to  the  financial 
policy  laid  down  by  the  Council  in  regard  to 
the  receipt  and  disbursement  of  funds  for  the 
expenses  of  the  Committee  on  Economics.  The 
Secretary  was  instructed  to  request  itemized 
details  regarding  individual  expenses  and  to 
audit  the  same  and  if  they  conform  to  the  pro- 
visions of  the  budget  then  issue  an  individual 
voucher  for  the  payment  of  these  accounts  to 
the  individual  to  whom  they  were  due. 

5.  On  motion  of  Boys-Lure  the  Secretary  was 
directed  to  extend  the  invitation  of  the  Society  to 
Doctor  W.  L.  Bierring,  President  of  the  American 
Medical  Association  to  be  the  guest  of  the  Society 
at  the  annual  meeting  in  Battle  Creek  in  September. 

6.  The  Executive  Committee  spent  considerable 
time  and  discussion  of  the  policy  regarding  the  dues 
which  are  to  be  charged  to  members  for  reinstate- 
ment and  also  of  the  policy  regarding  the  prorating 
of  dues  to  members  joining  during  the  last  nine 
tnonths  of  the  fiscal  vear.  The  matter  was  laid 
upon  the  table  and  the  Secretary  instructed  to  secure 
legal  opinion  from  Mr.  Barbour  and  to  report  there- 
on at  the  next  meeting  of  the  Executive  Committee 
of  the  Council. 

7.  Upon  motion  of  Carstens-Luce  the  Secretary 
was  directed  to  make  certain  investigations  and  to 
compile  data  regarding  the  program  of  public  educa- 
tion and  preventive  medicine  practices  in  the  states 
of  Wisconsin,  Minnesota,  Illinois  and  Washington 
and  to  report  thereon  at  the  September  meeting  of 
the  Council. 

There  being  no  further  business  the  meeting  ad- 
journed, subject  to  the  call  of  the  Chairman. 

Signed  : F.  C.  Warnshuis, 

Secretar}'. 
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CUTTING  HOSPITAL  DRUG  BILLS 

LOUIS  LE  FEVRE,  M.D. 

MUSKEGON,  MICHIGAN 

The  delivery  room  and  the  operating  room  are 
parts  of  a hospital  with  which  most  physicians  are 
thoroughly  familiar.  We  are  constantly  in  touch 
with  the  equipment  available  for  our  use  in  these 
places  and  the  purchase  of  anything  new,  such  as 
a portable  x-ray  machine  or  a pair  of  chromium 
plated  forceps,  will  at  once  attract  our  attention  and 
comment. 

Few  of  us  are  as  familiar  with  the  pharmacy.  It 
is  often  tucked  away  in  a dark  corner  of  the  base- 
ment and  made  as  unobtrusive  as  possible,  as  if  we 
considered  it  something  we  would  like  to  do  without 
but  can’t  quite  get  rid  of.  Perhaps  because  of  the 
obscurity  to  which  we  have  relegated  the  pharmacy, 
few  of  us  ever  see  the  drugs  we  prescribe,  and 
fewer  still  ever  see  them  administered,  yet  the  prac- 
tice of  medicine  is  dependent  more  on  the  proper 
use  of  drugs  than  on  any  other  one  thing,  not  ex- 
cepting surgery,  the  often  brilliant  results  of  which 
could  not  be  obtained  without  the  valuable  but  in- 
conspicuous use  of  drugs. 

Publications  in  current  medical  literature  of  ar- 
ticles on  drugs  or  their  uses  are  not  likely  to  equal 
more  than  10  per  cent  by  weight  of  the  material 
distributed  by  the  detail  men  from  the  drug  houses 
on  their  newest  pharmaceutical  preparations.  These 
booklets,  pamphlets  and  papers  are  generally  well 
written  from  a literary  viewpoint,  although  the  effort 
to  appear  scholarly  is  often  overdone  by  the  too 
frequent  use  of  Latin  names  where  ordinary  one 
syllable  English  words  would  do.  I am  sorry  I can- 
not be  so  complimentary  about  the  scientific  nature 
of  this  material.  The  essence  of  science  is  truth. 
Too  often  the  literature  of  the  detail  men  is  scien- 
tific only  in  its  efforts  to  distract  the  physician’s 
mind  from  any  truths  that  might  be  unfavorable  to 
the  purchase  of  the  pharmaceutical  that  is  being 
pushed  for  the  present. 

The  manufacturer  of  a mouth  wash,  for  instance, 
extols  its  virtues  in  language  that  could  be  applied 
equally  as  well  to  normal  salt  solution.  Indeed,  it 
owes  whatever  virtue  it  has  to  the  salt  it  contains. 
The  clever  advertising  literature  which  so  ably  pre- 
sents the  scientific  nature  of  this  mouth  wash  to  the 
medical  and  dental  professions,  as  well  as  the  public, 
is  carefully  designed  to  steer  tbe  reader’s  mind  away 
from  the  intrusion  of  any  thought  that  these  desir- 
able therapeutic  effects  could  be  obtained  by  any- 
thing as  easy  to  prepare  as  normal  , salt  solution. 

Manufacturers  of  proprietary  drugs  should  not, 
however,  all  be  classed  alike  in  this  respect.  A 
urinary  antiseptic,  sold  only  through  the  medical 
profession  on  prescription,  makes  no  claim  to  fame 
other  than  that  its  antiseptic  action  is  due  to  oro- 
tropine,  and  the  solution  in  which  it  is  sold  is  so 
designed  that  much  larger  than  usual  doses  can  be 
given  without  producing  hematuria  or  upsetting  the 
stomach.  We  have  the  opportunity  here  to  judge 
if  the  advantages  claimed  are  worth  the  higher  orice 
asked,  and,  if  true,  the  higher  price  is  really  a 
cheaper  price. 

If  the  new  interne,  in  wandering  about  the  hospital 
on  his  first  day  in  an  earnest  effort  to  become 
familiar  with  the_  new  surroundings,  should  by 
chance  while  looking  for  something  else  open  one 
of  the  doors  in  the  basement  and  find  himself  in 
the  pharmacy,  he  would  be  likely  to  become  lost  in 
an  amazing  variety  of  pills,  elixirs,  tinctures,  oint- 
ments and  tonics,  all  labeled  with  names  which  give 
no  hint  of  the  active  principle  within,  and  all  so 
unfamiliar  that  he  is  likely  to  wonder  if  the  pro- 


fessor of  materia  medica  did  not  leave  out  most 
of  the  course. 

While  searching  for  a pharmacopoeia  to  shed  some 
intellectual  light  on  his  strange  surroundings,  he  dis- 
covers the  drug  house  catalogues,  neatly  piled  up 
to  a height  of  about  three  feet  on  one  of  the  shelves. 
Glancing  through  these,  he  finds  that  many  of  these 
preparations  about  him  are  duplications  of  each 
other,  although  going  by  widely  different  names.  If 
the  new  interne  then  becomes  interested  enough  to 
classify  some  of  these,  medicines  roughly  according 
to  therapeutic  use  and  price,  he  will  have,  in  time, 
a list  which  in  part  may  be  printed  as  follows : 

Sedatives  and  Hypnotics 

Sodium  Ortal  , 4 cents  per  capsule 

Migraine  tablets 3 cents  each 

Ipral  tablets  - - 1 cent  each 

Allonal  tablets  2j4  cents  each 

Sodium  amytal  — 4 cents  each 

Amytal  - 2 cents  each 

Neurosine  5 cents  a dose 

Nembutal  4 cents  each 

Anacin  tablets  1 cent  each 

Empirin  with  Codeine 2 cents  each 

Antiseptics 

Acriflavine  jelly  70  cents  for  21/  ounces 

Mercurochrome  $50.00  for  500  grams 

Hexylresorcinol  $1.00  for  12  ounces 

Merthiolate — $1.00  per  gallon 

Alkalis 

Kalak  water  40  cents  for  24  ounces 

llisodol  85  cents  for  8 ounces 

Alcaroid  40  cents  per  can 

Citrocarbonate  85  cents  for  8 ounces 

Ointments 

Husk’s  Ointment  $1.20  per  pound 

Quret  Ointment  35  cents  small  size 

50  cents  large  size 

Unguentine  35  cents  a tube 

$1.25  per  pound 

Laxatives 

Isacen  tablets  2 cents  each 

Caroid  and  bile  tablets — 40  cents  a box 

Pluto  water  34  cents  a bottle 

Crazy  water  crystals , $1.10  a package 

Abilena  water  34  cents  a bottle 

This  is  only  a partial  list  of  the  proprietary  prepa- 
rations found  on  the  shelves  of  one  hospital.  They 
had  all  been  prescribed  by  physicians  for  their  pa- 
tients in  the  hospital.  They  are,  on  the  whole,  ex- 
tremely expensive  as  compared  with  the  price  of 
the  crude  drugs. 

Notice  the  duplications  among  the  sedative  and 
analgesic  group.  Salts  of  barbituric  acid  appear 
with  monotonous  regularity  in  combination  with 
amidopyrine  to  make  something  that  will  put  the 
patient  to  sleep.  Neither  of  these  chemicals  is  ex- 
pensive, but  when  united  under  one  name  of  sufficient 
obscurity  to  hide  their  identity,  they  become  worth 
their  weight  in  silver  and  thereby  approximately 
achieve  the  dream  of  the  alchemists  of  the  middle 
ages  to  transform  baser  elements  into  precious  ones. 

The  laxatives  are  also  always  a favored  field  in 
which  to  exploit  the  gullible  in  the  profession.  Ep- 
som salts  in  solution  become  Pluto  water,  and  so- 
dium sulphate,  formerly  used  chiefly  by  veterinarians, 
is  now  ordered  into  the  human  intestinal  tract  by 
physicians  under  the  name  of  Crazy  Water  Crystals, 
at  an  increase  in  price  sufficient  to  assure  its  appre- 
ciation by  all  those  fortunate  enough  to  be  able  to 
afford  it. 

A solution  for  this  problem,  that  will  at  the  same 
time  reduce  the  hospital  bills,  and  simplify  the  pre- 
scribing of  drugs  in  the  hospital  may  be  arrived  at 
in  the  following  manner. 

A list  of  drugs  available  in  the  hospital  should 
be  drawn  up  and  posted  at  all  places  in  the  building 
where  drugs  may  be  prescribed.  This  list  should  be 
classified  in  some  way  that  will  make  it  easy  to 
find  a preparation  of  a drug  for  the  purpose  desired. 
No  preparation  other  than  those  which  the  hospital 
wishes  to  see  in  constant  use  need  appear  on  this 
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list.  An  example,  in  part,  of  how  this  list  would 
appear  is  as  follows: 


Sedatives,  Hypnotics  and  Analgesics 

Sodium  bromide,  5 grains 

Chloral  hydrate  in  solution,  5 grains  to 

the  dram  

Cannabis  indica  (extract),  1/6  grain 

Tincture  hyoscyamus,  30  minums 

Acetylsalicylic  acid,  5 grains 

Amidopyrine,  S grains 

Barbital,  5 grains- 

Tincture  belladonna,  10  minums 

Codeine  sulphate,  54  grain 

Morphine  sulphate,  54  grain 

Cocaine  hydrochloride,  4%  solution 

Laxatives  and  Cathartics 

FI.  Extract  cascara,  1 dram 

Compound  licorice  powder,  1 dram 

Phenolphthalein,  1 grain 

Aloin,  belladonna  and  strychnine  pills 

Bile  salts,  U.  S.  P 

Epsom  salts,  1 ounce 

Sodium  phosphate,  1 ounce 

Sodium  sulphate,  >4  ounce 

Mineral  oil,  1 ounce 

Alkaline  Substances 

Magnesium  oxide,  1 dram . 

Magnesium  carbonate,  45  grains.... 

Bismuth  subcarbonate,  8 grains > All  less  than  .01 

Calcium  carbonate,  10  grains 

Sodium  bicarbonate,  15  grains J 

Diuretics 

Caffeine  citrate,  5 grains l/5c 

Theobromine  and  sodium  salicylate,  15 

grains  01 

Tincture  digitalis,  10  minums 54c 

Potassium  nitrate,  8 grains 54  c 

Theophyllina  (theocine),  4 grains 04 

Urinary  Antiseptics 

Sandalwood  oil,  8 minums 04 

Urotropine,  5 grains _... 02 

Sodium  salicylate,  5 grains 54c 

Salol,  5 grains - 54c 


/4c 

54  c 
Vi  c 
54  c 

.01  each 
.08  each 
.02  each 
54c  each 
.02  each 
.06  each 
.85  a pint 


.05  each 
.01  each 

V2C 

.01  each 
.01 
l/5c 
105 
54  c 
.01 


Heart  Stimulants 

Digalen,  1 tablet 01 

Digifolin,  1 ampoule 07 

Tincture  digitalis,  10  minums 05 

Adrenaline,  15  minums - 10 

Atropine,  1/150  grain 54c 

Caffeine  sodium  benzoate,  7)4  grain 08  ampoule 

.01  powder 

Strychnine  sulphate,  1/30  grain 54c 


Ointments 

Vaseline  and  vaseline  gauze 1.45  per  pound 

Scarlet  red  ointment,  5% 1.50  per  pound 

Picric  acid  ointment 1.65  per  pound 

Tannic  acid  ointment,  10% 1.00  per  pound 

Boric  acid  ointment 1.00  per  pound 

Ointment  of  rose  water 50  per  pound 

Belladonna  ointment 1.50  per  pound 

Chrysarobine  ointment 1.50  per  pound 


The  above  list  is  necessarily  incomplete  for  want 
of  space.  Many  of  the  proprietary  medicines  listed 
above  are  useful,  but  the  question  the  physician 
must  decide  is,  are  they  more  useful  than  the  same 
drugs  prescribed  by  their  authorized  names?  It  would 
seem  that  familiarity  with  the  United  States  Phar- 
macopoeia, in  which  are  listed  hundreds  of  drugs  and 
their  preparations,  would  make  it  unnecesary  to 
resort  to  expensive  medicines,  sold  under  trade 
names  which  suggest  a therapeutic  use,  hut  perfectly 
hide  the  name  of  the  drug  which  is  to  bring  about 
the  numerous  desirable  effects  promised. 

In  the  face  of  a constant  well-organized  propa- 
ganda from  the  proprietary  drug  houses,  it  is  not 
surprising  that  the  busy  physician,  when  called  on  to 
prescribe,  finds  the  most  accessible  parts  of  his  brain 
filled  up  with  this  expensive  materia  medica.  There 
is  an  opportunity  here  for  the  hospitals  to  render 
a small  but  real  service  to  themselves  and  their  pa- 
tients. Let  the  hospital,  through  its  pharmacy,  and 
staff,  draw  up  a list  of  drugs  similar  to  that  printed 
above,  but  complete  enough  to  cover  the  field.  Only 
such  drugs  and  their  preparations  would  be  included 
that  deserve  the  recommendation  of  the  staff,  and 
the  price  and  dose  should  be  mentioned.  The  drugs 
should  be  listed  according  to  their  therapeutic  uses, 
so  that  they  can  be  found  quickly.  Needless  to  say, 
no  mention  need  be  made  of  those  proprietary  prep- 


arations that  the  hospital  finds  unnecessarily  expen- 
sive. Such  a list  should  be  posted  at  each  chart  desk, 
and  there  will  serve  as  reminders  to  the  profession 
that  drugs  still  exist  under  their  own  names,  and 
to  many,  including  myself,  such  a list  will  be  a real 
help  in  selecting  the  right  medicine  for  the  patient. 

There  will  be  objections  to  such  a list.  Some  phy- 
sicians will  feel  that  they  are  being  told  what  to 
prescribe,  forgetting  that  they  have  been  told  suc- 
cessfully, in  the  past,  by  non-medical  detail  men. 
There  should  be  nothing  about  the  list  to  suggest 
compulsion.  Its  whole  purpose  should  be  to  keep 
ever  before  the  staff  the  names  of  a wide  variety 
of  remedies  to  suit  every  purpose,  from  which  the 
physician  may  choose,  feeling  that,  having  done  so, 
lie  has  considered  all  the  suitable  drugs  available. 
Those  who  still  prefer  expensive  proprietary  drugs 
should  not  be  prevented  from  using  them,  but  they 
will  have  to  think  them  up  themselves,  as  their 
names  will  not  appear  on  the  list. 

For  the  purpose  of  reducing  the  chaotic  condi- 
tions present  in  prescribing  drugs,  this  paper  is  writ- 
ten. It  is  not  expected  that  all  physicians  will  agree 
with  everything  said  here.  The  committee  realizes 
that  physicians  are  individualists  and  that  the  inter- 
ests of  the  patients  as  well  as  the  progress  of  the 
profession  will  suffer  if  any  hospital  should  attempt 
to  impose  restrictions  on  the  use  of  drugs.  We  be- 
lieve, however,  that  the  barrage  of  publicity  fired  at 
the  profession  by  the  drug  ghouses  will  in  part  be 
neutralized  by  such  a list  as  is  herein  described,  giv- 
ing impartial  information  about  drugs  at  the  chart 
desk,  the  place  where  it  is  most  needed. 


POSTGRADUATE  COURSE  IN  TRAUMATIC, 
EMERGENCY  AND  MINOR  SURGERY 
Detroit,  1934 

Dr.  Dow  Allard... Portsmouth,  Ohio 

Dr.  N.  C.  Atorthy .....Detroit,  Michigan 

Dr.  C.  H.  Bailey East  Liverpool,  Ohio 

Dr.  R.  Bailey St.  Clair  Shores,  Michigan 

Dr.  Jos.  A.  Bakst Detroit,  Michigan 

Dr.  E.  J.  Byrd Bearden,  Arkansas 

Dr.  A.  L.  Chapman Detroit,  Michigan 

Dr.  L.  H.  Darling Lansing,  Michigan 

Dr.  Peter  H.  Darpin Detroit,  Michigan 

Dr.  G.  H.  Davis Detroit,  Michigan 

Dr.  John  V.  Failing Grand  Rapids,  Michigan 

Dr.  H.  S.  Foley Dearborn,  Michigan 

Dr.  J.  M.  Gettrost Columbus,  Ohio 

Dr.  Don  V.  Hargrave Eaton  Rapids,  Michigan 

Dr.  H.  M.  Jardine West  Branch,  Michigan 

Dr.  T.  J.  Kane Muskegon,  Michigan 

Dr.  Edw.  Maire Grosse  Pte.  Park,  Michigan 

Dr.  Nur  M.  Malik Detroit,  Michigan 

Dr.  W.  Frank  Maxwell Toledo,  Ohio 

Dr.  J.  A.  McLandress Saginaw,  Michigan 

Dr.  Howard  H.  McNeill Pontiac,  Michigan 

Dr.  L.  D.  McRae Gagetown,  Michigan 

Dr.  E.  N.  Mendenhall Fort  Wayne,  Indiana 

Dr.  Carl  A.  Mitchell Benton  Harbor,  Michigan 

Dr.  John  H.  Nauman. Martin’s  Ferry,  Ohio 

Dr.  W.  H.  Norton Mount  Clemens,  Michigan 

Dr.  H.  C.  O’Roark Portsmouth,  Ohio 

Dr.  Russell  Palmer St.  James,  Michigan 

Dr.  A.  W.  Petersohn Battle  Creek,  Michigan 

Dr.  Donald  Pollock Yale,  Michigan 

Dr.  H.  J.  Prall Lansing,  Michigan 

Dr.  O.  W.  Rapp Fredericktown,  Ohio 

Dr.  Carl  S.  Ratigan Dearborn,  Michigan 

Dr.  R.  B.  Robins Camden,  Arkansas 

Dr.  Fred  L.  Robinson Dearborn,  Michigan 

Dr.  Fenton  M.  Sanger Oklahoma  City.  Okla. 

Dr.  Myron  E.  Speck Cleveland,  Ohio 

Dr.  M.  Henry  Speck Youngstown,  Ohio 
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Dr.  Fredk.  A.  Sturm St.  Clair  Shores,  Michigan 

Dr.  Thomas  Wilensky Eaton  Rapids,  Michigan 

Dr.  Harold  L.  Williams Norwalk,  Ohio 


PRACTITIONERS’  COURSE 
Detroit,  1934 

Dr.  N.  C.  Atorthy Detroit,  Michigan 

Dr.  R.  Bailey St.  Clair  Shores,  Michigan 

Dr.  J.  C.  S.  Battley Port  Huron,  Michigan 

Dr.  Walter  L.  Baumann Detroit,  Michigan 

Dr.  L.  C.  Blake Mt.  Vernon,  Ohio 

Dr.  W.  R.  Blume Minden,  Nebraska 

Dr.  O.  H.  Bruegel East  Lansing,  Michigan 

Dr.  E.  J.  Byrd Bearden,  Arkansas 

Dr.  A.  L.  Chapman Detroit,  Michigan 

Dr.  Peter  H.  Darpin Detroit,  Michigan 

Dr.  G.  H.  Davis Detroit,  Michigan 

Dr.  K.  V/.  Dick Carsonville,  Michigan 

Dr.  John  F.  Failing ...Grand  Rapids,  Michigan 

Dr.  H.  S.  Foley Dearborn,  Michigan 

Dr.  Neil  A.  Gates Ann  Arbor,  Michigan 

Dr.  J.  M.  Gettrost Columbus,  Ohio 

Dr.  G.  1.  Goodrich Dover,  Ohio 

Dr.  James  M.  Harsha Washington  C.  H.,  Ohio 

Dr.  J.  I.  Humphries Windsor,  Ontario 

Dr.  John  Kremer Detroit,  Michigan 

Dr.  Edw.  D.  Maire Grosse  Pte.  Park,  Michigan 

Dr.  Nur  M.  Malik Detroit,  Michigan 

Dr.  E.  G.  McConnell Lansing,  Michigan 

Dr.  Howard  H.  McNeill Pontiac,  Michigan 

Dr.  L.  D.  McRae Gagetown,  Michigan 

Dr.  Jeannette  C.  Miller Massillon,  Ohio 

Dr.  H.  E.  Morgan Fredonia,  Kansas 

Dr.  Russell  Palmer St.  James,  Michigan 

Dr.  P.  W.  Patterson.. Grand  Rapids,  Michigan 

Dr.  A.  W.  Petersohn Battle  Creek,  Michigan 

Dr.  Donald  Pollock Yale,  Michigan 

Dr.  E.  L.  Robb Detroit,  Michigan 

Dr.  Colin  G.  Robertson Sandusky,  Michigan 

Dr.  Fred  L.  Robinson Dearborn,  Michigan 

Dr.  E.  C.  Rumer Flint,  Michigan 

Dr.  Burrell  Russell New  Philadelphia,  Ohio 

Dr.  Fenton  M.  Sanger Oklahoma  City,  Okla. 

Dr.  Chas.  Sawers Watford,  Ontario 

Dr.  Arthur  Shagrin Cleveland,  Ohio 

Dr.  U.  G.  Spohn Fairgrove,  Michigan 

Dr.  Frederick  A.  Sturm..St.  Clair  Shores,  Michigan 

Dr.  J.  P.  Thomas Detroit,  Michigan 

Dr.  T.  P.  Vanderzahn Lansing,  Michigan 

Dr.  J.  D.  Vyn Grand  Rapids,  Michigan 

Dr.  W.  J.  Wall Davison,  Michigan 

Dr.  H.  L.  Williams Norwalk,  Ohio 

Dr.  Mildred  C.  Williams Detroit,  Michigan 
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O.M.C.O.R.O.  COUNTY 

The  regular  meeting  of  the  O.M.C.O.R.O.  Count}^ 
Medical  Society  was  held  at  Kenyons’  Resort  on 
Sage  Lake  near  West  Branch,  May  23,  at  6 p.  m., 
at  which  time  the  Bay  County  Medical  Society  mem- 
bers attended  as  invited  guests. 

The  afternoon  was  spent  in  fishing  and  golf  and 
following  the  banquet  at  6 p.  m.  a very  fine  program 
was  presented  under  the  Michigan  State  Medical 
Society  Post-graduate  Conference  in  cooperation 
with  the  Department  of  Post-graduate  Medicine, 
University  of  Michigan.  The  meeting  was  in  charge 
of  the  10th  District  Councilor,  Dr.  Paul  R.  Urm- 
ston.  Dr.  W.  H.  Marshall  gave  a very  fine  instruc- 
tive talk  on  Hypertension ; also  Dr.  L.  J.  Hirschman 
gave  a very  fine  instructive  and  illustrated  talk  on 
the  Common  Rectal  Conditions  and  Treatment.  And, 


last  but  not  least,  Dr.  Fred  Cole  gave  a very  inter- 
esting talk  on  Urethral  Infections  and  presented 
movies  of  transurethral  resection  of  the  Prostate 
Gland  revealing  the  speaker  as  the  operator.  Fol- 
lowing the  talks,  there  were  general  discussions. 

There  were  about  forty  members  in  attendance 
and  the  program  was  thoroughly  enjoyed  by  all 
•’nd  it  was  hoped  we  would  have  more  such  meet- 
ings. 

C.  G.  Clippert,  M.D., 
Secretary,  O.M.C.O.R.O. 


GRAND  TRAVERSE-LEELANAU 
COUNTY 

As  part  of  the  program  of  the  Committee  on  Pre- 
ventive Medicine  of  the  Michigan  State  Medical 
Society,  the  Grand  Traverse-Leelanau  County  Med- 
ical Society  met  in  regular  session  at  the  Park  Place 
Hotel,  Traverse  City,  on  May  8,  1934. 

Thirty-two  physicians  from  the  surrounding  re- 
gion sat  down  to  a steak  dinner,  following  which 
President  Hastings  introduced  members  of  the 
team  which  were  sent  to  us  by  courtesy  of  the 
W.  K.  Kellogg  Foundation. 

Dr.  John  E.  Gordon,  Detroit,  led  the  program, 
covering  the  scientific  side  of  the  problem,  by  giving 
a very  fine  talk  on  “Differential  Diagnosis  in  the 
Acute  Communicable  Disease,”  covering  in  a very 
thorough  manner  Diphtheria,  Tonsillitis,  Vincent’s 
Angina,  Scarlet  Fever,  Septic  Sore  Throat,  Abscess, 
and  Agranulocytosis.  He  particularly  emphasized 
examination  behind  the  soft  palate  and  palpation  of 
the  posterior  pharynx  as  diagnostic  measures. 

Dr.  L.  O.  Geib,  Detroit,  chairman  of  the  Preven- 
tive Medicine  Committee  of  the  Michigan  State 
Medical  Society,  spoke  of  the  proposed  program  of 
the  Society  in  regard  to  public  health  and  stated  that 
this  meeting  was  part  of  that  program.  He  partic- 
ularly emphasized  that  both  the  public  and  the  med- 
ical man  must  be  made  more  conversant  with  public 
health  problems. 

Dr.  Henry  F.  Vaughan,  Detroit,  presented  an  ex- 
haustive and  thorough  review  of  past  and  present 
methods  of  control  of  public  health,  especially  in 
relation  to  contagious  diseases.  He  then  presented, 
bv  lantern  slide  illustrations,  a plan  of  contagious 
disease  control,  as  conducted  by  the  City  of  Detroit, 
showing  the  greater  financial  return  to  the  physician 
resulting  from  its  operation,  and  also  the  greater 
results  obtained  from  a public  health  standpoint. 
He  stated  the  operation  of  this  plan  meant  a mate- 
rial reduction  in  the  cost  of  illness  to  both  the  public 
and  the  county  or  city  agencies.  He  also  spoke  of 
methods  whereby  this  plan  could  be  applied  to  our 
community.  He  stated  that  one  of  the  objects  of 
the  Michigan  State  Medical  Society  in  forming  this 
committee  was  to  have  the  physician  practice  pre- 
ventive as  well  as  curative  medicine. 

Dr.  G.  M.  Byington,  Battle  Creek,  spoke  of  the 
participation  of  the  W.  K.  Kellogg  Foundation  in 
this  preventive  medicine  campaign  and  related  how 
the  plan  works  when  applied  to  rural  communities. 

Dr.  Roy  Holmes,  Muskegon,  and  Dr.  Keyport, 
Grayling,  members  of  the  Preventive  Medicine 
Committee,  spoke  briefly  on  various  phases  of  this 
work. 

At  the  conclusion  of  the  program,  much  general 
discussion  took  place,  particularly  as  regards  the 
local  conditions  in  Grand  Traverse  and  Leelanau 
Counties  and  to  methods  which  could  be  applied 
whereby  some  modification  of  this  plan  could  be 
made  operable  here.  Members  of  the  team  gave 
much  valuable  advice  in  this  discussion. 


The  regular  monthly  meeting  of  the  Grand  Tra- 
verse-Leelanau County  Medical  Society  was  held 
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July  10,  1934,  at  the  J.  D.  Munson  Hospital,  fifteen 
members  being  present. 

Dr.  E.  B.  Minor,  as  delegate  to  the  special  session 
of  the  House  of  Delegates,  reported  relative  to  the 
Health  Insurance  Plan  of  the  Michigan  State  Med- 
ical Society.  Considerable  discussion  took  place 
with  no  action  at  the  present  time. 

After  some  discussion,  our  local  Preventive  Medi- 
cine Committee,  with  Dr.  B.  B.  Bushong  of  Kal- 
kaska as  chairman,  was  instructed  to  formulate  a 
plan  applicable  to  our  community  and  report  at  the 
next  regular  meeting. 

Dr.  Norm  Kretchmer,  Ann  Arbor,  cited  four  re- 
cent cases  of  intra-abdominal  hemorrhage  due  to 
rupture  of  a corpus  luteum  cyst.  He  stated  that 
follicular  hemorrhage  could  be  considered  an  im- 
portant clinical  entity  and  if  properly  diagnosed 
could  be  treated  conservatively,  the  chief  diagnostic 
point  being  that  the  hemorrhage  occurs  -from  four- 
teen to  sixteen  days  post-menstrual. 

Dr.  R.  E.  Hastings  reported  that  he  is  leaving  us, 
being  offered  a position  in  the  Department  of  Sur- 
gery of  the  University  Hospital. 

E.  F.  Sladek,  Secretary. 


MECOSTA  COUNTY 

The  regular  meeting  of  the  Mecosta  County  Med- 
ical Society  was  held  in  the  Western  Hotel,  Big 
Rapids,  Mich.,  Tuesday,  July  10,  1934,  at  6:30  o’clock 
p.  m.,  the  guests  of  Drs.  Grieve  and  East. 

Present:  Dr.  Bunce,  Grieve,  East,  Campbell,  Kel- 
sey, Chess,  Franklin,  Kilmer,  Treynor,  MacIntyre, 
Yeo. 

Dentists : Pryor,  Zetterstedt,  Rogers,  Hayes. 

Guest:  Dr.  A.  R.  Hufford  of  Grand  Rapids, 

Michigan. 

The  minutes  of  the  last  regular  meeting  were  read 
and  approved  as  read. 

Report  of  Resolutions  Committee  was  adopted  as 
read  and  spread  upon  the  minutes  of  this  meeting, 
and  a copy  ordered  furnished  Mrs.  W.  T.  Dodge. 

“Whereas,  it  has  pleased  Almighty  God  to  remove  from 
our  midst  one  of  our  beloved  members  in  the  person  of  Dr. 
William  T.  Dodge, 

Be  it  resolved,  that  in  the  passing  of  our  associate  of 
many  years  the  Society  in  particular  and  the  community  at 
large  has  lost  a highly  respected  citizen  who  always  stood 
ready  to  aid  his  fellow  man  and  the  members  pf  the  pro- 
fession which  he  so  dearly  loved.  In  the  capacity  of  Sur- 
geon to  Mercy  Hospital,  Big  Rapids,  Michigan,  his  services 
were  of  inestimable  value;  and  the  experience  acquired  en- 
ables him  to  be  counted  with  the  outstanding  surgeons  of 
Michigan.  Dr.  Dodge  served  as  Surgeon  of  the  2nd  In- 
fantry, Michigan  National  Guards,  and  subsequently  became 
Chief  Surgeon,  a position  which  he  held  for  several  years. 
During  the  World  War  he  served  as  Major  and  Surgeon  at 
Camp  Sherman,  Chillicothe,  Ohio,  until  the  close  of  the  war. 
He  filled  many  professional  and  civil  positions  during  his 
residence  in  this  city,  with  honor,  and  his  integrity  and  abil- 
ity was  unquestioned. 

Be  it  further  resolved  that  this  resolution  be  spread 
upon  the  minutes  of  this  Society  and  a copy  thereof  be  fur- 
nished the  bereaved  widow,  Mrs.  Anna  Dodge,  Reed  City, 
Michigan.  May  the  memory  of  our  association  with  our 
departed  brother  always  he  an  inspiration  to.  us  to  emulate 
his  example.  “We  shall  meet,  but  we  will  miss  him.  There 
will  be  one  vacant  chair.” 

“Vale,  Doctor  Dodge.” 

John  L.  Burkart,  M.D. 

Gordon  H.  Yeo,  M.D. 

Arthur  Zetterstedt,  D.D.S. 

The  meeting  was  then  turned  over  to  the  Program 
Committee.  Dr.  Chess,  chairman,  introduced  our 
guest,  Dr.  A.  R.  Hufford  of  Grand  Rapids,  Mich., 
who  delivered  a very  instructive  and  interesting  pa- 
per on  “Gastric  and  Other  Ulcers  of  the  Digestive 
Tract.”  X-ray  films  materially  increased  the  inter- 
est. 

Discussion  on  the  subject  by  various  members  of 
the  Societv  and  questions  propounded  were  all  very 
clearly  and  freely  answered.  Dr.  Hufford  in  his  re- 


marks suggested  that  men  were  much  more  fre- 
quently afflicted  than  women.  This  opinion  was 
based  upon  his  observation. 

The  regular  order  of  business  was  resumed. 

A rising  vote  of  thanks  was  tendered  the  speaker 
of  the  evening  and  our  hosts,  Drs.  Grieve  and  East. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

James  B.  Campbell,  President. 

John  L.  Burkart,  Secretary-Treasurer. 


SHIAWASSEE  COUNTY 

Dr.  E.  H.  Bailey,  of  Corunna,  was  honored  by 
the  society  at  its  meeting  on  June  21,  it  being  the 
occasion  of  the  fiftieth  anniversary  of  his  graduation 
from  the  Detroit  College  of  Medicine.  Dr.  W.  F. 
Weinkauf  of  Corunna  was  toastmaster  and  Dr. 
A.  M.  Hume  was  the  principal  speaker. 

Dr.  W.  E.  Ward  read  the  poem  by  Oliver  Wendell 
Holmes  “The  Morning  Visit,”  and  Dr.  J.  J.  Havi- 
land  contributed  “The  Boys,”  also  by  Holmes. 

Dr.  C.  A.  Crane,  of  Corunna,  presented  Dr.  Bailey 
with  an  electric  clock,  and  music  was  furnished  by 
Lynch  & Son. 

Dr.  Bailey  has  practiced  nearly  all  of  the  fifty 
years  in  Corunna,  and  he  entertained  the  gathering 
with  reminiscences  of  the  early  days  when  there 
were  no  good  roads  and  the  practice  of  medicine 
was  not  what  it  is  today. 

W.  E.  Ward,  Secretary-Treasurer. 


WOMAN’S  AUXILIARY,  MICHIGAN 
STATE  MEDICAL  SOCIETY 

MRS.  ELMER  L.  WHITNEY,  President 
18224  Wildemere  Ave.,  Detroit 
MRS.  C.  L.  STRAITH,  Secretary-Treasurer 
19305  Berkley  Road,  Detroit 


Dear  Auxiliary  Members : 

Greetings  from  your  Vice  President! 

I am  happy  to  send  greetings  to  the  Auxiliary 
members  of  the  Michigan  State  Medical  Society. 
We  are  like  one  big  family,  all  doctors’  wives  with 
cares  great  and  small.  To  be  as  a family  we  must 
know  each  other  better.  The  State  Convention  in 
September  is  an  ideal  place  to  meet  and  see  one 
another.  I hope  you  are  planning  to  attend. 

Battle  Creek  is  honored  to  be  hostess  to  the  State 
Convention  September  12-13,  1934.  We  are  plan- 
ning so  "many  things  and  hope  many  Auxiliary  mem- 
bers will  come.  Battle  Creek  is  known  as  the 
“Health  City  of  Michigan”  and  everyone  should  be 
interested  in  our  beautiful  Sanitarium,  the  Kellogg 
and  Postum  Plants,  the  Kellogg  Foundation  that 
sponsors  the  Ann  I.  Kelloe'g  School,  the.  only  one 
of  its  kind  in  the  United  States.  These  interesting 
places  alone  should  bring  many  here,  but  we  have 
also  planned  teas  and  luncheons.  The  entire  program 
will  be  announced  later. 

Battle  Creek  joins  me  in  sending  greetings,  and 
let’s  make  the  slogan,  “We  will  see  you  in  Battle 
Creek  in  the  fall.”  I’ll  be  looking  for  every  doctor’s 
wife  in  Michigan. 

Sincerely, 

(Mrs.  W.  R.)  Louise  Chynoweth. 


September  11-12-13.  The  sanitarium  will  he  our 
headquarters.  Registration  all  three  days.  Special 
rates  will  be  available  to  guests  staying  there. 

Wednesday,  September  12.  12:30  Noon.  Luncheon 
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at  Kellogg  Hotel,  for  Board  members  and  county 
presidents  meeting  following. 

3:30  p.  m.  Tea,  place  to  be  announced  later. 

7:00  p.  m.  Dinner  and  bridge  at  Battle  Creek 
Country  Club. 

Thursday,  September  13.  10  a.  m.  General  meet- 

ing and  election  of  officers  of  medical  auxiliary  in 
mezzanine  parlors  at  Sanitarium,  followed  by  12  :30 
luncheon  in  main  dining  room.  Mrs.  G.  Henry 
Mundt  from  Chicago  will  be  the  guest  speaker. 


THE  CLEVELAND  SESSION  OF  THE  WOMAN  S 
\UXILIARY  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 


Convention  Notes  of  the  12th  Annual  Meeting 
June  11-16,  1934 

The  Woman’s  Auxiliary  to  the  A.  M.  A.,  assisted  by  a 
group  of  Cleveland  doctors’  wives,  planned  the  program  for 
all  women  visitors  and  extended  a hearty  greeting  to  all 
members  of  the  Auxiliary,  guests  and  women  members  ot  the 
A.  M.  A.  All  meetings  and  entertainments  were  open  to 
everyone  and  a special  invitation  was  extended  to  those  not 
conversant  with  the  aims  and  work  of  the  Auxiliary. 

The  Auxiliary  maintained  its  headquarters  at  the  Carter 
Hotel. 

On  Monday,  June  11,  the  National  executive  board  met 
for  business  and  luncheon.  A most  delightful  dinner  and 
reception  honoring  Past  Presidents,  National  Board,  dele- 
gates and  wives  of  officers  and  delegates  of  the  A.  M.  A.  was 
held  in  the  evening. 

Preceding  the  opening  of  the  general  business  session,  at 
8:15  Tuesday  morning,  a “Southern  Breakfast”  was  served 
in  the  French  Room  of  the  Carter  Hotel,  with  Mrs.  South- 
gate  Leigh,  of  Norfolk,  Va.;  Mrs.  James  Blake,  President  of 
the  Auxiliary  to  the  A.  M.  A.,  and  Mrs.  Robert  Tomlinson, 
President-elect,  acting  as  hostesses.  Several  short  talks  were 
given  by  members  of  the  Southern  Medical  Association  and 
officers  of  the  Southern  Medical  Auxiliary. 

At  10  a.  m.  the  first  general  meeting  was  called  to  order 
by  Mrs.  James  Blake,  president.  After  the  invocation  by 
Rev.  Mr.  Lohr,  pastor  of  the  Old  Stone  Church,  Ohio  not 
having  an  organized  Auxiliary,  Mrs.  Clyde  L.  Cummer,  wife 
of  the  president  of  the  Ohio  State  Medical  Association,  wel- 
comed the  Auxiliary  to  Cleveland  and  extended  greetings  to 
all  women  attending  the  convention.  The  response  was  given 
by  our  own  Mrs.  Elmer  L.  Whitney,  of  Detroit. 

A memorial  service  followed,  conducted  by  Mrs.  Frank 
Haggard,  of  San  Antonio,  Texas,  who  requested  each  State 
President  to  place  the  names  of  deceased  members  of  their 
Auxiliary  in  the  National  Obituary  Register.  (Our  State 
President  entered  the  names  of  three  Michigan  members.) 
Mrs.  C.  P.  Corn,  of  Greenville,  South  Carolina,  sang  “There 
is  No  Death.” 

After  the  report  of  the  committee  on  credentials  and  reg- 
istration and  roll  call  of  State  Auxiliaries,  the  President’s 
report  was  read  by  the  president,  Mrs.  James  Blake.  She 
suggested:  “Undertake  less,  accomplish  more.”  “Under- 

stand what  the  activity  is  and  then  what  you  as  an  Auxiliary 
are  trying  to  do  with  it.” 

The  report  of  the  President-elect  followed  listing  her  year’s 
activities  and  telling  of  work  to  be  done  during  the  coming 
year  in  New  York  and  New  England  States  not  yet  organ- 
ized. 

Reports  of  other  officers  and  standing  committee  chairmen 
were  given  followed  by  the  recommendations  which  had  been 
presented  to  the  Board. 

The  beautiful  Lake  Shore  Hotel,  situated  on  a high  bluff 
overlooking  Lake  Erie  was  the  setting  for  the  luncheon, 
style  show  and  bridge,  which  took  place  Tuesday  afternoon. 
Tables  for  bridge  were  arranged  in  the  ballroom  and  on  the 
terrace  overlooking  the  lake. 

At  8 o’clock  Tuesday  evening  the  opening  general  meeting 
of  the  A.  M.  A.  was  held  in  the  Music  Hall  of  the  Cleveland 
Public  Auditorium.  Addresses  of  welcome  were  given  by  the 
Hon.  Harry  L.  Davis,  Mayor  of  Cleveland,  Dr.  A.  A.  Jen- 
kins, President  of  the  Academy  of  Medicine  of  Cleveland,  and 
Dr.  C.  L.  Cummer,  President  of  the  Ohio  State  Medical  As- 
sociation, preceding  the  introduction  and  installation  of 
President-Elect  Walter  L.  Bierring,  of  Des  Moines,  Iowa. 

The  general  meeting  on  Wednesday,  June  13,  was  called 
at  9 a.  m.  with  Mrs.  Blake  presiding.  The  following  officers 
were  elected: 

President,  Mrs.  Robt.  Tomlinson,  Wilmington,  Del. 

President-elect,  Mrs.  Rogers  N.  Herbert,  Nashville,  Tenn. 

First  Vice  President,  Mrs.  Rollo  K.  Packard,  Chicago,  111. 

Second  Vice  President,  Mrs.  Otis  Lamson,  Seattle,  Wash. 

Third  Vice  President,  Mrs.  J.  Bonar  White,  Atlanta,  Ga. 

Fourth  Vice  President,  Mrs.  William  Lett  Harris,  Nor- 
folk, Va. 

Secretary,  Mrs.  Elmer  L.  Whitney,  Detroit,  Mich. 

Treasurer,  Mrs.  Eben  J.  Carey,  Milwaukee,  Wis. 

Michigan  is  again  honored  by  having  a member  elected  to 
the  National  Board.  Mrs.  Whitney,  of  Detroit,  President  of 
the  Auxiliary  to  the  Michigan  State  Medical  Association, 
was  elected  Secretary  of  the  National.  This  is  not  the  first 
time  that  Mrs.  Whitney  has  served  in  a National  capacity. 
In  1930-31  she  was  chairman  of  Legislation. 

Registration  to  11  o’clock  Wednesday  totaled  795. 


A very  interesting  and  instructive  address,  “The  Technic 
of  Putting  a Bill  through  a State  Legislature,”  was  given  by 
Dr  Junius  B.  Harris,  of  California,  which  was  followed  by 
an  address  by  Dr.  W.  W.  Bauer,  of  Chicago,  Director  of 
the  Bureau  of  Health  and  Public  Instruction  of  the  A.  M.  A. 
Dr.  Bauer  told  of  sending  out  questionnaires  (to  268  Auxili- 
aries and  receiving  only  185  replies)  as  to  County  Auxiliary 
projects.  “Getting  information  from  local  officers  is  a real, 
life-sized  job,”  said  Dr.  Bauer.  Let’s  help  by  filling  out  and 
returning  questionnaires  sent  out  by  the  A.  M.  A.  and 
show  what  Michigan  is  doing.  A resume  of  what  a few 
Auxiliaries  are  doing: 

1.  Prepares  obstetrical  packs  for  the  Junior  League  Closet. 

2.  Has  a Student  Loan  Fund. 

3.  Sews  for  hospitals. 

4.  Conducts  an  educational  campaign  on  maternal  care. 

5.  Sews  far  hospitals  and  needy  children  at  a camp. 

6.  Is  sponsoring  and  carrying  on  a nutrition  class. 

7.  Placed  Hygcia  in  schools. 

8.  Sponsors  Child  Health  Week,  having  programs  in  all 
schools. 

9.  Sponsors  school  for  handicapped  children. 

10.  Has  a Medical  Scholarship. 

11.  Places  educational  materials  at  County  Fairs. 

12.  A Southern  Auxiliary  sponsors  a weed  eradication  cam- 
paign. 


Dr.  Bauer  suggested  that  the  Auxiliaries  supervise  the 
selection  of  good  health  literature  by  the  local  libraries. 

The  colorful  Rainbow  Room,  of  the  Carter  Hotel,  was 
the  scene  of  the  Woman’s  Auxiliary  luncheon  Wednesday 
noon.  Among  the  “after  dinner”  speakers  were  Mrs.  Tom- 
linson, the  newly  elected  Auxiliary  president,  and  Dr.  Bier- 
ring,  the  A.  M.  A.  president. 

On  Wednesday  afternoon  the  State  reports  were  given. 
Highlights  from  a few  State  reports: 

ALABAMA — “Jefferson  County  is  sponsoring  a health 
contest  in  the  elementary  schools.  A silver  cup  is  awarded 
on  ‘Child  Health  Day’  to  the  school  showing  the  greatest 
improvement  among  its  pupils  in  all  phases  of  health.” 

ARKANSAS— “Our  A.  M.  A.  Study  envelopes  are  used 
throughout  the  state  by  the  P.  T.  A.  groups.  Federated 
Clubs,  Red  Cross  workers,  and  paid  and  unpaid  workers  in 
the  White  House  Conference  group,  and  bound  in  the 


libraries.” 

CALIFORNIA — “The  most  important  accomplishment  oi 
the  year  has  been  the  organization  of  a group  represent- 
ing the  Sacramento  Medical  Society,  Department  of  Adult 
Education  in  the  Sacramento  Schools — the  Sacramento  Health 
Department — the  P.  T.  A. — American  Legion,  State  Board 
of  Education — to  work  out  a program  of  Adult  Health  Edu- 
cation.” , . . „„  , , 

COLORADO — “Christmas  boxes  and  stockings  filled  for 
distribution  in  hospital  wards.  Surgical  dressings  for  hos- 
pitals.” . , 

DISTRICT  OF  COLUMBIA— Some  typical  programs  of 
this  progressive  group:  1.  Review  of  the  History  of  the 

National  Auxiliary,  as  well  as  our  own;  2.  The  new  Food 
and  Drug  Act  Bill;  3.  Musical  by  our  own  medical  talent. 

FLORIDA — “Other  philanthropic  work  done  by  county 
groups  has  been:  Milk  funds  for  underprivileged  children; 

Christmas  stockings  for  local  trees;  tubercular  clinic col- 
lecting samples  from  doctors’  offices  for  colored  charity.” 
ILLINOIS— “With  a full  realization  of  why  we  as  an 
auxiliary  are  able  to  report  the  largest  number  of  counties 
organized  with  the  largest  membership,  with  a _ board  of 
directors  having  so  recently  completed  their  duties  to  the 
satisfaction  of  their  president,  I wish  to  pay  tribute  to  the 
powers  that  have  made  this  possible  and  that  make  even 
our  existence  worth  while. — Our  Doctors-  and  Husbands.’ 
IOWA — “Our  outstanding  work  for  the  year  has  been  our 
printed  program  suggestions  and  our  health  essay  contest 
which  we  sponsored.  ...  If  we  have  in  a small  way  helped 
the  medical  profession  to  gain  a surer  footing  with  the 
State  Department  of  Public  Instruction  then  our  efforts  have 
not  been  in  vain.” 

KANSAS — “We  consider  our  biggest  piece  of  educational 
work,  the  work  of  the  Legislative  Department.  Our  State 
Chairman  investigated  the  Pure  Food  and  Drug  Act  and  has 
written  a fine  article  on  this  subject,  which  was  given  at 
the  mid-winter  State  Board  meeting,  and  at  many  civic  club 
meetings. — The  Men’s  Advisory  Board  of  the  state  asked 
us  to  investigate  legislation  and  to  make  a map  of  our  state, 
which  would  show  the  locations  of  the  doctors  and  auxiliary 
members  in  respect  to  their  representatives  and  senators. 
The  auxiliary’s  duty  was  to  bring  out  the  feeling  of  the 
state  representatives  and  senators  in  respect  to  the  medical 
profession,  on  such  subiects  as  the  Basic  Science  Law, 
their  religion,  their  family  physicians  and  their  specialists. 
Much  can  be  gained  if  we  are  informed  as  to  these  qualifica- 
tions of  the  state  representatives  and  senators.  We  know  at 
once  whether  they  are  in  sympathy  with  Christian  Scientists 
and  osteopaths  or  with  the  medical  profession.” 

NORTH  CAROLINA— “The  upkeep  of  a bed  at  our  State 
Sanatorium  is  our  pet  philanthropic  project.” 

OREGON — “Since  the  organization  of  the  Woman’s  Auxili- 
ary to  the  Oregon  State  Medical  Society  a Basic  Science 
Law  was  successfully  passed  in  the  1933  Legislature.  This 
act  has  long  been  fought  for  by  the  State  Medical  Society 
and  defeated  several  times,  but  undoubtedly  the  assistance 
of  the  auxiliary  finally  brought  success.  While  celebrating 
this  great  event  for  scientific  medicine  in  Oregon,  we  were 
suddenly  faced  with  the  fact  that  a group  of  cultists,  with 
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the  lowest  standard  of  education  known,  had  attacked  our 
Basic  Science  Law  with  a petition  to  have  it  repealed  at 
the  general  election  in  November.  This  would  not  be  so  bad 
if  it  were  a simple  repeal  of  the  Basic  Science  Law  but  their 
petition  embodies  in  itself  an  amendment  to  the  Constitution 
of  Oregon  whereby  all  medical  legislation  and  health  laws 
heretofore  existing  are  repealed  and  the  practice  of  the 
healing  art  is  thrown  wide  open  to  one  and  all.  Therefore, 
you  will  see  that  our  Woman’s  Auxiliary  has  before  it  this 
summer  and  fall  the  greatest  fight  and  noblest  work  we  have 
yet  undertaken.” 

PENNSYLVANIA — “A  few  of  the  larger  auxiliaries  have 
Junior  members — they  have  been  active  in  meeting  and 
convincing  the  wives  of  the  younger  doctors  that  the  auxiliary 
is  a worthwhile  group  and  it  is  their  duty  to  join.” 

TEXAS — “Our  main  objective  has  been  child  welfare — 
giving  charity  only  where  charity  is  needed.” 

UTAH — “We  are  trying  to  sell  our  idea  as  a necessity 
for  the  doctors  to  stick  together  and  hold  up  scientific  work- 
in  contradistinction  to  quackery.” 

WISCONSIN — “Six  County  Auxiliaries  have  the  use  of 
radio  stations  for  health  programs.  A fifteen  minute  radio 
talk  on  some  health  subject  is  given  each  week  by  the 
Executive  Secretary  of  the  State  Auxiliary.” 

It  was  evident  from  the  fine  reports  from  the  well-organ- 
ized states  that  definite  programs  were  under  way. 

At  8:15  p.  m.  Wednesday,  the  Ohio  State  Medical  Asso- 
ciation and  the  Academy  of  Medicine  of  Cleveland  were 
hosts  to  the  women  guests  and  A.  M.  A.  members  at  a 
Musieale  and  informal  reception  at  the  Allen  Memorial  Med- 
ical Library.  After  the  program  refreshments  were  served 
in  the  supper  room.  Guests  were  cordially  invited  to  inspect 
the  beautiful  building  and  the  collections  of  rare  books  and 
interesting  museum  articles. 

The'final  business  session,  at  11  a.  m.  Thursday,  followed 
conference  meetings  on  Hygeia  and  Public  Relations,  and 
a post-convention  Board  meeting  with  Mrs.  Robert  Tomlin- 
son presiding.  Committee  appointments  were  announced  and 
the  presentation  of  plans  for  program  of  work  for  1934-35 
was  given  by  Mrs.  Tomlinson. 

The  social  program  was  climaxed  with  a luncheon  at  the 
beautiful  Country  Club  on  Lander  Road,  a Style  Show  in 
the  Clubhouse  and  around  the  swimming  pool,  below  the 
terrace,  and  on  the  return  trip  the  guests  enjoyed  a garden 
party  at  Glenallen,  estate  of  Mr.  and  Mrs.  Francis  Fleury 
Prentiss. 

That  evening  the  annual  “Bring-Your-Husband”  dinner 
was  held  at  the  Carter  Hotel.  This  dinner,  which  was  spon- 
sored by  the  Woman’s  Auxiliary  to  the  A.  M.  A.  and  the 
Women’s  Entertainment  Committee  of  the  Academy  of  Medi- 
cine, occurred  prior  to  the  President’s  reception  and  ball, 
which  was  held  in  one  of  the  most  delightful  of  halls  (Hotel 
Cleveland),  and  the  music  and  color  of  the  occasion  were 
brilliant. 

The  13th  Annual  Meeting  will  be  held  in  June,  1935,  in 
Atlantic  City: 

“Where  the  long  surges  heave  and  break  foaming  along  the 
glittering  shore, 

And  laughing  maidens  often  take  a header  midst  the  breakers’ 

roar." 

Study  Material  for  County  Groups: 

A.  M.  A.  Study  Envelopes  available  at  A.  M.  A.  office, 
Chicago. 

“The  First  Twelve  Years.”  Write  for  copies — Mrs.  James 
Blake,  Hopkins,  Minn. 

Mrs.  Lloyd  C.  Harvie 

Chairman  of  Press  and  Publicity 
Woman’s  Auxiliary  to  the 
Michigan  State  Medical  Society. 


PHARMACOLOGIC  ACTION  OF  BARBITU- 
RATES: THEIR  USE  TN  NEURO- 
PSYCHIATRIC CONDITIONS 

Carl  Phillip  Wagner,  Hartford,  Conn.,  discusses 
the  various  effects  and  uses  of  the  barbiturates  and 
states  that,  though  usually  employed  for  their  seda- 
tive action,  the  barbiturates  influence  almost  every 
system  of  the  body,  and  their  various  side  actions 
should  be  considered  in  relation  to  the  general  con- 
dition of  the  patient.  The  longer  acting  drugs  are 
eliminated  slowly  and  the  cumulative  effect  of  long- 
continued  usage  may  lead  to  a delirious  reaction  or 
to  other  toxic  symptoms.  The  psychologic  reactions, 
which  are  readily  induced  by  the  shorter  acting 
drugs,  usually  help  in  gaining  cooperation  from  the 
patient  and  may  aid  in  interrupting  the  course  of  a 
psychosis  and  hasten  recovery.  If  the  drug  is  given 
over  a long  period,  the  histologic  changes  produced 
by  the  administration  of  large  doses  may  lead  to 
permanent  impairment  of  function.  The  author 
treated  thirty-seven  neuropsychiatric  patients  by  the 
administration  of  small  doses  of  sodium  amytal 
Almost  without  exception  he  obtained  better  coopera- 


tion from  negativistic  patients  for  a period  of  from 
several  minutes  to  several  hours  after  the  adminis- 
tration of  the  drug.  During  the  time  the  patient 
was  under  the  influence  of  the  drug,  psychotherapy 
in  the  form  of  reassurance  and  suggestion  was  em- 
ployed. Seventeen  of  these  patients  showed  im- 
provement from  the  time  the  drug  was  first  admin- 
istered. Fourteen  continued  to  improve;  five  of 
these  left  the  hospital  before  they  had  recovered 
completely.  In  three  the  psychosis  again  became 
Stationary,  but  at  a higher  level  than  before  the 
treatment  was  started.  Twenty  patients  again  re- 
gressed to  their  former  level  following  the  initial 
period  of  cooperation,  and  the  treatment  was  dis- 
continued.— Journal  A.  M.  A. 


PROSTATIC  PROBLEM:  REVIEW  BASED 
ON  DEVELOPMENTS  OF  TPIE 
PAST  THREE  YEARS 

Oswald  Swinney  Lowsley,  New  York,  believes  that 
vesical  neck  resection  has  a definite  place  in  the 
armamentarium  of  the  profession  for  dealing  with 
certain  types  of  enlargements  at  the  vesical  orifice. 
In  fact,  the  new  instruments  recently  developed 
have  materially  widened  the  scope  of  the  Young 
punch.  When  successful,  this  procedure  is  econom- 
ical for  the  patient  and  gratifying  to  his  physician. 
It  is  unwise  to  attempt  this  procedure  on  massive 
adenomatous  prostates.  It  is  particularly  illogical 
and  improper  to  remove  partially  a prostate  filled 
with  pus  which  is  being  absorbed  because  of  the 
fact  that  the  tubules  are  sealed  off,  and  it  becomes 
a serious  focus  of  infection.  On  the  other  hand,  it 
is  ideal  for  patients  suffering  from  carcinoma  of  the 
prostate,  small  projections  from  the  floor  of  the 
vesical  orifice  and  fibrous  bars.  This  operation  is 
far  from  being  an  office  procedure ; the  avalanche  of 
statistics  seems  to  indicate  that  many  patients  are 
being  operated  on  who  do  not  need  it.  It  is  just 
as  important  to  safeguard  a case  suitable  for  vesical 
neck  resection  as  any  other  prostatic  case.  All  the 
usual  preoperative  tests  and  maneuvers  for  improv- 
ing the  patient’s  general  physical  condition  should  be 
performed.  Patients  on  whom  vesical  neck  resec- 
tion has  been  performed  are  subject  to  various  com- 
plications (incontinence,  hemorrhage,  pelvic  cellulitis, 
peritonitis,  epididymitis  and  recurrence).  The  mor- 
tality rate  in  the  author’s  series  of  eighty-nine  cases 
was  10.11  per  cent,  which  is  approximately  the  same 
as  that  of  his  suprapubic  prostatectomies.  The  low- 
est mortality  rate,  4.8  per  cent,  occurred  in  his  series 
of  535  perineal  prostatectomies  for  benign  adenomas. 
— Journal  A.  M.  A. 


ACQUIRED  SENSITIZATION  TO  SODIUM 
ISOAMYLETHYLBARBITURATE  (SODIUM 
AMYTAL),  AS  EVIDENCED  BY 
CUTANEOUS  ERUPTIONS 

Alfred  M.  Langenbach,  St.  Louis,  reports  four 
cases  in  which  a sensitivity  to  sodium  isoamylethyl- 
barbiturate  developed  as  evidenced  by  skin  eruptions. 
These  eruptions  were  distributed  chiefly  on  the  face, 
neck,  arms,  hands  and  mucous  membranes  of  the 
lips  and  mouth.  None  of  the  cases  cited  showed  any 
sensitivity  to  the  drug  when  it  was  first  administered. 
The  sensitivity  developed  during  a period  of  from 
eight  to  fourteen  months  after  the  drug  had  been 
taken  and  then  discontinued.  The  primary,  use  of 
the  drug  ranged  from  nine  months  to  two  years. 
The  average  3 grain  (0.2  Gm.)  dose  was  never  ex- 
ceeded in  three  cases;  12  grains  (0.8  Gm.)  was  used 
in  one  case  during  a period  of  eight  hours.  This 
sensitivity  differs  from  that  previously  noted  in  that 
it  does  not  extend  to  other  barbiturates. — Journal 
A.  M.  A.  (April  28,  1934). 


Battle  Creek — The  Place  of  Our 
1934  Meeting 


BATTLE  CREEK,  MICHIGAN 

Tradition  has  it  that  on  the  banks  of  the 
Kalamazoo  River,  near  the  entrance  of  a 
creek,  a fight  took  place  a hundred  years 
ago  between  a couple  surveyors  and  a couple 
Indians.  Who  won  the  argument  in  tins 
disagreement  history  does  not  say,  but  the 
result  is  that  on  this  spot  a village  began 
to  grow,  which  later  was  named  Battle 
Creek,  and  today  Battle  Creek  has  grown 
into  the  best  known  city  of  its  size  in  the 
world.  This  much  is  freely  admitted. 

Located  in  southern  Michigan  about  mid- 
way between  Detroit  and  Chicago,  this  city 
of  diversified  interests  lies  in  the  valley  of 
its  rivers,  and  is  surrounded  by  its  manufac- 
turing districts  and  its  outlying  farming  re- 
gions. Ample  in  area,  it  knows  no  crowd- 
ing or  congestion. 

The  fame  that  is  Battle  Creek’s  is  notable 
by  reason  of  the  fact  that  its  interests  are 
diversified.  While  in  every  country  in  the 
world  its  name  is  synonymous  with  health, 
contrary  to  popular  belief  it  has  many  no- 
table achievements  to  its  credit  sufficient  to 
make  its  name  world  famous. 

While  Minneapolis  has  its  flour,  Detroit 
its  automobiles,  Grand  Rapids  its  furniture, 
and  Pittsburgh  its  steel,  Battle  Creek  besides 
its  health  fame  has  its  breakfast  foods,  its 
printing  presses,  its  threshing  machinery,  its 
gas  stoves  and  many  another  leading  indus- 
try in  its  line. 

These  different  manufacturing  concerns 
with  a host  of  smaller  ones  are  of  a stable 
nature,  and,  except  for  seasonal  fluctua- 
tions, operate  on  as  sound  a footing  as  can 
be  found  anywhere  in  the  country. 

Battle  Creek  is  at  the  crossroads  of  two 
great  railway  systems,  the  New  York  Cen- 
tral and  the  Grand  Trunk  Western  Lines. 
The  Grand  Trunk  has  its  divisional  head- 
quarters in  Battle  Creek,  and  in  addition 
operates  here  one  of  the  largest  car  and 
locomotive  shops  in  the  country.  The  rail 
service  for  both  passenger  and  freight 
trains  in  and  out  of  Battle  Creek  makes  a 
showing  not  witnessed  in  many  cities  much 
larger.  Quick  and  easy  transportation  is 
also  afforded  by  several  lines  of  passenger 
busses,  while  Michigan’s  splendid  system  of 


paved  roads  makes  travel  to  Battle  Creek 
quick  and  delightful. 

With  a population  of  50,000 — 90  per  cent 
of  whom  are  American  born — 75  per  cent 
own  their  own  homes.  Its  shaded  streets 
and  well  kept  lawns  are  especially  noticeable 


Union  Building.  Civic  Sports. 


to  the  visitor,  and  it  covers  an  area  of  some 
twelve  square  miles.  Within  its  limits  are 
one  hundred  and  seventy-five  miles  of 
streets  and  boulevards,  forty-five  miles  of 
which  are  paved ; a modern  water  supply 
with  two  independent  pumping  systems,  and 
with  the  usual  sewers,  gas  mains,  electric 
lights  and  power,  and  a modern  automatic 
telephone  system. 

PARKS 

Its  sixteen  parks  are  of  unusual  beauty, 
covering  five  hundred  ninety-six  acres  of 
area  including  public  playgrounds  for  base- 
ball, tennis,  football  and  other  outdoor 
sports.  Irving  park  is  noted  for  its  rock- 
gardens,  its  artistic  bridges  and  scenic  vistas 
and  is  full  of  lovely  surprises. 

Battle  Creek’s  hardy  pioneers,  who  dared 
the  dangers  and  withstood  the  hardships  of 
a new  country,  laid  the  foundation  for  a 
city  where  religion,  patriotism  and  educa- 
tion should  be  made  the  keystone  in  the  arch 
of  its  later  triumphs,  and  this  was  but  nat- 
ural to  its  New  England  forebears. 

SCHOOLS 

I he  public  schools  of  Battle  Creek  are 
outstanding  and  the  buildings  and  equip- 
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ment  of  its  educational  system  are  far  in 
advance  of  most  cities  of  its  size.  One  of 
its  newer  units,  the  Ann  J.  Kellogg  school, 
is  the  first  school  in  America  to  achieve  the 
standards  set  by  President  Hoover  in  his 
plan  to  give  every  child  a chance  to  be 
healthy  as  well  as  to  obtain  an  education. 
Built  to  house  children  which  normally 
should  come  to  a grade  school,  it  is  depart- 
mentized  to  include  children  that  are  crip- 
pled, the  hard  of  hearing,  the  impaired 
sight,  the  low  grade  mentally,  the  gifted 
child,  and  the  problem  child.  Its  fame  as  a 
unique  school  is  already  gone  out  and  it  is 
being  watched  by  educators  from  all  over 
the  world. 

BATTLE  CREEK  COLLEGE 

As  an  institution  of  higher  learning,  with 
an  enrollment  of  700  students,  this  college 
includes  the  liberal  arts,  domestic  science, 


music,  physical  education,  and  nurses’  train- 
ing, and  has  the  distinction  of  being  the 
only  institution  of  its  kind  where  biological 
living  is  made  the  basis  of  every  branch  of 
learning.  Bachelor  of  arts  and  bachelor  of 
science  degrees  are  conferred. 

CHURCHES 

Several  new  church  edifices,  of  more  than 
ordinary  architectural  excellence,  as  well  as 
pretentious  service  requirements,  give 
homes  to  a large  range  of  religious  denom- 
inations. 

In  recent  years  two  skyscraper  bank 
buildings  have  changed  the  view  of  the  city 
to  that  of  a metropolitan  center.  'File  tall 
stately  towers  of  these  buildings  rising  over 
twenty  stories,  together  with  the  City  Na- 
tional Bank  building,  furnish  housing  for 
bank  and  trust  companies  to  carry  on  the 
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Ann  J.  Kellogg  School  for  Underprivileged  and  Special  Children 


varied  financial  activities  of  a busy  commu- 
nity. 


W.  K.  Kellogg  Auditorium 
LAKES 

Battle  Creek  is  in  close  proximity  to  some 
eighty-five  lakes.  Four  of  these  are  within 
ten  minutes  drive,  while  Gull  lake  fifteen 
miles  to  the  northwest  is  one  of  the  best 
known  resort  waters  in  southern  Michigan. 
Its  shore  line  is  noted  for  its  many  gor- 
geous estates  with  their  beauteous  land- 
scapes, while  its  waters  afford  water  sports 
and  boating  to  a large  concourse  of  enthus- 
iasts. 

AIR  PORT 

At  the  southwestern  edge  of  the  city  of 
Battle  Creek,  is  located  the  Kellogg  airport 
with  one  of  the  finest  of  landing  fields  and 
affording  service  for  air  mail  and  passenger 
travel. 

BOY  SCOUTS 

In  a club  bouse  overlooking  the  beautiful 
Irving  Park,  the  Boy  Scout  Council  is 


housed  in  what  is  said  to  be  the  finest  boys 
club  in  America  representing  an  investment 
of  $350,000.  Boy  Scouts  numbering  2,270 
are  affiliated  with  this  Council,  which  has 
given  Battle  Creek  the  Gore  cup  prize  for 
several  years  back. 

CONVENTIONS 

Because  of  its  geographical  position  and 
also  its  exceptional  transportation  facilities 
Battle  Creek  is  fast  becoming  the  Conven- 
tion City  of  Michigan.  The  recent  com- 
pletion of  the  Kellogg  Auditorium,  a gift 
to  the  city,  has  made  it  possible  for  large 
conventions  to  be  housed  amid  ideal  sur- 
roundings. Its  central  location  and  close 
proximity  to  hotels  and  the  business  district 
leaves  nothing  to  be  desired  from  the  stand- 
point of  convenience  and  convention  excel- 
lence. 


THE  CALHOUN  COUNTY  MEDICAL 
SOCIETY 

The  Calhoun  County  Medical  Society 
was  first  organized  in  Marshall  on  Novem- 
ber 11,  1839.  A Constitution  and  By-laws 
was  adopted  and  officers  elected ; Luther  W. 
Hart,  Marshall,  President;  D.  B.  Crane, 
Albion,  Vice  President ; J.  H.  Montgomery, 
Marshall,  Secretary;  Wm.  Thompson,  Mar- 
shall, Treasurer;  Censors:  Drs.  Crane, 

Montgomery,  Bevitt,  Sibley,  and  Greene. 
The  following  were  charter  members  in 
order  of  their  arrival  and  settlement  in  Cal- 
houn County:  A.  L.  Hays,  Marshall,  1831  ; 
Luther  B.  I-Iart,  Marshall,  1832;  John  P. 
Greene  and  Joseph  Sibley,  Marshall,  1834; 
J.  H.  Montgomery,  Marshall,  1836;  D.  B. 
Crane,  Albion ; Daniel  Hudson,  Edwin  D. 
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Bevitt,  Wm.  Thompson,  and  L.  J.  Ayles- 
worth,  Marshall ; Rob’t  W.  Porter,  Mar- 
engo; Henry  Porter,  Tekonsha;  Vernon 
Parks,  D.  Nims,  and  E.  Allen,  Homer;  Al- 
bert W.  Lathrop,  Marshall;  Frederick  W. 
Wheelock,  Albion ; and  T.  C.  Hurd,  Bur- 


Dr.  Wilfred  Haughey 
Secretary  Calhoun  County  Medical  Society 

lington.  There  were  no  charter  members 
for  Battle  Creek,  which,  at  that  time,  was  a 
mere  hamlet.  This  was  a flourishing  active 
society  for  many  years. 

In  1876  the  Society  was  reorganized  at 
Albion  on  the  4th  of  December.  The  old 
book  of  minutes  is  a work  of  precision  and 
clearness  of  penmanship: 

On  the  above  date  a meeting  was  called 
to  order  by  Dr.  Stoddard,  who  read  a 
copy  of  the  circular  calling  the  meeting. 
Dr.  J.  H.  Montgomery  of  Marshall  was 
elected  temporary  chairman,  and  Dr.  L. 
A.  Foot  of  Battle  Creek  was  Secretary 
pro  tern.  Marshall  was  represented  by 
Drs.  J.  IT.  Montgomery  and  Henry  S. 
Joy.  The  Battle  Creek  doctors  were: 
Edward  Cox,  S.  S.  French,  M.  A.  Garcia, 
and  L.  A.  Foote ; Homer  was  represented 
by  Dr.  O.  S.  Phelps  and  Dr.  E.  A.  Col- 
lins; Tekonsha  by  Dr.  O.  C.  Lyon,  and 
Albion  by  Dr.  J.  P.  Stoddard. 

A committee  of  three  was  appointed  to 
work  out  a plan  of  permanent  organiza- 
tion, who  should  report  a Constitution 
and  By-laws,  and  also  recommend  a place 
for  the  next  meeting.  Chairman  ap- 


pointed Drs.  French,  Stoddard  and 
Phelps.  A recess  was  taken  till  4 p.  m. 
to  give  the  committee  time  to  prepare  a 
report. 

On  reassembling  at  4 p.  m.  the  commit- 
tee reported  a Constitution  and  set  of  By- 


DR.  A.  E.  McGregor 

President  Calhoun  County  Medical  Society 

laws.  These  were  taken  up  article  by 
article  and  discussed,  some  minor  amend- 
ments accepted  and  finally  approved  and 
adopted  as  a whole  by  the  meeting. 

In  accordance  with  the  report  of  the 
nominating  committee  the  following 
persons  were  elected  by  ballot  as  perma- 
nent officers  of  the  association: 

President — Dr.  J.  H.  Montgomery, 
Marshall 

First  Vice  President — Dr.  Edward 
Cox,  Battle  Creek 

Second  Vice  President — Dr.  O.  S. 
Phelps,  Homer 

Secretary— Dr.  John  P.  Stoddard, 
Albion 

Treasurer — Dr.  M.  A.  Garcia,  Battle 
Creek 

The  first  subject  announced  by  the 
President  for  discussion  was  that  of 
Diphtheria  for  consideration  at  the  next 
meeting.  Dr.  O.  S.  Phelps  and  Dr.  O.  C. 
Lyon  were  chosen  to  conduct  the  discus- 
sion, and  Dr.  M.  A.  Garcia  was  appointed 
as  essayist. 

The  society  has  been  a progressive  one, 
taking  a lead  in  medical  affairs  and  thought. 
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In  its  first  meeting  the  Society  urged  the 
passage  of  a law  registering  all  physicians. 
The  second  meeting,  among  other  things, 
had  a paper  on  the  application  of  plaster 
bandages. 

At  the  meeting  of  December  4,  1877, 
there  was  a discussion  and  report  of  typhoid 
fever,  at  which  it  was  found  all  the  cases 
were  within  the  distribution  of  a certain 
line  of  soft  water.  This  was  a paper  by 
Dr.  J.  H.  Kellogg  inquiring  why  44  cases 
should  develop  at  the  College.  Dr.  Cox 
suggested  water  supply  as  a cause. 

In  1878  and  for  many  years,  there  were 
both  afternoon  and  evening  sessions  of  the 
Society  and,  judging  from  the  minutes,  very 
interesting  debates.  In  September,  1879, 
the  meeting  was  a discussion  as  to  whether 
dentists  should  he  considered  a separate  pro- 
fession or  as  specialists  in  the  practice  of 
medicine.  In  1881  they  proposed  plans  for 
placing  the  vital  statistics  of  the  State  under 
the  State  Board  of  Health. 

In  1882,  March  7,  there  was  a very  in- 
teresting debate  by  Dr.  Geo.  H.  Green  and 
Dr.  S.  S.  French  on  the  question  of  “The 
Periodic  Examination  of  all  Practicing  Phy- 
sicians by  a State  Medical  Examination 
Board.”  Drs.  Kellogg,  Cox,  and  Dr.  H.  O. 
Walker  of  Detroit,  the  essayist,  participated, 
hut  the  issue  was  evidently  a draw.  How- 
ever, the  trend  of  thought  is  shown  thus 
early. 

In  September  this  same  year  appeared  a 
lengthy  discussion  of  “Occupations  for 
Women”  and  the  advantages  of  training 
them  for  nursing  service. 

The  September,  1883,  meeting  was  a dis- 
cussion of  the  cause  and  treatment  of 
typhoid  fever.  Dr.  A.  W.  Alvord  said,  “At 
the  present  time  little  is  known  about  the 
cause  or  prevention  of  typhoid  fever,  but  I 
believe  it  to  be  a filth  disease  and  a prevent- 
able disease.”  He  cited  a family  he  had 
attended  where  the  well  water  was  contam- 
inated by  surface  drainage  from  an  adjacent 
very  filthy  cow  lot.  Five  of  the  six  mem- 
bers of  the  family  were  ill. 

The  tenth  annual  meeting  in  1885 
brought  out  a long  discussion  as  to  whether 
the  bacillus  caused  consumption  or  con- 
sumption caused  the  bacillus.  Then  is 
a famous  old  trial,  for  advertising,  of  Dr. 
J.  FI.  Kellogg,  extending  through  twenty 
pages  of  the  minutes  of  1886.  The  vote 
was  a tie  and  hence  the  prosecution  did  not 
prevail. 


May  26,  1896,  the  Society,  being  poorlv 
attended  on  account  of  academies  flourish- 
ing in  each  city  of  the  county,  voted  to  dis- 
band, hut  reconsidered,  and,  with  Dr.  W.  H. 
Haughey  as  Secretary,  began  increasing  its 
interest  and  attendance. 

When  the  State  Medical  Society  was  re- 
organized in  1902,  Calhoun  was  so  well  or- 
ganized that  it  secured  Charter  No.  1.  Since 
that  time  the  Society  has  had  monthly  in- 
stead of  quarterly  meetings,  and  has  grown 
in  worth  to  the  community  and  the  State. 

This  society  has  given  four  presidents  to 
the  Michigan  State  Medical  Society — Cox, 
French,  Alvord  and  Stone.  It  has  given 
other  State  officers,  Section  officers,  etc.,  in 
proportion.  It  has  had  members  of  the 
State  Board  of  Registration  and  the  State 
Board  of  Health.  It  has  given  to  the  Mili- 
tary service  many  of  its  members,  starting 
with  Dr.  A.  L.  Hays  in  the  Black  Hawk 
War.  The  Civil  War  claimed  Dr.  O.  C. 
Comstock,  Jr.,  Capt.  of  troop  and  killed  in 
the  Battle  of  the  Wilderness;  Dr.  Samuel 
M.  Holton  and  Dr.  S.  S.  French  of  Battle 
Creek ; Dr.  Milton  Chase,  Battle  Creek ; Dr. 
Edwin  Church,  Marshall ; Dr.  Willoughby 
O’Donoghue,  Albion;  Dr.  Henry  Ostrand, 
Albion;  Dr.  L.  B.  Thayer,  Battle  Creek; 
Dr.  Wm.  Campbell,  Battle  Creek;  Dr. 
Thomas  Eggleston,  Dr.  C.  J.  Lane,  Mar- 
shall, and  Drs.  A.  W.  Alvord  and  W.  E. 
Dickey,  who  moved  to  Battle  Creek  later. 


THE  BATTLE  CREEK  ACADEMY  OF 
MEDICINE  AND  DENTISTRY 

Indigency  is  the  lack  of,  or  the  inability  to  obtain, 
or  pay  for,  the  common  necessities  of  life  such  as 
food,  fuel,  clothing  or  shelter,  as  well  as  medical 
care  when  needed. 

It  is  difficult  at  times  to  get  civil  authorities  to 
agree  to  the  principle  that  payment  to  physicians 
for  medical  care  to  indigents  is  as  much  an  obliga- 
tion of  the  State  as  is  food,  fuel,  clothing,  or  shelter. 
Boards  of  Supervisors,  Poor  Commissioners,  and 
City  Administrators  have  very  little  idea  that  med- 
ical service  represents  a tangible  commodity.  Poli- 
tical agencies  as  well  as  the  general  public  have 
been  slow  to  give  to  the  medical  and  dental  profes- 
sions their  rightful  place  in  the  set-up  of  the  on- 
coming rush  for  welfare  service. 

This  misunderstanding  of  the  Board  of  Super- 
visors, and  the  City  and  County  officials,  led  to  the 
formation  of  a group  from  the  Calhoun  County 
Medical  Society  to  study  Medical  Economics.  The 
result  is  the  Battle  Creek  Academy  of  Medicine 
and  Dentistry,  the  two  professions  being  so  inti- 
mately'- interested  in  these  problems. 

Doctors  and  Dentists  of  Battle  Creek  are  about 
the  average  mine  run  variety.  When  not  pulling 
for  themselves  and  their  patients,  they  are  generally 
pulling  for  each  other.  They  attend  staff  meetings 
at  the  hospitals  the  second  and  third  Tuesday  eve- 
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nings  of  each  month ; attend  the  County  Medical 
Society  on  the  first  Tuesday;  but  the  fourth  Tues- 
day evening  is  when  they  all  turn  'out  to  the  “Acad- 
emy,” and  it  is  of  the  Academy  of  Medicine  and 
Dentistry  that  I want  to  tell.  This  organization  is 
a sort  of  an  economic  chapter  of  the  County  Med- 
ical Society,  having  certain  ideals  and  objectives 
quite  separate  from  the  scientific  side  of  Medicine. 
It  is  incorporated  under  the  laws  of  the  State  of 
Michigan  and  this  article  aims  to  give  you  the  facts 
and  figures  pertaining  to  what  it  accomplished  in 
1933.  For  a complete  year  it  handled  every  indigent 
case  in  the  City,  and  kept  detailed  records  of  office 
visits,  house  calls,  night  calls,  hospital  calls,  opera- 
tions, confinements,  and  all  other  types  of  service. 
The  Academy  employed  its  own  social  service 
worker  to  determine  indigency,  employed  its  own 
account  to  keep  its  records,  and  audited  its  own 
bills,  payment  of  which  was  made  from  a monthly 
stipend  from  the  City.  Each  item  of  service  was 
billed  to  its  auditors  at  the  usual  prevailing  rate, 
and  the  auditors  scaled  down  the  bills  and  pro- 
rated the  payment  in  accordance  with  the  amount 
of  money  available  from  the  City. 

During  the  year  of  1932  a committee  from  the 
Medical  Society  made  a study  of  the  costs  of  med- 
ical care  in  Battle  Creek  during  the  previous  three 
years.  This  was  accomplished  with  the  cooperation 
of  the  City  and  County  officers,  and  the  figures 
made  available  were  used  as  a basis  of  an  estimate 
for  the  1933  service. 

Based  on  these  findings  the  Academy  of  Medicine 
and  Dentistry  contracted  with  the  City  of  Battle 
Creek  to  care  for  its  indigent  sick  for  a flat  sum 
of  $12,000.00  for  medical  cases,  and  another  contract 
for  $900.00  for  dental  cases.  This  service,  how- 
ever, did  not  include  hospitalization  expense,  or 
venereal  or  contagious  disease,  orthopedic  appli- 
ances, or  such  unusual  drugs  as  insulin,  salvarsan, 
vaccines,  sera  or  medicines  not  usually  carried  by 
the  general  practitioner  in  the  ordinary  pursuit  of 
his  practice.  These  items  were  paid  for  by  the  City 
by  order  or  prescription  to  the  local  drug  stores. 

The  contract  for  dental  cases  included  those  meas- 
ures necessary  for  the  relief  of  pain  and  the  eradica- 
tion of  contagion  and  such  additional  measures, 
other  than  permanent  restorative  dentistry,  as  might 
he  deemed  necessary  in  the  successful  treatment  of 
disease  or  injuries. 

It  should  be  stated  that  these  two  contracts  for 
medical  and  dental  care  were  made  on  a basis  of 
at  least  twenty  per  cent  less  than  the  known  costs 
of  indigent  care  in  other  years  as  revealed  by  our 
preliminary  survey.  This  was  due  to  an  expected 
shortage  or  delinquency  in  tax  collections. 

Tn  addition  to  agreeing  to  furnish  medical  and 
dental  service  upon  a basis  considerably  less  than 
the  known  costs  in  other  years,  when  even  less 
indigency  prevailed,  the  Academy  of  Medicine  and 
Dentistry  agreed  to  employ,  at  its  own  expense,  an 
experienced  social  worker,  a former  county  nurse, 
who,  together  with  the  City'  Director  of  Relief, 
determined  the  social  status  and  worthiness  of  each 
case.  Heretofore,  the  City  had  borne  the  expense 
of  the  social  worker. 

Aside  from  the  physicians  of  the  Sanitarium 
whose  work  is  limited  to  the  institution,  there  are 
52  physicians  and  27  dentists,  members  of  the  Med- 
ical and  Dental  Society  in  active  practice  in  the 
city.  The  two  local  approved  hospitals  are  open  to 
members  of  the  Medical  and  Dental  Societies.  One 
hospital  has  two  hundred  beds,  while  the  other,  an 
older  institution,  has  a few  less  than  a hundred 
beds.  In  Rattle  Creek  four  large  office  buildings  in 
the  retail  district  afford  office  space  for  most  of  the 
doctors,  but  few  having  offices  attached  to  their 
homes. 

Each  member  of  the  Academy  who  has  an  office 


or  house  call  from  a family  or  individual  who  ap- 
pears to  be  unable  to  pay  his  service,  who  is  already 
receiving  fuel,  food,  or  rent  from  the  City,  would 
render  first  aid  at  once,  with  no  question  as  to  forth- 
coming pay.  On  a special  notification  card  the  doc- 
tor reports  the  name,  age,  and  kind  of  service  ren- 
dered, to  the  social  worker,  who,  together  with  the 
City  Director  of  Relief,  investigates  the  family,  and, 
if  found  worthy,  the  service  is  continued  until  the 
patient  recovers.  If  found  unworthy  of  city  relief, 
the  doctor  would  proceed  to  treat  the  case  as  any 
other  private  patient.  Cases  requiring  hospitaliza- 
tion are  not  sent  to  the  hospital,  except  in  emer- 
gency, until  approved  by  the  City  Director  of  Re- 
lief. Emergency  cases  are  sent  to  the  hospital  and 
investigated  afterwards. 

At  the  end  of  each  month  each  doctor  or  dentist 
sent  to  the  Academy  headquarters  an  itemized  state- 
ment of  each  case  served.  These  bills  were  made 
out  at  the  prevailing  rates  in  this  City  for  profes- 
sional service.  An  auditing  committee,  composed  of 
officers  of  the  Academy,  audited  all  bills  rendered 
by  the  members,  and  satisfied  themselves  that  the 
bills  represented  claims  for  actual  services  rendered. 

All  approved  bills  were  ordered  paid  by  the  treas- 
urer, but  were  prorated  for  payment  after  deducting 
the_  overhead  expense  of  the  Academy;  viz.,  the 
social  director,  telephone,  auditor,  etc.  Careful  rec- 
ords of  cases  and  systematic  accounting  of  the 
funds  were  kept. 

List  of  services  rendered  by  the  Academy  of  Medicine  and 

Dentistry  January  1 to  December  31,  1933: 

Office  calls  5,696,  House  calls  4,042,  Hospital  calls  688, 
Night  calls  210,  Appendectomies  49,  Confinements  93,  Ton- 
sillectomies 50,  Herniotomies  9,  Fractures  40.  Incomplete 
Abortions  10,  Minor  surgical  114,  Major  surgical  63,  Mas- 
toidectomies 3,  X-ray  Examinations  102,  Cystoscopies  2. 

The  above  services  were  billed  to  the  auditing  committee 
at  the  regular  rates  charged  in  this  city,  viz.,  $2.00  for 
office  treatments,  $3.00  for  house  calls,  $5.00  for  night  calls, 
etc.,  etc. 

The  total  bills  for  all  services  amounted  to  $49,782.25. 
In  order  to  keep  within  the  contract  the  auditing  commit- 
tee had  to  trim  the  bills  down  to  $8,929.20.  The  overhead 
cost  of  investigator  and  bookkeeper  amounted  to  $3,070.80 
or  a total  of  $12,000.00,  the  amount  of  the  contract.  At 
this  rate  each  doctor  averaged  17.9  cents  on  the  dollar  of 
bills  rendered.  The  table  below  gives  the  figures  for  both 
the  medical  and  dental  service. 


Medical 

12  Mos.  Doctors  bills  as  rendered $49,782.25 

Cash  available  from  City  under  contract....  12,000.00 


Deficit,  or  amount  of  service  rendered,  but 

not  paid  ' $37,782.25  75.9% 

Representing  75.9% 

Expenses  for  investigators,  phone,  etc $ 3,070.80  6.6% 

Actually  paid  Doctors 8,929.20  17.9% 

or  17.9  per  cent  of  bills 


Total  $12,000.00 

Dental 

12  Mos.  Dental  Bills  as  rendered $ 1,856.75 

Cash  available  for  City  contract 900.00 

Deficit,  or  amount  of  services  rendered 

but  not  paid 956.75  51  % 

Expense  for  investigations,  phone,  etc 230.22  12.1% 

Payments  made  to  dentists 669.78  36.3% 


Total  $ 900.00 


Thus  was  the  year  1933  cared  for.  In  1934  we 
had  the  new  set-up  of  the  Federal  Government  tak- 
ing part  in  local  relief  under  the  Michigan  Emer- 
gency Relief  Administration.  Our  Battle  Creek 
Academy  of  Medicine  and  Dentistry  has  entered 
into  an  agreement  whereby  we  render  aid  as  last 
year,  send  in  the  same  reports  and  the  bills  are 
paid  to  the  academy  auditor,  who  distributes  the 
mone)r  to  our  members,  deducting  2 per  cent  for 
expense  of  the  office,  auditing,  etc.,  and  we  audit 
all  our  hills  through  our  own  auditing  committee. 
This  has  worked  very  satisfactorily  with  these  ac- 
counts chargeable  to  the  Emergency  Relief  Admin- 
istration or  the  City,  but  the  Afflicted  Children’s 
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accounts  are  a complete  washout  so  far,  no  one 
being  paid  anything  for  medical  or  surgical  emer- 
gency cases.  The  Probate  Judge  and  the  Poor 
Commissioner  demand  that  the  doctors  sign  a 
w'aiver  of  their  fees  before  they  will  approve  the 
hospital  bills  for  payment  by  the  State. 

The  Attorney  General  has  been  appealed  to  twice 
for  at  least  a ruling  on  this  waiver  question  but, 
so  far,  has  failed  to  reply.  We  believe  we  are  en- 
titled to  his  interpretation  of  the  Law. 

The  Academy  hesitates  to  clamp  down  and  refuse 
aid  to  children’s  emergencies  but  this  will  have  to 
be  the  next  step,  we  fear. 


THE  LEILA  Y.  POST  MONTGOMERY 
HOSPITAL 

The  Leila  Y.  Post  Montgomery  Hospital  was 
established  in  1927  through  a gift  by  Mrs.  Leila  Y. 
Post  Montgomery  to  the  Sisters  of  Mercy.  The 
Hospital  was  erected  by  Mrs.  Montgomery  on  a 
beautiful  and  spacious  site,  given  to  the  sisters,  and 


Leila  Y.  Post  Montgomery  Hospital 


opened  for  patients  on  March  11,  1927.  It  had  96 
beds  and  20  bassinets,  a school  of  nursing,  and  an 
out-patient  department.  Promptly  the  hospital  was 
operating  to  capacity  and  gave  evidence  of  the  wis- 
dom in  planning  for  expansion.  In  1929  Mrs. 
Montgomery,  recognizing  the  need  for  more  room 
and  more  departments,  gave  an  addition  increasing 
the  capacity  to  200  beds  and  20  bassinets.  There  is 
complete  equipment  for  x-ray  (excepting  deep 
therapy) , hydro-,  electro-  and  physio-therapy,  a won- 
derfully beautiful  and  fully  equipped  children’s  de- 
partment, a department  closed  off  from  the  rest  of 
the  hospital  for  thyroid  and  kindred  cases;  a sur- 
gery completely  equipped  with  five  operating  rooms ; 
an  emergency  department  including  first  aid  rooms, 
beds,  and  operating  room.  The  Chapel  is  a retreat 
most  restful  and  inspiring. 

Sister  M.  Bernadette  is  the  Superintendent,  and 
Dr.  Russell  Mustard  is  Chief  of  Staff.  Dr.  A.  E. 
MacGregor  was  first  Chief  of  Staff  and  served  one 
year,  Dr.  R.  C.  Stone  served  one  year,  Dr.  Wilfrid 
Haughey  served  for  four  years,  and  Dr.  Mustard 
is  now  serving  his  second  year. 

The  hospital  is  familiarly  and  lovingly  called 
“Leila"  hospital  by  everyone.  It  is  as  nearly  fire- 
proof and  sound-proof  as  money  can  make  it,  and 
is  administered  by  a board  of  three:  Sister  Berna- 
dette, Father  Maurice  Walsh,  the  Pastor  of  St. 
Philips  parish,  Battle  Creek,  and  Dr.  Wilfrid 
Haughey. 

On  the  same  grounds  and  corresponding  in  archi- 
tecture is  a beautiful  Nurses  Home,  provided  for  in 


the  will  of  the  late  Louis  F.  Worstein.  This  build- 
ing contains  rooms,  class  rooms,  social  hall  and 
assembly  hall.  There  is  a training  school  of  about 
forty  student  nurses. 

The  Staff  meets  the  second  Tuesday  of  each 
month  and  usually  has  a speaker  from  outside  of 
the  city  in  addition  to  its  own  program.  Qinical 
and  pathological  conferences  are  also  held  at  the 
call  of  the  pathologist.  There  is  a beautifully  fur- 
nished and  spacious  parlor  for  the  doctors  on  the 
main  floor,  where  a library  is  maintained,  and  con- 
ferences may  be  held. 

The  staff  is  divided  into  departments  of  special- 
ization headed  by  Dr.  Russell,  Mustard,  Chief  of 
Staff;  Ben  G.  Holtom,  Vice  Chief;  Robt.  H.  Fraser, 
Secretary ; Surgery,  A.  E.  MacGregor ; Ortho- 
pedics, C.  W.  Brainard ; Obstetrics,  H.  F.  Becker; 
Medicine,  C.  R.  Hills;  Ophthalmology,  R.  D. 
Sleight;  Oto-Laryngology,  Wilfrid  Haughey;  Pedi- 
atrics, S.  L.  Lowe ; X-ray,  W.  O.  Upson ; Dentistry, 
John  H.  Rockwell;  Laboratory,  A.  A.  Humphries. 


NICHOLS  MEMORIAL  HOSPITAL 
Nichols  Memorial  Hospital  was  established  in 
1889  and  has  been  in  continual  operation  ever  since. 
It  was  started  by  an  early-day  organization  called 
“The  Charitable  Union  of  Battle  Creek”  and  was 
made  possible  by  the  beneficence  of  Hon.  John  C. 
Nichols,  President  of  the  Nichols  & Shepard 
Threshing  Machine  Co.  of  this  city — hence  the 
name,  “Nichols  Memorial  Hospital.” 

The  hospital  is  still  owned  and  operated  by  The 
Charitable  Union,  which  is  made  up  of  two  repre- 
sentatives from  each  church,  lodge  and  society  of 
the  city  and  vicinity  desiring  representation, — about 
forty-eight  members  at  this  time.  From  this  num- 
ber a Board  of  Trustees  for  the  hospital  is  chosen, 
consisting  of  eleven  members  who  in  turn  elect  their 
own  officers  annually.  The  present  President  is 
Mrs.  W.  N.  Dibble;  Secretary,  Mrs.  L.  H,  Sabin; 
Treasurer,  Mrs.  H.  W.  Cavanagh — all  of  this  city. 

The  Board  of  Trustees  selects  a Superintendent 
for  the  hospital  and  she  conducts  all  business  of 
and  for  the  hospital,  but  may  present,  at  the  regu- 
lar monthly  meetings  of  the  Board,  any  matters  she 
feels  should  have  their  special  attention 
The  hospital  maintains  a fully  organized  Staff  of 
physicians,  with  regular  meetings  held  once  a month. 
Applicants  for  membership  on  the  Staff  must  be 
regular  licensed  practitioners  of  medicine,  surgery 
or  dentistry,  and  who  are  members  in  good  stand- 
ing in  the  Calhoun  County  Medical  Society,  or  the 
Society  of  an  adjoining  county,  or  of  the  American 
Dental  Association.  They  must  be  approved  by  the 
Board  of  Trustees  as  well  as  by  the  Staff. 

From  among  the  members  of  the  General  Staff 
the  Board  of  Trustees  elects  the  eleven  members 
of  the  Executive  Staff  and  their  term  of  service  is 
three  years.  They  elect  their  own  officers  annually. 
It  is  under  direction  of  the  Chief  of  Staff,  Dr. 
Joseph  E.  Rosenfeld,  holding  that  position. 

The  Associate  Staff  is  made  up  of  the  new  mem- 
bers who  are  expected  to  serve  in  this  division  for 
two  months,  regardless  of  their  qualifications,  under 
the  supervision  of  the  head  of  the  specialization  de- 
partment  he  has  chosen.  The  entire  Staff  is  sub- 
divided into  specialization  departments  each  headed 
by  its  chairman : viz.,  Surgical,  Dr.  A.  E.  Mac- 
Gregor, chairman ; Medical,  Dr.  A.  M.  Giddings, 
chairman;  Eye,  Ear,  Nose  and  Throat,  Dr.  R.  D. 
Sleight,  chairman ; Obstetrics,  Dr.  H.  M.  Lowe, 
chairman;  Pediatrics,  Dr.  F.  T.  Melges,  chairman; 
Radiology,  Dr.  C.  S.  Gorsline,  chairman;  Emer- 
gency, Dr.  N.  H.  Amos,  chairman. 

There  is  a School  of  Nursing  in  connection  with 
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the  hospital  averaging  forty  students.  This  school 
was  organized  by  the  doctors  themselves  about  two 
years  after  the  hospital  was  opened.  They  formed 
a corporation  with  shares  at  $5.00  to  maintain  the 
school,  but  soon  got  into  such  financial  difficulties 
that  it  was  decided  to  turn  the  project  over  to  the 
ladies  of  the  Charitable  Union  to  conduct  and  main- 
tain and  it  still  remains  under  their  supervision. 
Dr.  W.  H.  Haughey  is  the  only  surviving  member 
of  the  committee  who  organized  this  school,  and  he 
is  still  in  active  practice  and  much  esteemed  as  a 
loyal  friend  of  the  hospital  and  school.  For  the 
past  three  years  the  school  has  affiliated  with  the 
Battle  Creek  College  whereby  the  students,  at  com- 
pletion of  their  three  year  nursing  course,  have  a 
one  year  college  credit  in  addition  to  their  diploma 
in  nursing.  This  makes  entrance  requirements  high, 
but  has  been  found  to  be  very  satisfactory  to  both 
the  school  and  the  individual  student. 

As  the  years  have  gone  by,  new  equipment  has 
been  purchased  as  it  has  come  out  and  was  seen 
to  be  necessary  in  the  care  of  the  sick  or  useful 


advantage  of  any  service  we  may  be  able  to  give 
you.  Between  the  hours  of  8 and  10  a.  m.  you  will 
be  welcome  to  observe  any  operations  that  may  be 
scheduled.  We  feel  it  is  an  honor  to  have  your 
organization  with  us  and  believe  it  will  be  our  own 
fault  if  we  do  not  obtain  much  good  and  help  from 
such  a gathering. 


AMERICAN  LEGION  HOSPITAL 

The  American  Legion  Hospital  is  a 350  bed  sana- 
torium on  U.  S.  Highway  No.  12,  three  miles  west 
of  Battle  Creek.  It  was  founded  in  November, 
1921,  by  the  American  Legion,  Department  of 
Michigan,  for  the  care  and  treatment  of  Michigan’s 
tuberculous  war  veterans.  It  was  dedicated  by 
Marshall  Foch.  It  is  operated  by  the  American 
Legion  on  a self  maintenance  basis  without  grants, 
state  aid  or  funds  other  than  the  money  collected 
for  the  actual  care  of  patients. 

After  seven  years  the  number  of  veterans  need- 
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for  their  comfort,  and  building  maintenance  kept 
up.  But  an  old-type  building  presents  certain  prob- 
lems that  are  somewhat  difficult  to  solve  in  trying 
to  maintain  the  highest  type  of  procedure  and  serv- 
ice. Hence,  in  1929  an  organization  of  Battle  Creek 
citizens  was  formed  called  the  “Battle  Creek  Gen- 
eral Hospital  Association”  who  took  upon  them- 
selves the  responsibility  of  starting  the  move  for 
a new  hospital  building. 

Through  public  subscriptions  and  with  the  help 
of  certain  assets  the  shell  of  a fine  new  building 
was  erected.  It  stands  at  the  edge  of  Irving  Park, 
with  entrances  from  two  streets — West  and  Tomp- 
kins. Completion  of  this  project  was  delayed 
through  the  last  few  depression  years  but  when 
it  is  finished  the  convenient  and  modern  type  of 
building  together  with  the  roomy  grounds  and  the 
attractive  outlook  toward  the  park  will  make  it  a 
hospital  of  which  Battle  Creek  may  well  be  proud. 
When  the  new  building  is  ready  for  occupancy,  all 
properties  and  holdings  of  Nichols  Memorial  Hos- 
pital together  with  the  organization  as  a hospital 
will  be  taken  over  by  the  new  Association  and 
continued  at  the  new  location. 

We  wish  to  extend  a hearty  welcome  to  the  mem- 
bers of  the  Michigan  State  Medical  Association  as 
it  meets  in  Battle  Creek  in  the  near  future.  We 
cordially  invite  you  to  visit  our  hospital  and  to  take 


ing  hospitalization  for  tuberculosis  was  reduced  to 
the  extent  that  the  facilities  of  the  hospital  were 
made  available  to  the  various  counties  for  the  care 
of  their  indigent  cases  of  tuberculosis.  Since  1928, 
there  has  been  a gradual  increase  in  the  number  of 
county  cases  hospitalized. 

Patients  are  sent  to  the  American  Legion  Hos- 
pital through  the  Veterans  Administration  and  from 
counties  all  over  the  state  where  there  are  no  facili- 
ties for  the  care  of  cases  of  tuberculosis,  and  from 
counties  whose  sanatoria  are  full.  Patients  can  also 
be  accepted  as  private  pay  cases.  Since  June,  1924, 
female  patients  have  been  admitted.  All  types  and 
stages  of  tuberculosis  are  accepted  for  treatment, 
but  there  are  no  facilities  for  the  care  of  children. 

The  hospital  is  of  the  cottage-infirmary  plan. 
There  are  two  infirmary  pavilions,  one  of  60  single 
rooms  for  female  and  one  of  60  rooms  for  male 
patients ; one  receiving  ward  of  16  beds  for  men 
and  eight  avenues  of  four-bed  cottages.  One  ave- 
nue and  part  of  one  informary  are  used  for  colored 
patients.  It  is  situated  on  a small  elevation  giving 
a view  of  the  Kalamazoo  valley,  and  presents  ideal 
surroundings  for  the  treatment  of  tuberculosis. 

In  the  medical  wing  are  located  the  operating 
room,  conference  room,  x-ray  department,  clinical 
laboratory,  library,  nose  and  throat  room,  light 
therapy  room  and  physician  offices.  The  laboratory 
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is  equipped  for  ail  forms  of  clinical  laboratory, 
blood  chemistry,  bacteriological  and  serological 
work.  The  x-ray  department  includes  photographic 
work.  The  dental  work  is  done  in  the  hospital  by 
a part  time  dentist. 

The  diet  kitchen  provides  special  diets  for 
diabetic,  nephritic  cases,  and  tuberculous  enteritis, 
laryngitis,  etc.,  under  the  supervision  of  a competent 
dietitian. 

An  occupational  therapy  school  is  operated  in  the 
hospital  employing  three  teachers.  Through  this 


group.  For  this  reason  many  of  the  cases  have  been 
given  bilateral  collapse  therapy,  some  bilateral 
phrenic  operations,  some  bilateral  pneumothorax, 
some  pneumothorax  on  one  side  and  phrenic  sur- 
gery on  the  other,  a few  had  pneumothorax  on  one 
side  and  thoracoplasty  on  the  other,  and  one  had, 
in  the  course  of  his  hospitalization,  bilateral  phrenic 
surgery,  bilateral  pneumothorax,  and  a unilateral 
thoracoplasty,  upper  stage.  The  results  obtained 
from  this  program  of  extensive  collapse  therapy 
are  sufficiently  good  to  warrant  further  application 
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work  patients  are  taught  to  do  leather  work,  wood 
work,  weaving,  rugmaking  and  fancy  work,  such  as 
tatting,  embroidery  work,  bead  work,  etc.  In  doing 
this  work  they  spend  much  time  pleasantly  which 
would  otherwise  be  long  hours  spent  in  idleness. 

The  medical  staff  includes  a Director,  Dr.  W.  L. 
Howard,  and  three  resident  physicians,  also  a lab- 
oratory and  x-ray  director  and  assistant.  The  visit- 
ing staff  includes  prominent  Battle  Creek  and  De- 
troit physicians  in  the  fields  of  surgery,  internal 
medicine,  eye,  ear,  nose  and  throat,  orthopedics, 
psycho-neurology  and  pathology.  Staff  Conferences 
are  held  weekly  when  cases  are  presented  for  diag- 
nosis, discussion  of  treatment  and  discharge  from 
treatment.  All  cases  in  the  hospital  are  considered 
in  this  conference  every  two  to  three  months. 

In  1930,  the  modern  method  of  treating  pulmo- 
nary tuberculosis — collapse  therapy — was  intro- 
duced into  the  hospital  routine.  A few  pneumo- 
thorax cases  and  five  phrenic  operations  constituted 
the  collapse  therapy  in  that  year.  A new  modern 
surgical  unit  was  built  and  completely  equipped  for 
this  form,  as  well  as  other  forms,  of  surgery.  All 
thoracoplasties  and  other  operations  are  done  at 
the  hospital. 

Since  1930,  collapse  therapy  has  had  wider  appli- 
cation, and  in  1933  over  80  per  cent  of  the  patients 
admitted  to  the  hospital  were  treated  with  collapse 
measures.  Phrenic  surgery  was  used  alone  in  19 
per  cent  cases,  pneumothorax  alone  in  21  per  cent 
cases.  Phrenic  surgery  and  pneumothorax  com- 
bined in  27  per  cent  cases,  and  thoracoplasty  in  13 
per  cent  cases.  Three  cases  of  other  forms  of  col- 
lapse therapy  are  recorded.  Of  the  patients  ad- 
mitted over  68  per  cent  had  far  advanced  pulmonary 
tuberculosis,  23  per  cent  had  moderately  advanced 
lesions  and  only  9 per  cent  were  in  the  minimal 


of  the  various  forms  in  the  field  of  bilateral  therapy. 
In  the  past  seven  years  the  deaths  from  tubercu- 
losis have  been  cut  in  half  and  the  number  of 
arrested  cases  more  than  doubled. 

The  American  Legion  Hospital,  because  of  the 
active  work  in  the  field  of  tuberculosis,  ranks  with 
the  five  leading  institutions  in  Michigan  in  the 
treatment  of  tuberculosis,  and  is  in  a measure  re- 
sponsible for  Michigan  having  the  honor  of  leading 
the  world  in  the  treatment  of  tuberculosis.  It  serves 
a great  part  of  the  state  in  the  place  of  a State 
Tuberculosis  Sanatorium  and  has  yet  more  beds 
available  to  extend  this  service.  Of  350  available 
beds  only  170  of  them  are  occupied  at  the  present 
time. 

The  hospital  is  more  than  an  institution  for  the 
treatment  of  tuberculosis.  It  is  an  educational  cen- 
ter in  the  field  of  public  health,  chiefly  as  it  is 
related  to  precaution,  early  diagnosis  and  treatment 
of  tuberculosis.  The  patients  in  the  hospital 
are  taught  to  guard  against  the  spread  of  the  dis- 
ease and  also  much  about  the  symptoms  and  treat- 
ment. Friends  and  relatives  are  instructed  in  many 
phases  of  the  field  of  tuberculosis,  and  through  the 
channels  of  Woman’s  Auxiliaries,  Rotary  Clubs, 
Women’s  Clubs,  Parent-Teachers  Associations  and 
Legion  meetings  the  information  about  tuberculosis, 
its  dangers,  causes,  symptoms,  diagnosis  and  treat- 
ment is  constantly  carried  to  a large  part  of  the 
general  public  of  the  state. 

The  American  Legion  Hospital,  with  part  of  its 
facilities  given  to  the  care  of  county  cases  of  tuber- 
culosis and  its  program  of  tuberculosis  education 
being  extended,  constitutes  another  phase  of  the 
great  community  service  program  of  the  American 
Legion,  Department  of  Michigan. 
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CALHOUN  COUNTY  PUBLIC  HOSPITAL 

An  attractive  area  of  rolling  country  two  miles 
east  of  Battle  Creek  provides  the  setting  for  the 
Calhoun  County  Public  Hospital.  The  building  is 
located  a quarter  of  a mile  from  highway  U.  S.  12 
and  can  be  reached  in  a few  minutes’  drive  from 
the  city. 

The  capacity  of  the  Hospital  is  75  beds  and  since 
the  opening  of  the  institution  on  February  12,  1924, 


The  largest  proportion  of  the  patients  are  of  the 
neuropsychiatric  type  although  the  hospital  is 
equipped  to  handle  general  conditions  also. 

The  Medical  Staff  consists  of  a resident  staff  of 
nine  physicians  and  four  consultants,  all  graduates 
of  reputable  medical  schools  and  qualified  under  the 
United  States  Civil  Service  Rules  and  Regulations. 
Inasmuch  as  the  physicians  come  from  different 
states  and  are  subject  to  frequent  transfers,  it  is 
not  possible  for  them  to  be  active  members  of  the 


Administration  Building,  U.  S.  Veterans  Hospital,  Camp  Custer 


a total  of  919  patients  have  been  hospitalized.  A 
considerable  number  of  these  have  been  able  to  re- 
turn to  their  homes  to  resume  their  normal  place 
in  society  and  industry.  A daily  average  of  70 
patients  has  been  maintained  during  the  past  six 
months. 

All  types  and  stages  of  tuberculosis  are  accepted 
including  pulmonary,  glandular,  bone  and  joint  tu- 
berculous conditions. 

Complete  Laboratory,  X-Ray  and  Heliotherapy 
departments  are  maintained,  where  modern  technic 
and  equipment  assure  the  patient  of  correct  and 
up  to  date  facilities  for  their  diagnosis  and  care. 
Approximately  40  per  cent  of  the  patients  hospital- 
ized are  receiving  collapse  therapy. 

Weekly  chest  clinics  are  conducted  by  a well 
established  Out-Patient  department.  Every  Tues- 
day morning  many  patients  arrive  from  miles 
around  for  chest  examinations,  which  are  free,  while 
a nominal  charge  is  made  for  x-ray  examination 
when  this  is  indicated.  The  number  of  chest  exam- 
inations made  in  the  clinic  reaches  approximately 
200  cases  per  month.  Follow-up  work  is  carried  on 
by  the  Social  Service  Department  by  keeping  in 
close  touch  with  patients  who  are  being  cared  for 
in  their  homes  and  by  making  the  proper  arrange- 
ments for  those  needing  hospitalization.  Close  con- 
tact is  maintained  with  discharged  patients,  who  are 
expected  to  report  periodically  for  a check-up. 

VETERANS’  ADMINISTRATION  FACILITY 

CAMP  CUSTER,  MICHIGAN 

The  Veterans’  Administration  Facility  located  on 
a part  of  the  Army  Reservation  at  Camp  Custer, 
Michigan,  was  formally  opened  for  the  reception 
of  patients  October  15,  1924.  Since  that  date  2,319 
patients  have  been  admitted  for  treatment.  From 
an  original  bed  capacity  of  532,  remodelling  of  old 
buildings  and  the  addition  of  new  ones  has  increased 
the  number  of  beds  to  835. 


local  county  societies.  Both  the  Calhoun  and  Kala- 
mazoo County  Societies  extend  the  hospital  medical 
staff  the  courtesy  of  attending  their  meetings  and 
the  hospital  is  on  the  mailing  list  of  the  two 
county  societies. 

The  administration  of  the  hospital  is  the  responsi- 
bility of  the  manager,  a physician.  A business 
manager  supervises  the  business  activities,  while  a 
clinical  director  looks  after  the  medical  work  of 
the  Station.  For  treatment  of  patients  reliance  is 
placed  mainly  upon  physiotherapy  and  occupational 
therapy.  The  use  of  drugs  is  incidental  to  whatever 
physical  complications  occur.  Surgical  conditions 
are  such  as  one  might  expect  in  a community  of 
comparable  size.  The  greatest  problem  in  treat- 
ment is  largely  one  of  re-education.  Specially 
trained  occupational  therapy  aides  endeavor  to  stim- 
ulate the  attention  of  patients,  either  in  craft  work 
or  in  various  outside  activities,  looking  forward  to 
a future  industrial  adjustment  again  in  civilian  life. 
This  adjustment  outside  the  hospital  is  assisted  by 
the  hospital  social  service,  the  Red  Cross  and  serv- 
ice organizations  in  home  communities. 

At  present,  applications  for  hospitalization  at  the 
Veterans’  Facility,  Camp  Custer,  are  made  on  Form 
P-10.  These  should  be  mailed  to  the  hospital, 
where  the  eligibility  of  the  applicant  is  determined. 
When  space  is  available  the  applicant  is  so  notified. 
Commitment  is  necessary  when  a patient  is  brought 
to  the  hospital  contrary  to  his  wishes.  Those  pa- 
tients who  draw  compensation  or  have  accumulated 
estates  must  supply  their  own  clothing  and  inci- 
dentals. 

While  most  of  the  patients  are  from  the  State 
of  Michigan,  applicants  are  also  received  from 
Ohio,  Indiana,  Illinois,  and  Wisconsin.  At  the  pres- 
ent time  the  hospital  has  a waiting  list,  so  no  pa- 
tient should  be  sent  to  the  hospital  until  it  has  been 
determined  that  he  can  be  admitted. 

Visiting  days  at  the  hospital  are  daily  from  8 
a.  m.  to  4 p.  m. 
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THE  BATTLE  CREEK  SANITARIUM 

Starting  as  a Water  Cure  in  a small  farmhouse 
in  1866,  the  institution  was  incorporated  the  follow- 
ing year  as  the 'Western  Health  Reform  Institute 
as  a stock  company.  At  the  end  of  the  first  year 
the  stockholders  voted  to  make  the  Institute  a philan- 
thropic and  eleemosinary  enterprise  by  devoting  the 
earnings  to  betterments  and  charity. 

After  a few  years  of  prosperity  the  patronage  be- 
came so  small  and  the  small  capital  so  much  im- 


View  Across  Irving  Park.  Sanitarium  in  Distance. 


paired,  it  was  evident  that  the  project  had^  failed 
and  must  be  wound  up.  Dr.  John  Harvey  Kellogg, 
then  a recent  graduate  from  Bellevue  Hospital  Col- 
lege, was  induced  to  undertake  to  reorganize  the 
enterprise.  He  took  charge  October  1,  1876,  and 
undertook  to  create  a new  type  of  medical  institu- 
tion. The  first  step  was  a change  of  name  to  Battle 
Creek  Sanitarium.  Scientific  methods  were  intro- 
duced in  place  of  the  crude  routine  practices  of 
the  primitive  Water  Cures  which  under  lay  manage- 
ment had  fallen  into  disrepute.  The  unattractive  and 
unbalanced  diet  was  improved,  electricity,  mechano- 
therapy, massage,  and  Swedish  movements  and  the 
various  resources  of  rational  and  scientific  medicine 
were  added  to  the  therapeutic  program,  laboratories 
for  the  application  of  every  test  useful  in  diagnosis 
were  fitted  up  and  patronage  soon  began  to  improve. 
Starting  in  October,  1876,  with  12  patients,  the  num- 
ber soon  increased  and  by  the  following  spring  the 
number  of  patients  was  nearly  100.  With  $10,000, 
the  first  winter’s  earnings,  the  erection  of  a four 
story  main  building  to  accommodate  100  patients  was 
begun  and  finished  at  a cost  of  $125, 000,  of  which 
$115,000  was  borrowed. 

Within  a few  years,  additions  were  made  increas- 
ing the  bed  capacity  to  400.  A hospital  building  was 
next  erected  and  a nurses’  dormitory  and  adjacent 
cottages  were  purchased  until  the  buildings  num- 
bered sixty. 

In  1898,  the  thirty  year  charter  having  expired,  a 
new  charter  was  obtained  in  which  the  larger  aims 
of  the  new  organization  were  stated  as  follows : 

“a.  The  maintaining  of  a hospital  and  charitable 
asylum  within  the  State  of  Michigan  for  the  care 
and  relief  of  indigent  or  other  sick  or  infirm  per- 
sons. 

“b.  The  performing  of  such  work  and  acts  as  it 
is  allowed  by  the  State  to  perform,  with  its  property 
and  funds,  and  required  for  its  main  and  direct 
purpose  as  aforesaid,  of  an  undenominational,  unsec- 
tarian, humanitarian,  and  philanthropic  nature,  and 
also  such  work  and  acts  so  permitted  as  aforesaid, 
as  are  in  the  line  of  sanitary,  dietetic,  dress,  and 
other  hygienic  and  temperance  reforms.” 


In  February,  1902,  the  Main  Building  and  Hospital 
were  destroyed  by  fire.  The  entire  equity  of  the 
enterprise  was  wiped  out,  the  debts  exceeding  the 
assets  by  $18,000.  With  only  ashes  to  offer  for  se- 
curity, it  was  necessary  to  raise  $1,000,000  to  erect 
a new,  fireproof  main  building.  Thanks  to  the  con- 
fidence of  the  friends  of  the  institution,  mostly 
former  patients,  loans  for  the  amount  needed  were 
obtained,  coming  in  from  hundreds  of  sources  just 
fast  enough  to  meet  an  outlay  of  $20,000  each  week 
until  the  end  of  a year  the  building  was  finished. 

The  new  building  with  cottages  provided  rooms 
for  500.  In  a few  years,  the  accommodations  were 
again  found  to  be  insufficient,  and  a large  building 
erected  as  an  opposition  and  occupied  for  a time 
by  McFadden,  was  purchased  at  a nominal  price, 
raising  the  capacity  to  800  beds  for  patients.  At 
this  time,  the  whole  Sanitarium  family,  including 
nurses,  attendants,  technicians,  and  physicians,  num- 
bered in  the  busy  summer  months  more  than  3,000, 
and  a patients’  waiting  list  of  a hundred  was  not 
unusual.  In  due  time,  the  debt  was  paid  and  six 
years  ago  the  growing  patronage  required  the  erec- 
tion of  a large  addition  to  the  main  building,  which 
increased  the  capacity  by  more  than  500  beds.  Dur- 
ing the  height  of  the  season  of  1929,  every  room 
was  occupied. 

Tt  has  been  the  constant  aim  of  the  management 
to  make  the  work  of  the  Sanitarium  supplementary 
to  that  of  the  family  physician  and  to  cooperate 
freely  with  the  profession  in  its  humanitarian  work 

Having  no  endowment,  it  was  necessary  that  the 
work  should  be  made  self-supporting.  This  required 
a departure  from  the  usual  plan  of  hospital  man- 
agement. Physicians  are  engaged  as  full  time  em- 
ployes, and  are  not  allowed  to  conduct  private  prac- 
tice or  to  receive  fees.  All  fees  or  other  remunera- 
tion for  medical  or  other  services,  including  fees 
for  examinations,  operations  and  treatment  by  spe- 
cialists, which  are  the  usual  perquisites  of  the  at- 
tending physician  or  surgeon,  have  gone  into  the 
treasury  of  the  institution.  By  this  means  the  insti- 
tution has  been  not  only  fully  self-supporting,  im- 
posing no  burden  of  expense  upon  either  the  State 
or  the  community,  but  has  been  a source  of  financial 
betterment  as  well  as  medical  relief.  Without  the 
fees,  the  institution  not  only  would  have  made  no 
financial  growth,  but  would  not  have  been  self- 
supporting.  It  should  be  added  that  during  the 
greater  part  of  its  history,  the  compensation  of  phy- 
sicians and  managers  has  been  so  small  as  to  make 
their  services  almost  a contribution.  This  generous 
and  self-sacrificing  attitude  on  the  part  of  its  faculty 
has  alone  made  possible  the  existence  and  financial 
growth  of  the  institution. 

It  has  been  a constant  aim  of  the  Sanitarium 
management  to  make  contributions  to  medical  prog- 
ress both  through  its  unusual  clinical  opportunities 
and  through  researches  undertaken  in  laboratories 
provided  for  the  purpose. 

As  perhaps  the  most  important  of  the  therapeutic 
innovations  developed  here,  may  be  mentioned  the 
medical  uses  of  the  electric  light,  especially  the  light 
cabinet,  and  the  various  forms  of  photophores  now 
usually  termed  infra-red  appliances.  The  sun  bath 
had  been  in  use  since  1876,  but  on  account  of  its 
uncertainty,  and  usual  absence  in  winter,  the  arc 
light  was  substituted  and  shown  to  be  an  excellent 
substitute  for  sunlight.  This  was  done  several  years 
before  (1891-94)  Finsen  began  his  work  at  Copen- 
hagen. The  cabinet  and  other  appliances,  first  used 
in  1890,  were  exhibited  at  the  Chicago  Exhibition 
of  1893,  and  there  attracted  the  attention  of  a Ger- 
man doctor  who  secured  their  manufacture  in  Ger- 
many, where,  in  a few  years,  the  cabinet  became 
very  popular.  It  was  later  imported  into  this  coun- 
try as  a novelty  by  the  Kny-Scheerer  Company  of 
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New  York,  and  has  since  come  into  general  use, 
replacing  the  Turkish  and  hot  air  baths. 

The  Sanitarium  was  one  of  the  first  institutions 
in  this  country  to  establish  a bacteriological  labora- 
tory. After  a visit  to  the  Pasteur  Institute,  in  1889, 
the  late  Dr.  Paul  Paquin,  a graduate  of  the  Insti- 
tute, was  employed  to  organize  and  conduct  the 
laboratory  and  to  edit,  with  the  collaboration  of 
Metchnikoff  and  other  European  authorities,  with 
Senn,  Belfield,  Burrill  and  others  in  this  country, 
the  Bacteriological  World,  the  first,  and  for  some 
years  the  only,  publication  of  the  sort  in  this  country. 

The  Sanitarium  was  the  first  institution  in  this 
country  to  introduce  the  systematic  use  of  the  test 
meals  of  Hayem  and  Winter  and  Ewald.  More 
than  40,000  such  examinations  have  been  made. 

More  than  fifty  years  ago,  food  researches  were 
begun  with  a view  to  the  determination  and  devel- 
opment of  their  therapeutic  values,  and  especially 
with  the  idea  of  encouraging  the  consumption  of 
plant  foods.  This  work  was  encouraged  by  the  U.  S. 
Department  of  Agriculture  through  a request  some 
40  years  ago  from  Professor  Dabney,  then  the  As- 
sistant Secretary  of  Agriculture,  for  the  preparation 
of  a substitute  for  meat  from  plant  proteins  so  as 
to  be  prepared  for  the  time  when  flesh  meats  would 
become  scarce  and  high  in  price  because  of  the  set- 
tling up  of  the  Western  grazing  lands  by  farmers. 

More  than  a hundred  different  foods  have  been 
developed  in  our  laboratories,  some  of  which  have 
become  very  popular,  especially  flaked  cereals,  and 
have  made  Battle  Creek  widely  known  for  its 
food  industries. 

From  the  food  laboratories  were  later  developed 
a nutrition  laboratory  which,  under  the  direction  of 
Dr.  Helen  Mitchell,  has  made  interesting  and  valu- 
able contributions  to  “The  Newer  Knowledge  of 
Nutrition.” 

A visit  to  the  Pavlov  Laboratory  in  St.  Peters- 
burg, in  1907,  led  to  the  establishment  after  the 
World  War  of  a Pavlov  Laboratory  under  the  di- 
rection of  the  eminent  Professor  Boldyreff,  for  many 
years  first  assistant  to  Professor  Pavlov,  and  execu- 
tive head  of  his  laboratory.  The  contributions  of 
this  laboratory  are  embodied  in  a series  of  remark- 
able papers  by  Professor  Boldyreff  and  his  son 
Ephraim. 

In  harmony  with  its  declared  purpose,  the  institu- 
tion has  been  active  in  an  educational  way.  In  1880, 
it  began  courses  of  instruction  in  nursing,  the  fourth 
training  school  for  nurses  in  the  United  States.  It 
differed  from  all  others  in  the  fact  that  it  was 
based  upon  physiotherapy  instead  of  medicinal 
agents.  Each  nurse  received  thorough  training  in 
the  technic  of  hydrotherapy,  massage,  the  Ling  sys- 
tem of  corrective  gymnastics,  the  use  of  electricity, 
and  dietetics.  Nurses  were  also  taught  more  than  a 
dozen  ways  of  relieving  pain  and  getting  patients  to 
sleep  without  drugs  and  to  correct  constipation  by 
other  means  than  medicinal  laxatives,  and  also  the 
hydriatic  treatment  of  fevers.  The  graduates  were 
soon  in  great  demand  and  in  a few  years  the  school 
became  one  of  the  largest  in  the  country.  By  re- 
quest nurses  and  physicians  were  sent  to  instruct 
nurses  and  physicians  in  State  institutions  in  Illinois, 
Indiana,  Ohio,  Michigan,  and  other  states,  and  the 
neutral  bath  and  other  hydriatic  measures  soon  came 
into  general  use  in  state  institutions  for  the  insane. 
The  superintendent  of  the  Kalamazoo  State  Hospital 
reported  that  after  his  nurses  were  instructed  in  the 
use  of  hydriatic  hypnotic  methods,  although  the  num- 
ber of  patients  had  doubled,  they  used  less  sleep- 
producing  drugs  in  a whole  year  than  they  formerly 
used  every  week. 

More  than  2,000  nurses  have  been  graduated  from 
the  Sanitarium  Training  School,  and  the  system  of 
sanitarium  nursing  developed  here,  in  teaching  which 


the  late  Dr.  Kate  Lindsay  rendered  invaluable  aid, 
is  now  being  taught  in  scores  of  training  schools  in 
this  country  and  Europe. 

In  the  year  1906,  a School  of  Home  Economics 
was  organized  to  meet  the  demand  for  trained  dieti- 
tians and  to  utilize  the  extraordinary  opportunity 
for  practical  training  of  dietitians  afforded  by  the 
Sanitarium.  More  than  900  dietitians  have  been 
graduated  from  this  school. 

In  the  year  1909,  a School  of  Physical  Culture  was 
organized  from  which  775  graduates  have  been  sent 
out.  In  connection  with  the  physical  education  de- 
partment of  the  Sanitarium,  a strength  testing  ap- 
paratus was  developed  more  than  40  years  ago,  by 
means  of  which  the  strength  of  42  groups  of 
muscles,  all  the  principal  muscles  of  the  body,  may 
be  accurately  determined  and  graphically  represented 
so  as  to  show  at  once  the  percentage  variation  from 
the  normal  average  for  a person  of  the  same  height. 
With  this  apparatus,  more  than  30,000  persons  have 
been  tested  and  shown  their  defects.  This  apparatus 
is  in  use  in  all  the  United  States  military  training 
schools.  Five  are  in  use  in  Annapolis,  where  the 
system  of  training  developed  here  bv  its  aid  has 
been  in  constant  use  for  more  than  20  years. 

Ten  years  ago,  the  three  schools  were  segregated 
from  the  Sanitarium  and  organized  under  a separate 
charter,  with  the  addition  of  a fourth  year  and  a 
liberal  arts  department,  as  Battle  Creek  College. 
The  College  was  soon  recognized  and  admitted  to 
membership  by  the  North  Central  College  Associa- 
tion. The  improvement  and  preservation  of  health 
through  meticulous  biologic  living  is  a fundamental 
purpose  of  the  college  and  is  made  a part  of  its 
discipline. 

The  Sanitarium  is  by  many  supposed'  to  be  con- 
nected with  a small  sect  or  religious  bodv.  This  is 
not  the  case.  The  original  water  cure,  while  a pri- 
vate corporation,  was  closely  associated  with  the 
church  in  which  the  founders  were  members;  but 
soon  after  its  reorganization  under  its  new  charter 
as  a non-sectarian  institution,  its  church  associations 
were  definitely  and  completely  severed.  It  is  wholly 
independent  and  in  no  way  in  the  slightest  degree 
connected  with  or  controlled  or  influenced  by  any 
cult,  creed,  or  religious  organization.  Those  cus- 
toms peculiar  to  the  place  which  give  a contrary 
impression  are  merely  hang-overs  from  former  years 
and  have  no  religious  significance. 

The  following  brief  summary  will  give  something 
of  an  idea  of  the  volume  of  the  work  of  the  in- 
stitution : 

Number  of  patients  treated  to  January  1,  1934 
259,181. 

Number  of  operations  performed,  57,390. 

Number  of  physicians  treated,  4,661. 

Number  of  patients  referred  by  physicians,  7,795. 
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OFFICIAL  PROGRAM 

114th  Annual  Meeting  Michigan  State  Medical  Society 
September  11,  12.  and  13,  1934 
W.  K.  Kellogg  Auditorium,  Battle  Creek,  Michigan 


OFFICIAL  CALL 

The  Michigan  State  Medical  Society  will 
convene  in  annual  session  in  Battle  Creek  on 
September  11-12-13,  1934.  The  provisions  of 
the  Constitution  and  By-laws  and  the  official 
program  will  govern  the  deliberations. 

George  L.  LeFevre,  President 
B.  R.  Corbus,  Chairman  Council 
H.  A.  Luce,  Speaker 

Attest : 

F.  C.  Warnshuis,  Secretary 


MEETING  PLACE 

All  sessions  will  be  held  in  the  W.  K.  Kel- 
logg Auditorium. 

General  Meeting 

Wednesday  Morning,  September  12,  11:00  A.  M. 

MAIN  AUDITORIUM 

Presiding:  George  L.  LeFevre,  President — Muskegon 

1.  Invocation. 

2.  Welcome,  Address — A.  E.  McGregor  M.D., 
President  Calhoun  County  Medical  Society. 

3.  General  Announcements — F.  C.  Warnshuis,  Sec- 
retary. 

4.  President’s  Annual  Address — George  L.  LeFevre, 
Muskegon. 

5.  Address — (Invited  Guest). 

6.  Address — W.  L.  Bierring,  M.D.,  President 
American  Medical  Association,  Des  Moines,  la. 

7.  Induction  into  Office  of  President-elect  Richard 
R.  Smith,  Grand  Rapids. 

8.  Adjournment. 

Note : The  public  is  invited  to  attend  this  gen- 
eral meeting. 


HOUSE  OF  DELEGATES 

Speaker:  H.  A.  Luce,  Detroit. 

Vice  Speaker:  Frank  E.  Reeder,  Flint. 
Secretary:  F.  C.  Warnshuis,  Grand  Rapids. 

First  Session 

Tuesday,  September  11,  1934,  9:30  A.  M. 

W.  K.  Kellogg  Auditorium 

1.  Call  to  Order. 

2.  Report  of  Credentials  Committee. 

3.  Roll  Call  of  Delegates. 

4.  Speaker’s  Address. 

5.  President’s  Address. 

6.  President-Elect's  Address 

7.  Annual  Report  of  the  Council. 

8.  Appointment  of  Reference  Committees. 

(a)  Council’s  Reports. 

(b)  Society  Business. 

(c)  Miscellaneous  Business. 

(d)  Reports  of  Committees. 


9.  Election  of  Nominating  Committee  to  Nominate: 

(a)  Three  Delegates  to  A.  M.  A. 

Terms  expiring — J.  D.  Brook,  C.  S.  Gorsline 
and  H.  A.  Luce. 

(b)  Three  Alternate  Delegates. 

Terms  expiring — T.  E.  DeGurse,  R.  H. 
Denham  and  W.  C.  Ellett. 

(c)  Place  1935  Annual  Meeting. 

10.  Committee  Reports : 

(1)  Legislation. 

(2)  Woman’s  Auxiliary. 

(3)  Radio  Committee. 

(4)  Preventive  Medicine. 

(5)  Delegates  to  A.  M.  A. 

(6)  Maternal  Welfare. 

(7)  Therapeutics. 

(8)  Cancer  Committee. 

11.  Report  of  Committee  on  Economics. 

12.  Resolutions.  (All  resolutions  are  to  be  presented 
in  triplicate.) 

13.  New  Business. 

14.  Unfinished  Business. 

(а)  Amendments  to  Constitution. 

15.  Recess. 

Second  Session 

Tuesday,  September  11,  1934,  2:30  P.  M. 

1.  Call  to  Order. 

2. -  Roll  Call. 

3.  Report  of  Reference  Committees. 

4.  Unfinished  Business. 

5.  Resolutions  and  New  Business. 

6.  Recess. 

Third  Session 

Tuesday,  September  11,  1934,  7:30  P.  M. 

1.  Report  of  Credentials  Committee. 

2.  Roll  Call. 

3.  Reports  of  Reference  Committees. 

4.  Elections  : 

(1)  President-Elect. 

(2)  Report  of  Nominating  Committee. 

(3)  Election  of  Delegates  and  Alternates  to 
A.  M.  A. 

(4)  Councilors : 

13th  District — B.  H.  Van  Leuven — Retiring. 
14th  District — H.  H.  Cummings — Retiring. 

(5)  Place  for  1935  Annual  Meeting. 

(б)  Speaker. 

(7)  Vice  Speaker. 

5.  Unfinished  Business. 

6.  Adjournment. 


THE  COUNCIL 

The  Council  will  meet  at  8:00  P.  M.,  Monday 
evening,  September  10.  Subsequent  meetings  will  be 
determined  by  the  Council. 
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SCIENTIFIC  SESSIONS 

The  several  Scientific  Sections  will  convene  on 
Wednesday  morning  from  9:00  to  11:00  A.  M.  and 
on  Thursday  morning  from  9 :00  to  12  :00  A.  M. 

All  the  Sections  will  combine  into  a general  meet- 
ing at  1:15  P.  M.  on  Wednesday  and  Thursday 
afternoons.  Detailed  program  will  appear  in  the 
September  Journal. 


REGISTRATION 

Registration  and  Information  Booths  will  be  lo- 
cated in  the  Gymnasium  in  the  Auditorium. 


COMMERCIAL  AND  SCIENTIFIC 
EXHIBITS 

These  will  be  located  in  the  spacious  gymnasium 
in  the  Auditorium. 


HOTELS 

Kellogg  Hotel — Headquarters  for  officers  and  dele- 
gates and  invited  guests. 

Post  Tavern — 

1.  General  Headquarters. 

2.  Ladies’  Auxiliary  Headquarters.  Slogan  “Meet 
Me  on  the  Bridge.” 

3.  Entertainment  Tuesday,  September  11,  9:30  P.  M. 

4.  Big  Night,  Wednesday,  September  12.  Informal. 
No  big  banquet  or  speaker. 

Hotel  Rates 

Kellogg,  120  rooms.  Single,  $2.50  to  $3.50;  double, 
$4.00  and  up. 

Post  Tavern,  240  rooms.  Single,  $2.50  and  up ; dou- 
ble, $4.00  and  up. 

Clifton,  74  rooms.  Single,  $1.00  and  $1.50;  double. 
$1.50  and  $2.50. 

I>a  Salle,  35  rooms.  Single,  $1.50  and  $2.00;  double, 
$2.00  and  $3.00. 

La  Verne,  30  rooms.  Single,  $1.50  and  $2.00;  double, 
$2.00  and  $3.00. 

Please  write  direct  to  hotel  for  reservations. 
There  will  also  be  private  homes  available,  write 
to  Chairman,  Dr.  R.  C.  Winslow. 


LOCAL  COMMITTEES 

General  Chairman — Wilfrid  Haughey. 

Meeting  Places — C.  S.  Gorsline,  Chairman,  H.  M. 
Lowe,  L.  P.  Shipp,  Gertrude  Johnson,  and  C.  C. 
Landon. 

Hotels — R.  C.  Winslow,  Chairman,  J.  E.  Cooper, 
F.  LaFrance,  W.  M.  Putman,  E.  Van  Camp,  and 
Bertha  Mosher. 

Entertainment — C.  W.  Brainard,  Chairman,  C.  R. 
Hills,  B.  G.  Holtom,  F.  R.  Walters,  M.  A.  Morten- 
son,  and  Estella  Norman. 

Automobiles  and  Parking — A.  M.  Giddings,  Chair- 
man, W.  R.  Chenoweth,  J.  W.  Gething,  Karl  Zinn, 
and  S.  E.  Barnhart. 

Section  Monitors — N.  H.  Amos,  Chairman,  Phillip 
Bonifer,  R.  H.  Fraser,  T.  K.  Kolvoord,  Stanley 
Lowe,  and  L.  E.'Varity. 

Guests  and  Speakers — H.  F.  Becker,  Chairman,  H. 
Hanson,  R.  Stiefel,  W.  O.  Upson,  and  W.  M.  Dodge. 


Registration — Russell  Musard,  Chairman,  Carl  G. 
Wencke,  W.  M.  Dugan,  A.  W.  Nelson,  and  F.  G. 
Melges. 

Finance — A.  E.  MacGregor,  Chairman,  S.  Pritch- 
ard, G.  M.  Byington,  J.  E.  Rosenfeld,  E.  L.  Eggle- 
ston, and  C.  E.  Stewart. 

Public  Health  Exhibit — A.  A.  Hoyt,  Chairman, 
R.  H.  Baribeau,  W.  F.  Martin,  M.  J.  Capron,  C.  G. 
Fahndrich,  W.  L.  Howard,  and  Arthur  Humphries. 

Reception — R.  D.  Sleight,  Chairman,  H.  R.  Allen, 
A.  H.  Bennett,  J.  A.  Elliott,  W.  L.  Godfrey,  E.  E. 
Hancock,  E.  L.  Hanson,  W.  H.  Haughey,  J.  j.  Holes, 
Carrie  S.  Kellogg,  Kenneth  Lowe,  C.  G.  Morris, 
Adonis  Patterson,  W.  A.  Royer,  R.  H.  Steinbach, 

N.  O.  Byland,  J.  K.  M.  Gordon,  C.  W.  Heald,  John 
Heald,  L.  Jesperson,  W.  B.  Lewis,  A.  B.  Olson, 
W.  H.  Riley,  Paul  Roth,  W E.  Vandervoort,  Bruce 
Whyte,  J.  H.  Kellogg,  Nelson  Abbott,  G.  W.  Behan, 
Herman  Beuker,  E.  M.  Chauncey,  S.  K.  Church, 
Robert  K.  Curry,  E.  Clare  Derickson,  G.  B.  Gesner, 
George  C.  Hafford,  A.  T.  Hafford,  C.  E.  Hale,  Louis 
M.  Henderson,  Phillip  M.  Henderson,  H.  A.  Herzer, 

O.  Johnson,  K.  B.  Keeler,  L.  N.  McNair,  J.  Roberts, 
and  A.  D.  Sharp. 


General  Medicine 

Chairman:  C.  C.  Stltrgis,  Ann  Arbor. 

Secretary:  A.  Merrill  Wells,  Jr.,  Grand  Rapids. 

Wednesday  Morning,  September  12,  1934 

1.  Chairman’s  Address — “An  Appraisal  of  the 
Therapeutic  Methods  Used  in  the  Treatment  of 
Lobar  Pneumonia” — C.  C.  Sturgis,  Ann  Arbor. 

2.  “The  General  Practitioner  as  His  Own  Neurolo- 
gist”— Hugo  Freund,  Detroit. 

3.  “Edema  and  Ascites” — William  A.  Thomas,  Chi- 
cago. 

Discussion — 

1.  M.  A.  Mortensen,  Battle  Creek. 

2.  R.  L.  Novy,  Detroit. 

3.  Richard  M.  D/IcKean,  Detroit. 

4.  Address  of  the  President  of  the  Michigan  State 
Medical  Society  before  all  Sections  at  11  A.  M. 

COMBINED  SECTIONS  MEETING 

First  Session 

Wednesday  Afternoon,  September  12,  1934 

1.  Subject  in  Dermatology — (Title  and  Speaker  to 
be  furnished  by  the  Section  on  Dermatology). 

2.  “Individualizing  Anesthesia” — Reuben  Maurits, 
Grand  Rapids. 

3.  “Acute  Hepatic  Insufficiency  with  Special  Refer- 
ence to  Liver  Function  Tests  and  Therapy” — 
William  A.  Thomas,  Chicago. 

4.  “Uterine  Fibroids  : Their  Treatment  and  Some 
Correlated  Factors” — Joseph  L.  Baer,  Chicago. 

5.  Clinico-pathological  Conference  led  by  Dr.  Hart- 
man of  Detroit. 

SCIENTIFIC  PROGRAM 

Thursday  Morning,  September  13,  1934 

1.  “Agranulocytic  Angina” — W.  H.  Gordon,  De- 
troit. 

Discussion — 

1.  C.  C.  Sturgis,  Ann  Arbor. 

2.  Milton  Shaw,  Lansing. 

2.  “Peptic  Ulcer:  A Consideration  of  the  Factors 
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of  Chronicity  and  a Critique  of  Methods  of 
Treatment” — Charles  L.  Brown,  Ann  Arbor. 
Discussion — 

1.  E.  L.  Eggleston,  Battle  Creek. 

2.  B.  R.  Corbus,  Grand  Rapids. 

3.  “Surgery  in  the  Management  of  Heart  Dis- 
ease”— E.  C.  Cutler,  Professor  of  Surgery,  Har- 
vard Medical  School,  Boston,  Mass. 

4.  “The  Detection  of  Early  Tuberculosis” — H.  S. 
Willis,  Northville,  Michigan. 

Discussion — 

1.  John  Barnwell,  University  Hospital,  Ann 
Arbor. 

2.  Salvatore  Lojacono  of  Morgan  Heights 
Sanatorium,  Marquette. 


Second  Session 

Thursday  Afternoon,  September  13,  1934 

1.  Nose  and  Throat  Subject — (Title  and  Speaker 
to  be  furnished  by  Section  on  Rhinology  and 
Otology). 

2.  “Pre-operative  and  Post-operative  Treatment  of 
Toxic  Thyroid  Patient” — E.  C.  Cutler,  Boston, 
Mass. 

3.  “Hematuria” — William  J.  Butler,  Grand  Rapids. 

4.  Subject  in  Pediatrics — (Subject  and  Speaker  to 
be  furnished  by  the  Section  on  Pediatrics). 

5.  Surgical  Subject — (Title  and  Speaker  to  be 
furnished  bv  the  Section  on  Surgery). 


Surgery 

Chairman:  Earl  I.  Carr,  Lansing. 

Secretary:  H.  K.  Shawan,  Detroit. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

1.  Chairman’s  Address — Earl  I.  Carr,  Lansing. 

2.  “Clinical  Abdominal  Diagnosis” — Theron  G. 
Yeomans,  St.  Joseph. 

3.  “Treatment  of  Facial  Wounds  Due  to  Automo- 
bile Accidents”- — L.  Claire  Straith,  Detroit. 
Discussion — 

Ferris  Smith,  Grand  Rapids. 

4.  “Fracture  of  the  Lower  Extremity” — Peter  A. 
Bendixen,  Davenport,  Iowa. 

Discussion — - 

1.  George  J.  Curry,  Flint. 

2.  Clifford  B.  Brainard,  Battle  Creek. 

5.  “Clinical  Pathological  Conference” — 10:45  A.  M. 
- — W.  L.  Hartman,  Detroit. 


Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

1.  “Lesions  of  the  Esophagus” — Roy  D.  McClure, 
Detroit. 

Discussion — 

1.  William  A.  Hudson,  Detroit. 

2.  John  Alexander,  Ann  Arbor. 

2.  “An  Evaluation  of  Palliative  Operations” — Fred- 
erick A.  Coller,  Ann  Arbor. 

Discussion — 

1.  Julius  H.  Powers,  Saginaw. 

2.  Alexander  J.  MacKenzie,  Port  Huron. 

3.  “Peri-anal  Suppuration  as  a Focus  of  Infection” 
— Louis  J.  Hirschman,  Detroit. 

Discussion — 

1.  Karl  B.  Brucker,  Lansing. 

2.  G.  M.  Brown,  Bay  City. 


4.  “The  Treatment  of  Cerebro-cranial  Injuries” — 
Loyal  Davis,  Chicago. 

Discussion — 

1.  Max  M.  Peet,  Ann  Arbor. 

2.  John  J.  Walch,  Escanaba. 

3.  E.  S.  Gurdjian,  Detroit. 


Gynecology  and  Obstetrics 

Chairman:  Harold  Furlong,  Pontiac. 

Secretary:  Harold  Mack,  Detroit. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

1.  Report  of  Committees  on — 

(a)  Qinical  Problems — Dr.  Miller. 

(b)  Birth  Certificates — Dr.  Alles. 

(c)  Birth  Control — Dr.  Mack. 

2.  Chairman’s  Address. 

3.  “The  Value  of  the  Potter  Type  of  Internal 
Podalic  Version  in  the  Management  of  Per- 
sistent Posterior  Occiput  Cases”- — Morrell  M. 
Jones,  Pontiac. 

4.  “Abdominal  Pregnancies” — Cleary  N.  Swanson, 
Detroit. 

5.  Subject  to  be  announced — Joseph  L,  Baer,  Chi- 
cago. 

6.  Recess  and  Discussion. 

7.  Adjourn  for  Address  of  President,  Michigan 
State  Medical  Society. 

Afternoon  Session 

Combined  Section  Meeting. 

Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

1.  “Treatment  of  Trichomonas  Vaginalis” — J. 
Campbell  Smith,  Detroit. 

2.  “Late  Studies  on  Roentgenography  of  Pelvic 
Organs” — J.  Duane  Miller  and  Dr.  Meness  of 
Grand  Rapids. 

3.  Paper  by  the  Department  of  Obstetrics  and 
Gynecology  at  the  University  of  Michigan. 

4.  “Excessive  Cigarette  Smoking  in  Women  and 
Its  Effect  upon  Their  Reproductive  Activity” — 
Alexander  M.  Campbell,  Grand  Rapids. 

5.  Obstetrical  Subject  to  be  announced  later. 

6.  Adjourn. 

7.  Round  Table  Discussion — Leader  to  be  an- 
nounced. 

8.  Election  of  Officers. 

Afternoon  Session 

Coml  lined  Section  Meeting. 


Ophthalmology  and  Otolaryngology 

Chairman : John  R.  Rogers,  Grand  Rapids. 
Secretary:  Ralph  B.  Fast,  Kalamazoo. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

OPHTHALMOLOGY 

Section  Clinic. 

Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

OTOLARYNGOLOGY 

1.  “Temporal  Lobe  Abscess  of  Otitic  Origin” — - 
Oliver  B.  McGillicuddy,  Lansing. 


August,  1934 


OFFICIAL  PROGRAM  114TH  ANNUAL  MEETING 


433 


2.  “The  Value  of  Prophylactic  Methods  in  the  Pre- 
vention of  Common  Colds” — Perrin  Hamilton 
Long,  Johns  Hopkins  Hospital. 

3.  “The  Rhinological  Management  of  the  Allergic 
Individual” — James  E.  Croushore,  Detroit  Poly- 
clinic, Detroit. 

4.  “Headache” — J.  Milton  Robb,  Detroit. 


Pediatrics 

Chairman:  W.  E.  Collins,  Kalamazoo. 

Secretary:  Edgar  E.  Martmer,  Detroit. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

1.  Address  of  Chairman — Ward  Collins,  Kala- 
mazoo. 

2.  “How  the  Orthopedist  Can  Assist  the  Pedi- 
atrist”— C.  E.  Badgley,  Ann  Arbor. 

3.  “Vomiting  in  Infancy” — David  J.  Levy,  Detroit. 
Discussion — 

1.  Thomas  Gordon,  Grand  Rapids. 

2.  Henry  Vanden  Berg,  Grand  Rapids. 

Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

1.  “Infantile  Eczema” — George  Van  Rhee,  Detroit. 
A discussion  of  the  etiology,  pathology,  diagnosis  and 
treatment  of  infantile  eczema  with  particular  attention 
to  the  differential  diagnosis  of  infantile  eczema,  sebor- 
rheic dermatitis  and  erythroderma  exfoliativa.  Lantern 
slides. 

2.  “Pyelitis  in  Infancy  and  Childhood” — W.  K. 
Rexford,  Detroit. 

A review  of  a series  of  cases  followed  at  the  Children’s 
Hospital  of  Michigan  for  the  past  three  years.  Anom- 
alies of  the  urinary  tract  and  other  cystoscopic  find- 
ings. Lantern  slides. 

3.  “Sinus  Disease  in  Childhood”- — Ferris  Smith, 
Grand  Rapids. 

The  incidence  of  sinus  disease  in  children  is  greater 
than  is  generally  recognized.  It  is  particularly  prevalent 
in  Michigan.  Dr.  Smith’s  wide  experience  in  the  treat- 
ment of  sinus  disease  in  children  makes  this  a very 
worth  while  paper. 

4.  “Conditions  in  Childhood  Associated  with  Hypo- 
glycemia”— -W.  McKim  Marriott,  Dean  of  Wash- 
ington University,  School  of  Medicine,  St.  Louis, 
Misouri. 

Discussion — 

Thomas  B.  Cooley,  Detroit. 


Dermatology  and  Syphilology 

Chairman:  Robert  C.  Jamieson,  Detroit. 

Secretary:  A.  R.  Woodburne,  Grand  Rapids. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

1.  Chairman’s  Address — R.  C.  Jamieson,  Detroit. 

2.  “Skin  Disease  in  Industry” — A.  E.  Schiller,  De- 
troit. 

3.  “Immunological  Aspects  of  Epidermophytosis” — 
L.  W.  Shaffer. 

4.  “Allergy  in  Dermatology” — M.  B.  Sulzberger, 
New  York. 

Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

Presentation  of  Cases. 


NOTES 

1.  Delegates  will  secure  their  credentials 
from  their  County  Secretary  and  present 
them  to  the  Credentials  Committee  at  9:00 
A.  M.  on  September  11. 

2.  Members  will  find  it  profitable  to  visit 
the  Commercial  and  Scientific  Exhibits. 

3.  Two  evenings  of  entertainment  will  be 
provided  by  the  Calhoun  County  profession. 

4.  Do  not  miss  hearing  our  invited  guest 
speakers. 

PLAN 

TO 

ATTEND 

EPOCHS  IN  SURGERY 
(The  American  Journal  of  Surgery) 

Students  of  world  events  and  affairs  tell  that 
we  are  leaving  a definite  era.  The  curtain  is  de- 
scending on  a human  drama  as  clean  cut  as  were 
the  Elizabethan  or  Victorian  times.  For  the  most 
part  this  passing  is  concerned  with  social  and  eco- 
nomic phases  of  existence.  Only  the  student  of 
history  or  the  observing  man  of  medicine  recog- 
nizes that  surgery,  too,  is  putting  the  finishing 
touches  to  another  segment  in  the  progress  of  civil- 
ization. Surgery  changed  with  the  advent  of  inhala- 
tion anesthesia.  Another  change  began  with  the 
results  of  Pasteur’s  discoveries  and  their  application 
by  Lister.  About  1890,  the  era  of  technical  surgical 
methods  began.  Surgeons  found  a safe  way  to  ex- 
plore the  abdomen,  to  enter  the  chest,  to  operate  on 
the  spinal  cord  and  brain.  Today  an  operation  for 
an  ectopic  pregnancy  occasions  no  comment,  but 
prior  to  Lawson  Tait’s  day  no  one  ventured  to 
enter  the  pelvis  and  correct  this  anatomical  calamity. 
The  things  of  common  occurrence  today  were  closed 
books  to  the  surgeon  of  fifty  years  ago.  Years  from 
now  the  physician  will  read  of  this  half  century 
about  ended.  Names  that  are  casual  to  present-day 
doctors  of  medicine  will  then  stand  forth  as  those 
of  the  great  pioneers. 
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ACUTE  PERF ORATED  PEPTIC  ULCER* 

SUMMARY  OF  211  CASES  OF  ACUTE  PERFORATED  GASTRIC  AND  DUODENAL  ULCERS 


H.  K.  SHAWAN,  M.D.f 

DETROIT,  MICHIGAN 


Perforated  gastric  and  duodenal  ulcers  are  usually  described  as  being  of  three  varieties 
— acute,  subacute  and  chronic.  The  present  report  deals  with  acute  perforations  only 
and  is  confined  to  those  cases  where  upon  opening  the  abdomen  gastro-duodenal  contents 
were  found  to  be  freely  escaping  into  the  abdominal  cavity.  Those  perforations  in  which 
at  operation  the  ulcer  was  found  to  be  sealed  over  (subacute)  or  in  which  a protective 
barrier  of  adhesions  confined  the  escaped  fluid  or  pus  to  a restricted  area  (chronic)  are 
omitted.  During  twelve  and  one-half  years  preceding  July  1,  1932,  211  consecutive 
cases  of  freely  leaking  acutely  perforated 
gastric  and  duodenal  ulcers  have  been  oper- 
ated upon  at  the  Receiving  Hospital  of  De- 
troit. The  first  ten  in  this  series  have  been 
reported  before  and  are  included  herein.1 


GENERAL  FINDINGS 

Of  the  total  number  of  211  cases  oper- 
ated upon,  all  but  four  were  men,  a propor- 
tion slightly  greater  than  50  to  1.  A similar 
preponderance  of  perforated  ulcers  occur- 
ring among  males  have  been  reported  by 
Dineen2  (138  in  142  cases),  Hinton3  (103 
in  105  cases),  Gilmour  and  Saint4  (58  in 
64),  White  and  Patterson5  (less  than  3 per 
cent  females),  and  others.  Although  not 
included  in  this  report,  a review  of  our  cases 
shows  a relative  increase  in  subacute  and 
chronic  perforated  ulcers  in  women. 

The  average  age  was  slightly  over  37 
years.  Slightly  more  than  87  per  cent  oc- 
curecl  in  patients  between  the  ages  of  twenty 
and  fifty  years.  The  four  youngest  in  the 
series  were  all  nineteen  and  the  two  oldest 
were  respectively  60  and  70  years  of  age. 
As  also  noted  by  Luff6  there  was  a decided 
drop  in  the  occurrence  of  perforated  gastric 
and  duodenal  ulcers  after  the  age  of  50 
years.  While  perforated  gastric  and  du- 
odenal ulcers  have  been  reported  at  both  ex- 
tremes of  the  span  of  life  our  findings  and 
average  age  agree  with  those  reported  by 
others  (Brown,7  Gilmour  and  Saint,4  etc.). 


* Fro  m the  Surgical  Departments  of  Receiving  Hospital 
and  the  Medical  Department  of  Wayne  University.  Read 
before  the  Michigan  State  Medical  Society  at  the  Annual 
Meeting,  Kalamazoo,  Michigan,  September  14,  1932. 

tDr.  Shawan  is  Professor  of  Surgery  at  Wayne  Univer- 
sity, Department  of  Medicine ; Attending  Surgeon  Receiv- 
ing Hospital,  Detroit,  and  Grace  Hospital,  Detroit. 


Observations  concerning  occupation  were 
gathered.  About  one-fourth  had  no  occu- 
pation and  slightly  more  than  one-fourth 
were  classed  as  laborers.  Closer  analysis 
showed  that  a very  few  had  any  trade  or 
steady  employment,  a condition  which  must 
be  considered  in  evaluating  this  particular 
group  herein  reported.  Turner8  states 
somewhat  as  follows:  “In  emergencies  the 

poor  are  really  the  better  off  for  with  them 
there  is  no  incentive  for  delay.  They  are 
taken  to  the  hospital  promptly,  and  are  oper- 
ated upon  with  little  ado  and  most  excellent 
results.  The  better-to-do  is  usually  less 
fortunate  as  quite  unnecessary  consulta- 
tions, visits  of  relatives,  arrangements  of 
business  affairs,  fritter  away  much  valuable 
time.  Then  the  operation  and  convalescence 
are  conducted  in  an  atmosphere  of  appre- 
hension and  suspense  which  ill  assorts  with 
smooth  recovery.”  Granting  Turner’s  state- 
ment to  be  correct  in  the  main,  other  factors 
to  be  considered  later  in  this  report  under 
the  heading  of  predisposing  factors  may 
present  another  less  satisfactory  aspect. 

Nothing  definite  was  determined  from  the 
study  of  nationality.  Slightly  over  one- 
half  (108)  cases  were  white  Americans. 
One  was  American-Indian.  Twenty-nine 
were  American  negroes.  The  remainder 
were  scattered  among  many  races.  Not  in- 
cluded but  recently  operated  upon  is  one 
Chinese.  We  can  only  state  from  our  ob- 
servations that  no  nationality  seem  to  be  im- 
mune from  perforated  ulcers. 

Most  reports  show  an  increase  in  ulcer 
symptoms  and  ulcer  perforations  during  the 
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changeable  weather  in  Spring  and  Fall.  In 
this  series  more  perforations  occurred  in 
the  months  of  July  (27  cases)  and  May  (24 
cases)  and  fails  to  confirm  the  usual  obser- 
vation that  ulcer  perforation  is  to  some  ex- 
tent seasonal. 

No  multiple  perforations  were  encoun- 
tered. One  patient  perforated  twice  and 
another  was  operated  for  three  perforations 
in  a four-year  period. 

None  presented  any  brain  lesion  (Cush- 
ing)9 either  clinically  or  at  post-mortem. 

INCREASE  IN  OCCURRENCE  OF  PERFORATION 

Whether  or  not  ulcers  of  the  stomach  and 
duodenum  are  on  the  increase  is  an  unde- 
cided question.  That  perforations  have 
steadily  increased  in  occurrence  has  been 
found  in  the  experience  of  Zukschwerclt  and 
Eck,10  Hinton3  and  Semb.11  Bager12  re- 
ports that  perforations  are  more  frequent 
but  the  increase  has  been  noted  only  among 
males.  I was  unable  to  recall  a single  case 
in  Lakeside  Hospital,  Cleveland,  Ohio,  dur- 
ing fifty-two  months  following  March, 
1909.  This  observation  has  been  corrobo- 
rated by  Dr.  W.  B.  Rogers.13  Furthermore, 
previous  to  1920,  no  case  of  acute  perfor- 
ated ulcer  is  found  on  the  Detroit  Receiving 
Hospital  register.  Comparing  the  total 
number  of  operations  with  the  number  of 
operations  performed  on  ruptured  gastric 
and  duodenal  ulcers  shows  the  latter  to  have 
gradually  doubled  and  then  trebled  in  this 
hospital  during  the  past  ten  years. 

PREVIOUS  HISTORY 

Investigation  of  previous  history  of  gas- 
tric disturbance  shows  these  cases  to  be 
divided  into  two  groups.  In  177  cases  (83.9 
per  cent)  a history  of  dyspepsia  ranging 
from  one  month  to  thirty  years  (average 
Zy2  years)  was  obtained.  Similar  reports 
of  a long  previous  history  of  gastric  troubles 
frequently  have  been  reported.  Deaver11 
found  90  per  cent  to  have  had  a previous 
ulcer  history.  A second  small  group  (127 
cases,  12.8  per  cent)  denied  any  previous 
stomach  trouble.  In  one-fourth  of  Judine’s15 
cases,  perforation  was  the  first  indication  of 
the  disease.  Too  much  dependence  was  not 
placed  on  statements  made  by  a patient  suf- 
fering the  intense  pain  of  perforation.  How- 
ever, at  operation,  a perforation  was  found 
in  a calloused,  hard  chronic  ulcer  in  the  first 
group  and  a small  pinpoint  rupture  in  a soft 
walled  acute,  ulcerating  process  in  the  sec- 


ond. Such  findings  have  been  commented 
upon  by  Shawan  and  Vale1  and  others. 

The  patients  were  questioned  as  to  what, 
if  any,  previous  treatment  had  been  received 
for  their  gastric  distress  previous  to  opera- 
tion. Of  the  211  cases,  the  charts  contain 
no  mention  of  any  previous  care  in  107 
cases.  Of  the  remainder,  1 1 had  no  treat- 
ment, 71  on  their  own  initiative  had  taken 
soda,  other  drugs  or  had  been  careful  of 
their  diet  while  22  had  had  some  sort  of 
medical  care  from  irregular  to  definitely 
supervised  attention.  One  perforated  while 
on  anti-ulcer  regime  in  this  Hospital  and 
several  perforated  while*  under  treatment, 
admission  to  the  hospital  having  been  ad- 
vised. Blackford  and  Baker16  state  acute 
perforation  of  peptic  ulcer  almost  never  oc- 
curs when  ulcer  has  been  previously  diag- 
nosed and  proper  treatment  instituted. 
However,  Hinton17  in  discussing  Dineen’s 
paper  before  the  New  York  Academy  of 
Surgery  reports  five  perforations  under 
medical  treatment  at  Bellevue  Hospital. 

ETIOLOGY 

Some  of  the  predisposing  factors  to  per- 
foration were  hard  to  properly  evaluate. 
Nearly  all  of  the  cases  had  focal  infec- 
tions, bad  teeth  or  previous  operations  for 
inflammatory  diseases  within  the  abdomen. 
Less  than  15  per  cent  gave  evidence  of 
syphilis.  Many  were  careless  about  diet, 
habits  and  health  matters.  The  majority 
used  tobacco  in  one  form  or  another.  Meals 
were  irregular  with  many.  The  diet  at 
times  was  meagre  and  at  other  times  was 
over  abundant.  In  many  instances  inges- 
tion of  a large  quantity  of  fluid,  not  neces- 
sarily strongly  alcoholic,  but  of  the  carbon- 
ated or  home  brew  beer  variety,  was  notice- 
able just  before  the  acute  onset.  This  was 
especially  frequent  in  the  summer  months 
when  dietary  abuses  are  more  common  in 
this  climate.  Trauma  due  to  straining  or 
actual  direct  injury  was  found  in  eight 
cases.  Magnant18  in  reporting  a case  of 
perforation  of  an  ulcer  of  the  stomach  after 
contusion  of  the  abdominal  wall  states  the 
literature  records  only  nine  such  cases. 

DIAGNOSIS 

It  is  agreed  that  the  initial  symptom  is 
sudden  extremely  severe  pain  in  the  epigas- 
trium. Terms  such  as  excruciating,  an- 
nihilating, unendurable,  prostrating  have 
been  used  to  describe  what  has  also  been 
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termed  a catastrophe.  Moynihan  has  aptly 
stated  “the  patient  was  struck  motionless.” 
Nevertheless  there  is  a small  minority  in 
which  certain  prodromal  symptoms  are  re- 
corded and  in  which  the  onset  is  less  abrupt. 
Three  in  this  series  had  premonitory  distress 
and  one  of  these  had  vomiting  of  blood  be- 
fore the  pain  appeared.  Pain,  once  establish- 
ed, remained  a constant  symptom  in  all  but  8 
per  cent.  Subsequently,  pain  in  the  latter  be- 
came intermittent  or  ceased  temporarily.  In 
all  of  these  there  was  found  either  a minute 
perforation  or  small  opening  in  a soft  walled 
recent  ulcer  temporarily  plugged  with 
mucosa  or  food  particles. 

Rehfuss19  states  that  in  his  experience 
perforation  is  usually  associated  with  vomit- 
ing. He  quotes  Wilmoth,  maintaining  that 
absence  of  vomiting  is  a significant  symp- 
tom. J udine15  likewise  reports  vomiting  to 
be  rare.  In  this  series  42  per  cent  vomited 
once  or  twice  and  20  per  cent  had  no  vomit- 
ing. Three  patients  vomited  continuously. 

The  clinical  findings  are  most  important 
in  arriving  at  a diagnosis.  Moynihan20  has 
emphasized  the  extreme  degree  of  prostra- 
tion and  the  tense  rigidity  of  the  whole 
body.  While  such  is  usually  the  case, 
nevertheless  intermittent  rigidity  of  the  ab- 
domen occurred  in  4.5  per  cent  of  our  cases. 
Obliteration  of  liver  dullness  occurred  in 
about  23  per  cent  of  this  series.  Hyper- 
resonance over  the  liver  indicates  either  a 
large  amount  of  gas  escaping  immediately 
with  perforation,  a long  interval  between 
perforation  and  the  discovery  of  tympany, 
or  distention  of  some  other  intra-abdominal 
hollow  organ.  True  shock  was  rarely  seen 
except  in  late  cases  gradually  taking  on  the 
appearance  of  peritonitis. 

A most  important  finding  in  our  experi- 
ence has  been  that  upper  abdominal  muscles 
remain  continuously  splinted  in  sub- 
diaphragmatic  conditions,  and  that  at  the 
end  of  expiration  they  relax  momentarily 
with  those  above  the  diaphragm.  (Vale.21) 

It  is  generally  agreed  that  shortly  after 
perforation,  the  temperature,  pulse,  respira- 
tion, leukocyte  count  and  polymorphonu- 
clear leukocytes  remain  about  normal  and 
that  all  are  elevated  with  the  passing  hours. 
In  this  series  the  temperature  on  admission 
was  below  99  degrees  in  60  per  cent;  the 
pulse  rate  below  100  in  70  per  cent;  the 
average  leukocyte  count  in  168  cases  was 
about  13,000  and  in  the  same  number  of 
polvmorphonuclears  averaged  about  80  per 


cent.  Singer  and  Vaughan22  have  empha- 
sized the  value  of  fluoroscopic  and  x-ray 
examinations  of  the  abdomen  for  the  pres- 
ence of  air.  They  state  that  by  these  means 
a correct  diagnosis  was  arrived  at  in  86  per 
cent  of  the  cases  proven  by  laparotomy.  In 
spite  of  the  fact  that  85  per  cent  of  these 
cases  were  correctly  diagnosed  clinically  on 
admission  we  have,  especially  of  late,  found 
fluoroscopical  examination  to  facilitate 
diagnosis  in  questionable  cases.  Resort  to 
flat  x-ray  plate  examination  will  often  dif- 
ferentiate intestinal  obstruction  from  per- 
foration. In  attaining  a prompt  diagnosis 
the  history  and  clinical  findings  were  found 
to  be  of  far  greater  value  in  the  time  per- 
mitted than  all  laboratory  investigations. 

In  the  differential  diagnosis  several  other 
acute  abdominal  emergencies  have  to  be  con- 
sidered. Chief  among  these  are  gall  stone 
colic,  acute  pancreatitis  and  the  obstructive 
type  of  appendicitis.  The  history  and  ful- 
minating course  of  the  last  together  with 
the  sudden  remission  of  pain  with  rupture 
make  this  variety  of  acute  appendicitis  a 
problem  to  be  reckoned  with.  Moynihan 
has  emphasized  the  continual  restlessness 
with  gall  stone  colic  and  the  prostration  and 
continual  rigidity  in  pancreatitis  and  acute 
ruptured  ulcer.  Shock  and  continuous 
vomiting  usually  point  to  pancreatitis. 
Whipple23  in  discussing  the  differential  diag- 
nosis of  intestinal  obstruction  believes  the 
only  important  non-operative  lesions  that 
should  be  ruled  out  are  pnuemonia,  tabetic 
crisis  and  coronary  or  mesenteric  throm- 
bosis. Careful  examination  may  rule  out 
pneumonia,  arteriosclerosis  and  signs  of 
endocarditis  should  suggest  coronary  em- 
bolus and  history  and  physical  signs  will 
usually  eliminate  tabes.  The  same  state- 
ment holds  with  ruptured  ulcers.  If  these 
three  conditions  complicating  acute  perfor- 
ated ulcers  are  eliminated,  no  time  should  be 
wasted  in  making  a differential  diagnosis 
when  everything  points  to  an  acute  abdom- 
inal lesion  requiring  immediate  operative 
treatment. 

TABLE  I.  LOCATION  IN  211  CASES  OF 
PERFORATED  ULCER 

RECOV-  PER  CENT 


LOCATION  ERED  DIED  TOTAL  DIED 

Duodenal  97  27  124  26.6 

Pyloric  26  13  39  33.0 

Gastric  36  11  47  23.3 

Gastro-jejunal  0 1 1 100.0 


159  52  211 
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The  majority  of  perforated  ulcers  in  our 
series  occurred  in  the  duodenum  (Table  I). 
Luff0  in  his  compilation  masses  pyloric  and 
duodenal  ulcers  together  because  the  results 
from  operative  treatment  were  so  similar. 
In  many  of  our  cases  the  anatomy  was  so 
distorted  by  the  pathology  presented  that  we 
were  unable  to  differentiate  between  pyloric 
and  duodenal  ulcers.  Of  the  cases  of  perfo- 
ration collected  from  Swedish  hospital  by 
Badger,12  two-thirds  were  gastric  and  one- 
third  duodenal.  From  the  anatomical  stand- 
point, however,  one  might  rather  class  the 
pyloric  with  the  gastric  perforations,  thus 
changing  the  frequency  as  well  as  the  mor- 
tality percentages.  If  we  accept  this  obser- 
vation, it  seems  that  corrected  reports  are 
gradually  showing  more  gastric  perforations 
than  previously  supposed. 

All  reports  show  a direct  increase  in  the 
mortality  as  compared  with  the  time  elaps- 
ing between  the  ocurrence  of  the  acute 
perforation  and  the  operative  treatment. 
Turner8  states  the  time  factor  has  every- 
thing to  do  with  the  results  in  these  great 
emergencies  but  believes  that  cases  should  be 
classified  according  to  the  extent  of  the 
pathological  damage  which  has  occurred  up 
to  the  time  of  operation,  and  not  on  the 
number  of  hours  which  have  elapsed  since 
the  onset  of  the  attack.  In  this  series  the 
mortality  rate  increased  directly  with  the 
size  of  the  perforation  and  the  amount  and 
type  of  escaped  gastroduodenal  contents. 
The  mortality  in  160  cases  in  this  series  of 
211  cases  operated  upon  under  12  hours  was 
13.1  per  cent.  In  51  cases  operated  upon 
after  12  hours  the  mortality  was  56.8  per 
cent. 


TABLE  II.  AGE  INCIDENCE  AT  TIME  OF 
OPERATION  AND  DEATH 


NUM- 

PER- 

PER- 

BER 

CENTAGE 

AGE 

NUMBER 

CENTAGE 

DIED 

AGE  DIED 

Under  20 

(All  19)  4 

.89 

0 

00.00 

20-30  

59 

27.96 

14 

23.73 

30-40  

76 

36.01 

19 

25.00 

40-50  

49 

23.22 

12 

24.49 

50-60  

...  21 

9.95 

5 

23.81 

60-70  

2 

.9 

2 

- 50.00 

The  incidence  of  deaths  with  reference  to 
the  various  decades  was  investigated.  It  was 
found  that  between  the  third  and  sixth  dec- 
ades there  was  very  little  variation  in  the 
mortality  percentage  (Table  II).  Williams 
and  Walsh24  likewise  found  no  apparent  re- 
lation between  age  and  prognosis. 


The  mortality  in  the  entire  series  was 
24.22  per  cent.  Of  these  36  per  cent  died 
within  the  first  twenty-four  hours.  It  seems 
reasonable  to  ascribe  these  deaths  to  the  se- 
verity of  the  attack,  to  operative  shock,  to 
anesthesia  or,  most  likely,  to  a combination 
of  many  factors.  The  causes  of  death  of  the 
remaining  two-thirds  were  found  to  be  peri- 
tonitis, subsequent  complications  chieflv 
cardio-respiratory  and  following  secondary 
operations.  Six  cases  succumbed  after  sec- 
ondary operations  for  incisional  hernia,  in- 
testinal fistula,  empyema,  pelvic  abscess  and 
similar  postoperative  complications.  Our 
findings  agree  with  those  of  Fleming25  who 
emphasized  the  fact  that  acute  diffuse  peri- 
tonitis is  the  commonest  fatal  complication. 
From  postmortem  examination  we  conclude 
that  peritonitis  was  the  chief  or  only  deter- 
minable cause  of  death  in  three-fifths  of  the 
cases  in  this  series. 

It  is  somewhat  difficult  to  evaluate  the 
role  of  anesthesia  in  this  series.  Although 
used  in  but  few  cases  and  these  in  the  more 
critical  condition,  the  mortality  was  over- 
whelmingly highest  when  the  least  nocuous 
anesthetic  agents  were  employed.  While  our 
experience  has  been  unsatisfactory  with  lo- 
cal anesthetic,  Watson26  prefers  to  use  it. 
Judine15  formally  used  local,  but  states  that 
he  has  better  results  with  splanchnic  anes- 
thesia. Of  those  receiving  ether  or  gas- 
ether  the  mortality  was  28  and  26  per  cent, 
respectively.  Less  than  12  per  cent  of  those 
receiving  spinal  anesthesia  died. 

During  the  more  recent  years  in  this  se- 
ries, spinal  anesthesia  has  become  the  anes- 
thetic of  choice  for  operations  on  perforated 
gastric  and  duodenal  ulcers.  The  marked 
reduction  in  the  mortality  records  of  the  Re- 
ceiving Hospital  with  the  use  of  spinal  anes- 
thesia in  acute  surgical  emergencies  has  been 
commented  upon  by  Krieg.27 

SURGICAL  PROCEDURES 

In  order  of  their  magnitude,  the  various 
operative  procedures  which  are  used  in  the 
treatment  of  acute  perforated  ulcer  may  be 
summarized  under  six  headings:  1.  Drain- 
age alone;  2.  Simple  closure;  3.  Excision 
ulcer  and  closure ; 4.  Excision  ulcer  and  py- 
loroplasty; 5.  Excision  ulcer  and  closure 
plus  excision  anterior  half  pyloric  sphincter 
muscle;  6.  Closure  with  added  (primary) 
gastro-jej unostomy ; 7.  Partial  gastroduo- 
denal resection  (Table  III). 

1.  Drainage  Alone.  Simple  abdominal 
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drainage  without  any  operative  treatment  of 
the  ulcer  has  been  advocated  for  the  severe- 
ly sick  patient  by  Morris28  and  YVarbasse.29 
This  operation  can  he  done  under  local  an- 
esthesia with  the  patient  in  his  bed.  Such 
a simple  procedure  may  save  those  in  extre- 
mis and  might,  by  draining  off  excess  intra- 
abdominal fluid,  allow  approximation  of  the 
structures  near  the  perforation  and  promote 
sealing  over  by  adhesions.  While  abdominal 
drainage  alone  was  not  employed  in  any  of 
this  series  of  acute  cases  we  have  used  it 
with  satisfaction  in  subacute  perforations. 

2.  Simple  Closure.  Most  surgeons  agree 
that  immediate  closure  of  the  perforated  le- 
sion is  the  prime  essential  in  the  surgical 
treatment.  Guthrie30  published  the  results  of 
a questionnaire  answered  by  a large  number 
of  American  surgeons.  By  far  the  greater 
number  were  conservative  and  employed 
only  simple  closure  of  the  perforated  ulcer. 
Most  surgeons  believe  that  complications 
following  simple  suture  are  rare  and  that 
they  are  best  cared  for  at  a future  time 
when  the  dangers  of  spreading  peritonitis 
are  remote.  Simple  closure  was  performed 
in  three-quarters  (155)  of  the  cases  in  this 
series. 

3.  Excision  of  the  Ulcer  and  Closure.  In 
this  operative  procedure,  a small  amount  of 
ulcerated  tissue  adjacent  to  the  perforation 
was  excised.  It  has  the  advantage  of  re- 
moving the  diseased  area  and  allowing  the 
closing  sutures  to  be  placed  in  healthy  tis- 
sues. While  operating  time  was  but  slightly 
increased,  the  mortality  percentage  in  this 
series  was  surprisingly  increased  (28.57 
per  cent). 

4.  Excision  Ulcer  and  Closure  by  Py- 

loroplasty. This  operation,  advocated  by 
Dowden31  has  the  advantages  of  : 1.  Remov- 
ing the  ulcerated  area ; 2.  Increasing  the 
size  of  the  lumen  by  lengthwise  excision  and 
crosswise  suture ; 3.  Allowing  the  placement 
of  sutures  in  healthy  tissue ; 4.  Closure  with 
structures  coupled  as  normal;  5.  Stopping 
pylorospa.sm ; 6.  Permitting  reflux  flow 

of  bile  through  the  pylorus.  The  main  diffi- 
culty in  pyloroplasty  is  encountered  through 
lack  of  mobility  of  the  duodenum.  In  this 
series  3 were  done  by  the  Horsley  method 
and  3 by  the  Judd  method  with  no  deaths. 

5.  Excision  Ulcer  and  Closure  zvith  Add- 
ed Anterior  Hcmisphinterectomy.  This  pro- 
cedure can  he  used  for  perforated  ulcers 
several  centimeters  distal  to  the  pyloric  ring. 
Deaver,14  long  an  advocate  of  added  gastro- 


enterostomy, later  advised,  in  selected  cases, 
excision  and  closure  of  the  ulcer  plus  extra- 
mucosal  excision  of  the  anterior  half  of  the 
pyloric  sphincter.  He  emphasized  the  abate- 
ment of  pvlorospasm.  While  not  used  in 
any  of  the  cases  in  this  series,  its  employ- 
ment is  not  contra-indicated  in  proper  in- 
stances. 

6.  Closure  zvith  Gastroenterostomy.  This 
treatment  is  advanced  for  cases  in  which 
primary  closure  has  been  unsatisfactory  be- 
cause of  insecure  suture  or  strictured  lumen. 
It  allows  drainage  of  stomach  contents  as 
well  as  entrance  of  alkaline  bile  to  acid  gas- 
tric contents.  In  many  cases,  the  results 
have  been  satisfactory.  In  other  cases,  the 
operation  has  been  prolonged,  the  spread  of 
peritonitis  increased  and  subsequent  margi- 
nal ulcers  have  occurred.  It  is  rarely  em- 
ployed with  the  advanced  or  severely  sick. 
Used  shortly  after  perforation,  especially 
of  an  old  chronic  obstructive  ulcer  in  an 
adult  with  well-developed,  pyloric  obstruc- 
tion, the  immediate  and  subsequent  results 
are  emminently  satisfactory.  As  a routine 
procedure,  it  condemns  itself.  Closure  of 
the  perforation  with  added  gastrojejunosto- 
my was  employed  22  times  with  a mortality 
rate  of  22.72  per  cent. 

7.  Partial  Resection.  Certain  continental 
and  an  occasional  American  surgeon  have 
leaned  toward  a more  radical  procedure, 
such  as  gastroduodenectomy,  in  order  to 
avoid  the  occasional  late  complication  result- 
ing from  any  of  the  previously  mentioned 
procedures.  In  certain  cases  this  procedure 
is  possible  but  rarely  will  the  condition  of 
the  patient  following  perforation  permit  of 
such  radical  treatment.  In  this  series  pri- 
mary gastro-duodenal  resection  was  not 
done. 

Except  in  the  rare  case  of  gross  contami- 
nation of  the  peritoneal  cavity  was  irriga- 
tion of  the  abdominal  cavity  done.  Buerkle 
de  la  Camp32  used  extensive  irrigation  with 
Ringer’s  solution  and  drainage.  Bager12  ir- 
rigates the  abdominal  cavity  and  closes  with- 
out drainage.  However,  a study  of  the  to- 
tal number  of  cases  reported  by  Bager  fails 
to  show  that  the  results  were  improved  by 
irrigation.  Fleming25  believes  that  irrigation 
is  incorrect  and  obsolete. 

Drainage  was  employed  in  188  cases,  not 
used  in  15  and  not  recorded  in  8 cases.  Of. 
the  15  cases  not  drained,  one  died.  Bacteri-i 
ological  examination  of  the  free  fluid  in  the 
abdominal  cavity  was  of  no  value  in  decidr! 
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ing  the  necessity  of  drainage.  Turner8 
states  “the  provision  of  a drain  tract  need 
never  do  harm,  but  to  do  without  it  may 
cause  a fatality.” 

In  this  series  the  operative  treatment  was 
individualized.  The  condition  of  the  patient, 
the  extent  of  the  pathology  and  the  degree 
of  obstruction  indicated  the  operative  tech- 
nic. More  and  more  the  tendency  was  to  do 
nothing  more  than  absolutely  necessary. 
Additional  operative  procedures  were  left 
for  a subsequent  time  and  then  carried  out 
only  when  indicated.  The  main  indication 
in  the  presence  of  a perforation  other  than 
preventing  further  leakage  was  to  combat 
the  attending  peritonitis.  As  Singer  and 
Vaughan23  have  stated,  “any  measure  which 
serves  no  immediate  purpose  and  which 
adds  to  the  length  of  the  operation  or  en- 
hances the  spread  of  the  peritoneal  infec- 
tion seems  hardly  justifiable.” 


TABLE  III.  TYPE  OF  OPERATION  EMPLOYED 


TYPE  OF  OPERATION 

NUMBER 

OPERATED 

NUMBER 

DIED 

PERCENT- 
AGE DIED 

Simple  Closure  

155 

39 

25.16 

Excision  Ulcer  and  Closure 

28 

8 

28.57 

Closure  with  Gastro-Enterostomy 

22 

5 

22.72 

Excision  Ulcer  and  Pyloroplasty 

6 

0 

00.00 

POSTOPERATIVE  CARE 

Careful  attention  to  the  postoperative 
treatment  is  most  important.  As  soon  as  the 
patient  reacted  he  was  placed  in  the  sitting 
position.  Morphine  was  used  as  indicated. 
Saline  and  glucose  were  used  liberally  by 
intravenous  and  subcutaneous  routes  ( 1,000 
c.c.  every  8 hours)  for  four  or  five  days. 
Then,  hot  water  and  hot  sugared  tea  were 
given  by  mouth  because  they  immediately 
pass  from  the  stomach  into  the  intestine. 
Todd,33  by  fluoroscopic  examination  has 
shown  that  cold  fluids  cause  a pvlorospasm, 
lasting  from  15  to  30  minutes.  Early  feed- 
ing bv  rectum  and  by  mouth  was  avoided  as 
it  stimulates  early  peristalsis.  The  post- 
operative dietary  treatment  as  advised  by 
Dineen2  commends  itself. 

CONCLUSIONS 

1.  In  reporting  211  cases,  it  appears  that 
perforations  of  gastric  and  duodenal  ulcers 
are  gradually  increasing  in  number;  by  far 
most  are  men  of  all  nationalities  between 
20  and  50  years. 


2.  The  great  majority  of  perforating  ul- 
cers gave  a previous  history  of  chronic  ul- 
cer (84  per  cent). 

3.  The  mortality  increases  with  the  pa- 
thology presented.  Size  of  the  opening,  the 
amount  and  toxicity  of  the  peritoneal  soiling 
and  the  time  allowed  to  elapse"  between  rup- 
ture and  operative  treatment  dominate  the 
results. 

4.  The  diagnosis  is  essentially  clinical, 
the  observed  findings  being  of  far  greater 
value  in  the  time  permitted  than  all  labora- 
tory examinations  with  the  exception  of  x- 
ray. 

5.  Spinal  anesthesia  is  the  most  satisfac- 
tory anesthetic,  as  to  mortality  and  morbid- 
ity. 

6.  The  mortality  in  160  of  these  operat- 
ed upon  under  12  hours  was  13.1  percent.  In 
51  cases  operated  upon  after  12  hours  the 
mortality  was  56.8  per  cent.  The  total  op- 
erative mortality  in  this  list  of  211  cases  was 
24.64  per  cent. 

7.  While  the  type  of  operative  treatment 
employed  was  individualized  the  latter  tend- 
ency has  been  to  lessen  the  magnitude  of  the 
procedure. 
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Since  Kussmaul  and  Maier1  in  1866  drew  attention  to  periarteritis  nodosa,  about  150 
cases2  have  been  described.  Troutman3  saw  in  the  Pathological  Museum  in  Vienna  a 
specimen  showing  aneurysms  localized  to  the  mesenteric  artery.  This  was  described  and 
named  by  Rokitansky  as  Multiple  Aneurysmata  some  years  before  it  was  recognized  as  a 
part  of  the  picture  of  periarteritis  nodosa.  During  the  half  century  following  Kussmaul 
and  Maier,  37  more  cases  were  recorded,  all  but  five  of  them  in  Europe.  In  the  last 
few  years  the  number  of  cases  recognized  in  this  country  has  markedly  increased,  though 
it  still  appears  to  be  rare  here  as  compared 
to  Europe.  As  has  been  brought  out  by 
many  workers,  the  disease  is  undoubtedly  of 
relatively  frequent  occurrence,  though  often 
unrecognized.  In  the  autopsy  service  at  the 
University  Hospital,  Ann  Arbor,  Michigan, 
two  cases  of  periarteritis  nodosa  were  seen 
within  a period  of  ten  months. 


CASE  REPORTS 

Case  I.  J.  B.,  a 46  year  old  white  male  factory 
worker,  was  admitted  to  the  Medical  Service  com- 
plaining of  pain  in  the  epigastrium,  weakness,  and 
loss  of  weight.  He  had  been  in  good  health  until 
six  months  previous  to  admission,  at  which  time 
there  was  an  insidious  onset  of  pain  in  both  hip 
joints.  This  became  so  severe  that  he  could  not 
walk  without  crutches.  As  this  pain  gradually  sub- 
sided, his  left  knee  became  swollen  and  tender,  and 
there  was  aching  of  the  joint,  severe  enough  to 
keep  him  awake  at  night.  His  left  ankle  became 
similarly  involved  and  he  complained  of  recurrent 
pains  through  both  lower  extremities.  He  also  de- 
veloped some  parasthesia  in  his  legs.  Five  weeks 
previous  to  admission  the  patient  suffered  a dull 
pain  in  the  mid-epigastric  region.  It  was  constantly 
present,  not  relieved  by  soda,  and  often  aggravated 
by  food.  He  had  always  been  constipated,  and  on 
one  occasion,  just  previous  to  admission,  he  had 
noticed  tarry  stools.  He  had  become  progressively 
weaker,  losing  25  pounds  in  weight  since  the  onset 
of  his  illness. 

There  was  nothing  of  significance  in  the  past 
history.  The  patient’s  father  died  at  the  age  of  66 
years  of  heart  disease ; his  mother  died  at  the  age 
of  68  years  of  apoplexy. 

On  physical  examination,  the  patient  was  slightly 
short  of  breath,  but  not  truly  dyspneic,  and  not 
cyanotic.  He  was  complaining  of  pain  in  the  epi- 
gastrium, and  of  an  aching  sensation  in  his  feet. 
The  heart  was  not  enlarged  to  percussion.  The  first 
sound  at  the  apex  was  split ; the  aortic  second  sound 
was  markedly  accentuated.  The  peripheral  vessels 
were  tortuous  and  sclerotic,  and  the  blood  pressure 
was  186/130.  The  abdomen  was  somewhat  tense 
and  distended  and  there  was  considerable  midepi- 
gastric  tenderness,  but  no  true  muscle  spasm.  There 
were  a few  palpable  lymphnodes  in  the  neck,  axillae, 
and  inguinal  regions.  Examination  of  the  fundi 
showed  an  advanced  arteriosclerosis  of  the  retinal 
vessels.  There  was  hemorrhage  and  exudate  within 
the  retina. 


*Dr.  Hauser  received  the  degree  of  A.B.  from  the  Uni- 
versity of  Michigan  in  1928,  and  M.D.  in  1931.  He  interned 
at  Harper  Hospital,  1931-32;  was  Resident  in  Pathology  at 
the  University  of  Michigan  in  1932-33,  and  is  now  Resident 
and  Instructor  in  that  department. 


Blood  examination  revealed  4,100,000  red  blood 
cells  per  c.mm.,  14,000  white  blood  cells,  and  a nor- 
mal differential  count.  The  urine  contain  albumin 
(four  plus),  10  to  15  red  blood  cells,  5 to  8 white 
blood  cells,  and  one  or  two  granular  casts  per  high 
power  field.  The  stools  were  negative  except  for  a 
positive  benzidine  reaction.  Kidney  concentration  tests 
showed  fixation  of  the  specific  gravity  of  the  urine  at 
1.012.  Non-protein  nitrogen  was  34.2  mgm.  per  100  c.c. 
of  blood.  Phenolsulphonephthalein  tests  showed  an 
excretion  of  25  per  cent  of  the  dye  in  two  hours.  The 
Kahn  test  was  negative.  Results  of  gastric  analyses 
were  normal.  X-ray  films  of  the  gastrointestinal 
tract  revealed  no  lesion.  Electrocardiograms  were 
repeatedly  regarded  as  normal. 

The  patient  was  placed  on  a “nephritic”  diet,  was 
given  euphyllin,  0.1  gram,  tres  in  diem,  and  codeine 
and  morphine  sulphate  as  needed.  He  did  not  im- 
prove. Blood  pressure  remained  between  180  to 
200  systolic,  and  130  to  145  diastolic.  Several  days 
after  admission  he  complained  of  pain  in  the  right 
side  of  his  chest,  was  dyspneic,  had  a slight  cough, 
and  raised  blood-tinged  sputum.  There  was  no 
fever.  A friction  rub  was  heard  anteriorly.  The 
non-protein  nitrogen  of  the  blood  gradually  rose  to 
78  mgm.  per  100  c.c.,  the  patient  became  irrational, 
and  expired  20  days  after  admission  to  the  hospital. 

Autopsy  showed  the  body,  which  measured  169 
cm.  in  length,  to  belong  to  the  asthenic  constitu- 
tional type.  The  face  was  slightly  icteric.  There 
was  a moderate  pitting  edema  of  both  ankles.  The 
lungs  were  moderately  congested  and  edematous, 
but  showed  no  other  pathology.  The  heart  was 
slightly  enlarged,  weighing  400  gm.  Scattered 
over  the  surface  of  the  heart,  and  especially  in  the 
region  of  the  atrioventricular  junction,  there  were 
many  small  yellowish  white  nodules,  of  rubbery  con- 
sistency. They  protruded  above  the  surface  of  the 
heart,  giving  it  a patchy  varicose  appearance.  Sec- 
tion of  these  nodules  revealed  an  artery  to  be  pres- 
ent in  each,  with  the  lumen  markedly  reduced  and 
the  periarterial  tissues  increased.  A few  of  the 
nodules  had  a purplish  color.  Cross  section  of 
these  revealed  an  aneurysmal  dilatation,  filled  witli 
clotted  blood.  There  were  many  small  areas  of 
fibrosis  in  the  heart  wall,  all  of  them  well  healed. 
The  larger  coronary  arteries  revealed  only  early 
atherosclerotic  changes,  not  being  involved  in  the 
process  described  above. 

In  the  abdomen  the  smaller  arteries  about  the 
duodenum  and  along  the  lesser  curvature  of  the 
stomach,  in  the  mesentery,  and  at  the  hilus  of  the 
spleen,  as  well  as  the  branches  of  the  hepatic  artery, 
had  many  small  yellowish  white  nodules,  several  of 
which  were  almost  as  large  as  peas.  Each  nodule 
contained  a blood  vessel  whose  lumen  was  dimin- 
ished, with  the  arterial  wall  and  periarterial  tissues 
markedly  thickened  and  indurated.  As  in  the  heart, 
several  of  these  nodules  had  a purplish  color,  appar- 
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ently  due  to  the  thrombosed  blood  contained  within 
the  localized  arterial  dilatations.  The  kidneys  were 
small.  When  the  fibrous  capsule,  which  was  mark- 
edly adherent,  was  stripped  away,  the  surface  of  the 
kidney  was  mottled  with  irregular  plaques  having  a 
bright  lemon  color.  These  plaques,  of  varying  size, 


of  adipose  tissue  with  fibrosis  and  myxomatous 
change.  Fibrosis  of  skin  resembling  scleroderma. 
Multiple  small  ulcerations  of  esophagus.  Slight  old 
leptomeningitis.  Edema,  congestion,  and  paren- 
chymatous degeneration  of  all  organs.” 

Case  II.  J.  L.  B.,  a 16  year  old  colored  male,  was 


” V 
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Fig.  1.  Case  I.  Coronary  artery  showing  an  eccentric 
fibrosis  of  all  coats  with  an  active  inflammatory  infiltration. 
Late  stage  in  the  evolution  of  the  lesion  of  periarteritis 
nodosa  with  organization  of  the  thrombus  in  the  aneurysm. 
Hemalum  and  eosin.  X 65. 


Fig.  2.  Case  II.  Coronary  artery  showing  the  eccentric 
nodular  formation  characteristic  of  periarteritis  nodosa.  The 
media  has  ruptured  and  an  aneurysm  has  been  produced. 
In  the  aneurysmal  sac  a portion  of  the  thrombus  remains 
unorganized.  This  is  a somewhat  earlier  lesion  than  is  shown 
in  Figure  1.  Hemalum  and  eosin.  X 65. 


were  slightly  raised  above  the  surface.  Section  of 
the  kidneys  revealed  many  nodules  of  the  type  de- 
scribed elsewhere  in  the  body.  There  were  several 
circular  purplish  areas,  measuring  about  7 mm.  in 
diameter,  which  apparently  were  tremendously 
dilated  arcuate  arteries  containing  thrombi. 

On  microscopical  examination  the  medium  and 
small  sized  arteries  showed  the  changes  of  peri- 
arteritis nodosa  in  all  stages.  The  lesions  were 
most  marked  in  the  heart,  kidneys,  pancreas, 
stomach,  esophagus,  and  in  the  mesenteric  and  he- 
patic arteries.  Some  of  the  larger  arteries  showed 
only  sclerosis,  while  many  of  the  smaller  ones 
showed  an  obliterating  endarteritis  with  thrombosis. 
Thrombi  showing  all  stages  of  organization  were 
present ; many  of  them  were  completely  replaced 
by  a dense  scar  tissue ; others  were  organized  and 
fenestrated.  There  were  localized  areas  of  marked 
thickening  of  the  intima,  occasional  defects  in  the 
intima  and  media,  and  perivascular  inflammatory 
infiltrations.  In  the  involved  organs,  particularly 
the  kidneys,  infarcts  in  all  stages  were  present. 
Even  the  vessel  walls  of  the  skin  were  fibrosed  and 
thickened.  There  was  a fibrosis  dermis  extending 
into  the  subcutaneous  tissue,  and  suggesting  the 
appearance  of  scleroderma.  The  epidermis  and  skin 
structures  were  atrophic.  The  lungs  showed  no 
evidence  of  arterial  disease. 

Pathological  diagnosis  (Dr.  A.  S.  Warthin)  : “Dif- 
fuse obliterating  thromboarteritis  with  periarteritis 
nodosa  in  the  fourth  stage  (coronary,  mesenteric, 
pancreatic,  renal,  periadrenal,  spermatic,  and  sub- 
cutaneous arteries).  Multiple  infarctions  of  kidneys 
and  myocardium.  Organizing  unresolved  croupous 
pneumonia.  Active  latent  syphilis  of  aorta,  liver, 
adrenals,  and  testes.  Early  hepatic  cirrhosis. 
Chronic  passive  congestion  of  spleen  with  early 
fibrosis.  Chronic  interstitial  nephritis  with  multiple 
infarctions.  Chronic  atrophic  catarrhal  gastroente- 
ritis. Colloid  goiter.  Hyperplastic  thymus  with 
fibrosis.  Old  appendectomy.  Marked  serous  atrophy 


first  seen  in  the  Otology  Clinic  complaining  of  swell- 
ing of  the  right  side  of  the  face.  The  swelling, 
associated  with  moderate  pain,  had  not  changed  ap- 
preciably during  the  three  months  since  its  onset. 
During  the  past  few  weeks  he  had  had  a yellow  dis- 
charge from  his  nose,  occasionally  containing  small 
spicules  of  bone.  Two  years  previous  to  admission, 
the  patient  had  mumps.  At  that  time  his  right  knee 
was  swollen  and  painful,  and  for  some  time  he 
walked  only  with  great  difficulty.  About  this  time 
he  had  a swelling  of  the  right  inguinal  region,  from 
which  there  was  a yellowish  discharge.  These  pro- 
cesses gradually  subsided.  There  was  no  history  of 
syphilis,  though  patient  was  exposed  during  the  past 
year. 

The  mother  was  living  and  well.  The  father  died 
of  influenza.  There  were  three  siblings,  all  living 
and  well. 

Physical  examination  revealed  an  ulceration  of 
the  soft  palate  which  extended  back  into  the  naso- 
pharynx. The  border  of  this  ulcerated  area  was 
punched  out,  and  there  was  a fetid  odor.  There 
were  a few  palpable  lymphnodes  in  the  epitrochlear, 
axillary  and  inguinal  regions.  The  cranial  bosses 
were  prominent,  the  scapulae  were  slightly  concave 
along  the  vertebral  border,  and  there  was  a slight 
anterior  bowing  of  the  tibiae. 

The  patient  was  regarded  as  suffering  from  terti- 
ary syphilis : a leutic  osteomyelitis  of  the  maxillae 
and  palate.  Subsequent  report  on  Kahn  test  of  the 
blood  was  positive  (four  plus).  The  spinal  fluid 
Kahn  reaction  was  negative,  as  was  the  colloidal 
gold  curve.  During  the  ensuing  four  months  the 
patient  was  given  intensive  bismuth  and  arsphenam- 
ine  antileutic  therapy.  Two  months  later  he  was 
again  seen  in  the  Dermatology  Clinic,  and  was  ad- 
vised to  have  further  treatment. 

Our  next  contact  with  this  patient  was  seven 
months  later  when  the  coroner  ordered  an  autopsv 
on  his  body.  He  had  apparently  been  well  until 
eight  hours  before  his  death.  He  had  complained 
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of  headache,  vomited  twice,  had  what  was  described 
as  a convulsion,  and  become  comatose. 

At  autopsy  the  spinal  cord  appeared  normal. 
There  was  a moderate  edema  of  the  brain  and 
meninges,  but  no  other  lesion  of  the  central  nervous 
system.  There  were  many  dense  adhesions  over  the 
anterolateral  aspect  of  the  right  lung.  The  lungs 
were  firm,  heavier  than  normal,  and  contained  many 
patchy  areas  of  lobular  pneumonia,  in  part  hemor- 
rhagic. The  heart  was  somewhat  enlarged,  weigh- 
ing 430  gm.  The  cecum  was  firmly  adherent  to  the 
anterior  abdominal  wall.  The  left  kidney  was  ab- 
sent from  its  normal  position.  In  the  right  half  of 
the  abdomen  there  was  an  irregular  mass,  repre- 
senting both  kidneys.  The  upper  half  of  this  had 
the  contour  of  a normal  kidney,  whereas  the  lower 
portion  was  bulbous.  Two  ureters  emerged  from 
a single  pelvis.  The  aorta  showed  a well-marked 
atherosclerosis. 

On  microscopical  examination  the  small  arteries 
in  practically  all  organs  examined,  including  the 
heart,  kidneys,  liver,  adrenals,  gastrointestinal  tract 
and  epididymis,  showed  changes  leading  to  complete 
obliteration.  This  process  was  characterized  by 
swelling  and  edema  of  the  media  with  localized 
areas  of  necrosis,  heavy  cellular  infiltrations,  and 
areas  showing  productive  intimitis,  small  localized 
aneurysmal  dilatations,  and  productive  nodular 
formations  in  the  adventitia.  Some  of  the  arteries 
were  completely  obliterated,  with  infarctions  result- 
ing. Protracted  search  for  spirochetes  by  appro- 
priate staining  methods  was  without  result. 

Pathological  diagnosis  (Dr.  C.  V.  Weller)  : “Gen- 
eralized arterial  disease.  Periarteritis  nodosa. 
Terminal  acute  purulent  bronchitis  and  hemorrhagic 
purulent  lobular  pneumonia.  Pulmonary  congestion, 
hemorrhage,  and  edema.  Anomalous  kidneys  (fused 
kidneys  lying  on  right  side).  Renal  insufficiency. 
Uremia  (?).  Acute  passive  congestion  and  paren- 
chymatous degeneration  of  all  organs.” 

DEFINITION 

Periarteritis  nodosa  is  an  acute  inflamma- 
tory disease,  of -small  and  medium  sized 
blood  vessels,  and  of  unknown  etiology.  It 
is  characterized  by  necrosis  of  the  media 
with  deposition  of  fibrin;  secondarily  there 
follow  cellular  infiltration  and  granulation 
tissue  formation,  with  varying  degrees  of 
intimal  proliferation.  Eventually,  aneurys- 
mal dilatation,  rupture  of  the  aneurysm, 
or  thrombosis  of  the  diseased  artery  may 
occur.  Death  may  be  the  result  of  hemor- 
rhage following  the  rupture  of  an  aneurysm, 
or  it  may  follow  infarction  of  essential  or- 
gans through  the  occlusion  of  blood  vessels. 

ETIOLOGY 

The  disease  is  regarded  by  practically  all 
observers  as  a form  of  sepsis.  Syphilis  was 
early  advanced  as  the  etiological  factor.  But 
as  the  disease  was  more  frequently  recog- 
nized, syphilis  came  to  have  less  and  less 
significance  as  the  causative  agent.  Evi- 
dences of  syphilis  in  patients  dying  of  peri- 
arteritis nodosa  were  no  more  frequent  than 
in  patients  dying  from  all  other  causes. 
Among  the  many  factors  pointing  away 


from  syphilis  have  been  the  failure  to  dem- 
onstrate spirochetes  in  the  arterial  lesions, 
the  freedom  of  the  cerebral  arteries  from 
periarteritis  nodosa,  whereas  syphilis  so 
often  attacks  them,  the  absence  of  gummas 
in  periarteritis  nodosa,  the  rapid  course  of 
the  disease,  often  proving  fatal  in  six  to 
twelve  weeks,  and  the  evidence  brought 
forth  by  experimental  workers  in  producing 
periarteritis  nodosa  in  animals  in  which 
syphilis  is  unknown. 

That  periarteritis  nodosa  has  a specific 
causative  agent  and  is  a disease  sui  generis 
cannot  be  stated  at  the  present  time.  No 
specific  micro-organism  has  ever  been  dem- 
onstrated, though  much  of  the  evidence  is 
in  favor  of  it.  Von  Haun4  produced  the 
disease  in  guinea  pigs  by  the  inoculation  of 
a patient’s  blood  and  concluded  that  the  dis- 
ease is  a specific  infection.  Others  have  not 
been  successful  in  reproducing  this  work. 
Harris  and  Friedrichs5  succeeded  in  produc- 
ing the  disease  in  experimental  animals. 
Spiro0  does  not  regard  it  as  a specific  dis- 
ease, lint  only  as  a form  of  post-infectious 
mesarteritis,  resulting  from  various  infec- 
tions. Wiesel7  and  Wiesners  have  each  found 
changes,  especially  marked  in  the  media,  in 
arteries  in  various  acute  infectious  diseases. 
Gruber9  maintained  that  the  arterial  lesions 
are  an  allergic  phenomenon,  resulting  from 
different  infectious  agents.  On  the  other 
hand,  favoring  the  specific  infectious  theory 
is  the  rarity  of  these  lesions  in  spite  of  the 
many  acute  infections,  and  the  uniformity 
of  the  pathology  once  the  lesions  are  estab- 
lished. At  present  it  is  best  to  state  only 
that  this  is  a disease  appearing  as  an  infec- 
tion, possibly  of  specific  etiology,  or  possibly 
a stage  in  one  of  the  ordinary  infectious 
diseases. 

INCIDENCE 

As  previously  stated,  periarteritis  nodosa 
is  a relatively  rare  disease,  the  total  number 
of  reported  cases  being  about  150.  In  a 
necropsy  series  of  2,035  cases  at  the  Peter 
Bent  Brigham  Hospital,  only  two  examples 
of  periarteritis  nodosa  were  seen.10  The 
disease  occurs  five  times  as  frequently  in 
males  as  in  females.11  While  70  per  cent 
of  the  cases  occur  between  the  ages  of  10 
and  40  years,12  authentic  cases  have  been  re- 
ported at  both  extremes  of  life.  In  none 
of  the  studied  cases  was  it  possible  to  show 
a family  relationship  or  predisposition,  nor 
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was  the  disease  related  in  any  apparent  man- 
ner to  the  patient’s  occupation. 

PATHOGENESIS 

The  changes  in  periarteritis  nodosa  occur 
only  in  the  arteries  which  measure  three  to 
hve  millimeters  in  diameter  or  smaller, 
roughly  equivalent  in  size  to  the  normal 
coronary  artery.  Veins  and  capillaries  are 
not  affected.  The  nodules  vary  in  size  from 
just  visible  to  the  size  of  a large  pea.  They 
are  yellow- white  to  white  and  moderately 
firm.  Their  consistency  apparently  increases 
with  the  age  of  the  process.  The  nodule  is 
usually  restricted  to  one  side  of  the  artery, 
often  accompanied  by  an  associated  occlu- 
sion. The  larger  nodules,  exceeding  the 
size  of  a hazel  nut,  are  usually  aneurysmal 
dilatations,  and  are  almost  always  throm- 
bosed. 

The  earliest  changes  suggest  that  the 
affecting  agent  probably  enters  the  arterial 
wall  via  the  vasa  vasorum,  or  through  the 
perivascular  lymphatics,  and  affects  prima- 
rily the  media,  and  later  the  intima  and  ad- 
ventitia. Long  before  the  patient  has  symp- 
toms, there  is  swelling  of  the  muscle  cells 
of  the  media  with  loss  of  nuclei.  A marked 
edema  develops,  accompanied  by  a fibrinous 
exudate  beneath  the  intima.  The  entire 
thickness  of  the  media  may  become  necrotic. 
During  this  stage  there  is  an  infiltration  of 
leukocytes,  plasma  cells,  and  eosinophils  into 
the  necrotic  areas.  The  adventitia  is  not 
yet  involved.  But  as  the  disease  progresses, 
the  infiltration  of  cells  becomes  heavy,  ex- 
tending into  both  intima  and  adventitia.  The 
elastica  interna  becomes  fragmented.  With 
the  extension  of  the  exudate  into  the  intima, 
fibrin  threads  may  penetrate  into  the  lumen 
and  leukocytes  collect  about  them.  A re- 
active intimal  proliferation  results,  eventu- 
ally leading  to  stenosis  or  occlusion  of  the 
vessel.  The  active  process  is  now  at  its 
height,  with  thrombosis  of  the  vessel  and 
secondary  infarction  of  the  organ  common- 
ly occurring.  Likewise,  rupture  of  the 
blood  vessel  may  occur  at  this  time. 

If  the  patient  survives,  the  process  of  re- 
pair begins.  As  the  polymorphonuclear  cells 
decrease,  the  lymphocytes  and  plasma  cells 
increase.  The  necrotic  media,  and  the  in- 
jured portion  of  the  adventitia  and  intima, 
are  gradually  replaced  by  a cellular  granula- 
tion tissue,  rich  in  fibroblasts  and  in  new- 
formed  blood  vessels.  Intimal  prolifera- 
tion is  usually  marked  when  the  changes  in 


the  media  are  not  severe.  If  a thrombus  is 
present,  it  may  be  organized  and  canalized. 
The  intimal  thickening  is  most  marked  at 
the  site  of  the  lesion,  and  spreads  diffusely 
beyond  it,  so  that  a thickened  intima  may 
overlie  media  that  has  not  been  affected. 

In  those  arteries  in  which  the  process 
goes  on  to  healing,  this  new-formed  connec- 
tive tissue  is  changed  into  scar  tissue.  Then, 
heavy  scar  tissue  remains  as  the  sole  evi- 
dence of  the  severity  of  the  infection,  and 
may  lead  to  nodular  thickenings.  Relative- 
ly large  blood  vessels  may  be  reduced  to 
small  channels.  Contracted  kidneys,  myo- 
cardial scars,  muscle  atrophy,  and  nerve  de- 
generation are  to  be  expected. 

SYMPTOMS 

There  is  usually  a sudden  onset,  charac- 
terized by  a mild  sepsis  and  scattered  local 
manifestations  of  vascular  disease.  Fever 
is  moderate,  continuous,  and  usually  present 
from  the  very  onset.  In  general,  the  pa- 
tient will  complain  of  a progressive  weak- 
ness, pains  in  the  muscles  and  joints,  ab- 
dominal pains,  polyneuritis,  anesthesia  and 
paresthesia,  tachycardia,  and  symptoms  of 
renal  insufficiency.  The  white  blood  count 
may  range  from  10,000  to  30,000  cells  per 
c.mm.  A progressive  anemia  may  be  ex- 
pected. 

The  symptoms  depend  on  the  organs  in- 
volved, and  on  the  stage  of  the  lesions  in 
the  vessel  wall.  As  to  frequency,  the  kid- 
neys, heart,  liver,  and  gastrointestinal  tract 
are  involved  in  the  order  named ; and  the 
disease  has  been  classified  according  to  the 
outstanding  organ  involvement.  The  renal 
type  is  characterized  by  hypertension,  hema- 
turia, albuminuria,  and  progressive  renal 
insufficiency.  The  cardiac  type  shows  symp- 
toms of  myocardial  disease,  due  to  narrow- 
ing and  occlusion  of  the  smaller  coronary 
arteries.  The  abdominal  type  has  attacks 
of  recurrent  abdominal  pain,  accompanied 
by  a rise  in  temperature  and  leukocytosis. 
Cerebral  symptoms  are  extremelv  rare. 
Fletcher13  reported  one  such  case,  and  Dick- 
enson14 one  presenting  marked  symptoms  of 
an  acute  meningitis,  yet  with  a clear  spinal 
fluid.  Likewise,  Bennett  and  Levine10  de- 
scribed meningeal  symptoms  in  a case  with 
increased  cells  in  the  spinal  fluid  but  no  or- 
ganisms. 

Early  in  the  course  of  the  disease,  dur- 
ing the  so-called  alterative-degenerative 
stage,  the  patient  may  be  symptom-free.  In 
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the  more  advanced  exudative-inflammatory 
state,  he  may  present  the  picture  of  an  acute 
infection  with  continuous  or  intermittent 
fever,  chills,  and  a relatively  high  leukocy- 
tosis. The  localizing  symptoms  in  the  heart, 
kidneys,  and  gastrointestinal  tract  depend 
entirely  upon  involvement  of  blood  vessels 
of  these  organs.  Death  may  occur  at  this 
time  from  renal  insufficiency,  ruptured  an- 
eurysm, or  cardiac  infarction. 

If  the  patient  survives  this  stage,  nodules 
may  first  he  recognized  growing  out  from 
the  vessel  wall.  If  the  disease  is  localized, 
fever  and  leukocytosis  may  disappear  with 
clinical  cure  resulting.  More  often,  how- 
ever, with  widespread  involvement,  there 
will  be  anemia,  marasmus,  and  emaciation. 
Even  if  the  symptoms  subside,  there  is 
usually  a series  of  exacerbations  with  lesions 
in  all  stages  present  simultaneously.  Hy- 
pertension,- nephritis,  renal  insufficiency,  car- 
diac symptoms,  gastrointestinal  complaints 
may  be  intense. 

To  follow  the  process  one  step  farther,  as 
is  done  by  Arkin,  in  the  stage  of  healing 
the  symptoms  are  those  of  degeneration  of 
the  various  organs  of  the  body,  due  to  de- 
ficient blood  supply.  Renal  insufficiency, 
cardiac  failure,  cachexia,  polyneuritis,  and 
polyglandular  insufficiency  may  be  expected. 

DIAGNOSIS 

Diagnosis  during  life  is  infrequent.  In 
a series  of  38  cases  reviewed  by  Lamb,  ante- 
mortem diagnosis  was  established  in  only 
two  instances.  The  diagnosis  can  be  made 
with  certainty  only  by  excision  of  a nodule 
for  microscopic  examination.  However,  in 
a patient  complaining  of  fever,  polymyositis 
and  polyneuritis,  cramplike  pains  in  the  ab- 
domen, symptoms  of  nephritis,  plus  variable 
symptoms  due  to  disturbance  of  the  blood 
supplv  to  various  organs,  the  disease  may 
well  be  suspected. 

PROGNOSIS 

In  all  cases  the  prognosis  is  bad.  Seventy 
per  cent  of  the  afflicted  patients  die  within 
three  months.  In  Lamb’s  review  of  the 


literature  there  is  reported  one  cure,  but  that 
patient  died  two  years  later  of  portal 
thrombosis.  Even  after  the  patient  has 
passed  through  the  stage  of  healed  granula- 
tion tissue  formation  described  by  Arkin, 
the  deficient  blood  supply  in  the  organs  es- 
sential to  life  will  result  in  renal  insuffi- 
ciency, cardiac  failure  (digitalis  has  no  ef- 
fect), severe  liver  disease,  marasmus,  and 
polyglandular  insufficiency.  Any  one  of 
these  may  be  sufficient  to  cause  death. 

CONCLUSIONS 

1.  Though  periarteritis  nodosa  is  seldom 
recognized  clinically,  it  probably  occurs  with 
relative  frequency. 

2.  Periarteritis  nodosa  is  apparently  a 
specific  infectious  disease,  though  the  causa- 
tive agent  has  not  been  demonstrated.  It 
has  no  demonstrable  relationship  to  syphilis. 

3.  Though  the  diagnosis  may  be  sug- 
gested by  the  symptoms,  it  can  be  estab- 
lished with  certainty  only  by  microscopic  ex- 
amination of  small  arteries. 

4.  The  disease  is  progressive,  leading 
always  to  a fatal  termination. 
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ON  THE  CONSERVATIVE  TREATMENT  OF  PLACENTA  PREVIA* 


WARD  F.  SEELEY,  M.D.,  F.A.C.S.f 

DETROIT,  MICHIGAN 


In  the  past  few  years  considerable  literature  has  accumulated  dealing  with  the  radical 
treatment  of  placenta  previa;  that  is,  treatment  by  cesarean  section.  That  good  results 
have  been  obtained,  in  many  instances,  has  been  properly  attested  by  writers  of  unquestion- 
able honesty  and  broad  experience. 

It  is  not  the  purpose  of  this  paper  to  attempt  to  cast  unfavorable  reflection  upon  those 
who  are  sincere  in  their  attempts  to  popularize  cesarean  section  as  a means  of  manage- 
ment in  placenta  previa,  but  rather  to  point  out  that  in  their  cases,  in  the  majority  of 


instances,  there  was  no  actual  contra-indica- 
tion to  the  abdominal  route,  while  in  our  se- 
ries, in  a purely  charity  hospital,  many  for- 
midable obstacles  presented  themselves.  It 
is  for  this  reason  that  I am  presenting  a se- 
ries of  seventy-three  consecutive  cases  oc- 
curring on  the  obstetrical  service  of  the 
Herman  Kiefer  Hospital  in  the  past  four 
years  and  to  July  1st  of  the  current  year  in 
the  attempt  to  show  that  the  obstetrician 
need  not  be  discouraged  if  radical  treatment, 
when  the  patient  is  first  seen  by  him,  is 
contra-indicated.  It  is  true  that  some  cases 
presenting  certain  findings,  when  first  seen, 
are  perhaps  better  treated  by  cesarean  sec- 
tion, than  by  the  more  conservative  vaginal 
delivery,  although  there  are  many  obstetri- 
cians, even  today  with  the  much  improving 
material  risk  by  the  abdominal  route,  who 
prefer  not  to  widen  the  indications  for  ce- 
sarean section  to  include  placenta  previa — 
except  in  rare  instances. 

Private  practice  with  adequate  prenatal 
supervision  affords  many  more  cases  for 
which  cesarean  section  can  be  done,  than 
does  a service  like  ours,  which  is  entirely 
charity  with  its  attendant  group  of  serious 
emergencies,  among  a class  of  patients  who 
often  seek  no  medical  attention  until  over- 
come by  serious  bleeding — before  or  during 
labor.  The  type  of  case  seen  in  private 
practice  on  the  other  hand  usually  reports 
the  first  bloody  show,  and  her  physician  is 
in  a position  to  make  an  accurate  diagnosis 
and  institute  suitable  treatment  while  the 
patient  is  still  in  good  condition. 

So  far,  then,  as  the  conditions  presenting 
themselves  at  the  time  the  patient  is  first 
seen  are  concerned,  I think  we  can  agree 

*From  the  Obstetrical  Service  of  the  Herman  Kiefer  Hos- 
pital, Detroit.  Read  before  Section  on  Gynecology  and  Ob- 
stetrics, Michigan  State  Medical  Society,  Grand  Rapids, 

tDr.  Seeley  is  Professor  of  Obstetrics  and  Gynecology  at 
the  Wayne  University,  Detroit,  Michigan.  He  is  also  at- 
tending obstetrician  at  the  Herman  Kiefer  Hospital  and 
Harper  Hospital,  Detroit. 


that  there  arc  contra-indications  for  radical 
treatment,  viz. : 

1.  Shock  from  blood  loss. 

2.  4 cm.  or  more  dilatation  with  patient 
in  active  labor. 

3.  Vaginal  tamponade. 

4.  Attempts  at  delivery  from  below. 

5.  Doubtful  asepsis  from  repeated  vag- 
inal examinations. 

In  a large  percentage  of  our  cases  one  or 
more  of  these  conditions  existed. 

With  any,  or  any  combination,  of  the 
above  conditions  I believe  that  the  risk  to 
the  mother  is  likely  to  be  greater  with  ce- 
sarean section  than  with  delivery  from  be- 
low. This  I also  hold  to  be  true  whether 
the  previa  be  marginal,  lateral  or  central, 
and  even  in  the  light  of  the  increasingly  low- 
ering maternal  death  rate  with  the  low  cer- 
vical section. 

On  the  other  hand  there  are  women  who 
can  safely  be  delivered  by  section,  viz. : 

1.  Primipara  not  in  labor,  or  early  in  la- 
bor, with  central  or  lateral  placenta  previa 
if  seen  before  the  bleeding  is  serious,  or  de- 
livered after  transfusion. 

I think  one  could  safely  go  farther  and 
include  multipart  in  this  group  with  the 
same  conditions  present,  provided  that  the 
operator  is  capable.  We  should  always  re- 
member that  there  is  a definite  maternal  risk 
attending  cesarean  section,  even  in  the  best 
hands  and  under  ideal  surroundings — in 
cases  with  less  serious  and  urgent  indica- 
tions. 

INCIDENCE 

In  the  past  four  and  one-half  years  we 
have  had  the  opportunity  of  treating  sev- 
enty-three cases  of  placenta  previa  in  the 
obstetrical  service  of  the  Herman  Kiefer 
Hospital.  During  this  period  7,708  cases 
were  delivered,  giving  an  incidence  for  pla- 
centa previa  of  1-105 — much  higher  than 
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Williams’  estimate  of  1-250  in  the  hospital 
practice  and  1-1,000  for  private  practice. 
This  can  be  accounted  for  by  the  fact  that 
we  admit  a large  number  of  emergency  cases 
from  a large  city,  who  are  seen  for  the  first 
time  by  any  physician  only  when  in  serious 
difficulty. 

AGE  AND  PARITY 

In  the  entire  group  there  were  only  five 
primiparse.  Sixty-eight  were  multiparae, 
having  had  from  one  to  fifteen  children.  It 
is  well  known  that  the  condition  occurs  rel- 
atively infrequently  in  primipane  and  that 
the  frequency  is  influenced,  not  only  by  the 
number  of  children,  but  also  by  the  rapidity 
with  which  the  pregnancies  have  followed 
one  another.  W.  H.  Strassman  finds  the 
average  age  of  his  patient  was  32.9  years 
and  that  the  average  number  of  labors  was 
6.38.  In  our  series  the  average  age  was  30.2 
and  the  average  number  of  labors  5.  Our 
youngest  patient  was  seventeen,  a para  1, 
and  our  oldest  forty-five,  a para  XV.  Fif- 
teen were  colored,  fifty-eight  white. 

ETIOLOGY 

Strassman  emphasized  that  one  of  the 
most  important  factors  in  the  development 
of  placenta  previa  was  to  be  found  in  de- 
fective vascularization  of  the  decidua,  re- 
sulting from  inflammatory  changes  follow- 
ing repeated  pregnancies.  This,  he  held, 
limited  the  amount  of  blood  to  the  placenta 
so  that  to  obtain  adequate  nourishment  it 
spread  over  a wider  area  and  consequently 
occasionally  approached  the  internal  os. 

SYMPTOMS 

The  symptoms  of  placenta  previa  are  ex- 
pressed almost  entirely  in  terms  of  painless, 
causeless  bleeding,  occurring  most  common- 
ly in  the  last  trimester  of  pregnancy.  Our 
cases  without  exception  gave  this  as  prac- 
tically the  only  complaint — and  their  his- 
tories showed  variation  only  in  the  num- 
ber of  attacks  of  bleeding  and  in  the  amount 
of  blood  loss.  Very  rarely  is  the  initial 
hemorrhage  in  placenta  previa  fatal.  We 
have  grouped  our  cases  according  to  blood 
loss  on  entrance  to  the  hospital  into  seA^ere, 
moderate  and  mild  bleeding.  As  the  blood 
pressure  is  the  quickest  available  index  in 
emergency  cases,  we  classified  as  severe 
nineteen  cases  whose  blood  pressures  were 
one  hundred  or  less  on  entrance.  Of  the 
remaining  cases,  thirty-seven  gaA'e  eAridence 


of  moderate  hemorrhage,  and  seventeen  of 
mild  bleeding. 

DIAGNOSIS 

Uterine  hemorrhage  during  the  last  three 
months  of  pregnancy  should  always  give 
rise  to  a suspicion  of  placenta  previa,  which 
should  not  be  dismissed  until  a definite  con- 
clusion is  reached.  One  other  condition, 
viz.,  premature  separation  of  the  placenta, 
may  temporarily  confuse  the  obstetrician, 
but  this  usually  only  if  the  separation  be 
partial.  True  abruptio  placentae  usually  of- 
fers no  difficulties  in  differential  diagnosis, 
as  the  sudden  pain  and  collapse  and  the 
boarcl-like  consistency  of  the  uterus  are 
characteristic. 

A few  points  in  diagnosis  may  well  be 
borne  in  mind,  viz. : ( 1 ) location  of  the  pre- 
senting part,  which  is  commonly  high. 
(2)  Location  of  the  placental  souffle,  which 
is  usually  found  Ioav,  just  above  the  symphy- 
sis, (3)  the  cervix  is  softer  and  more  patu- 
lous than  usual,  so  that  little  difficulty  is  ex- 
perienced in  (4)  passing  the  finger  through 
it  and  feeling  the  characteristic  spongy  pla- 
cental tissue. 

In  many  instances  satisfactory  diagnosis 
has  been  made  by  rectal  examination  alone. 
If,  howeArer,  this  cannot  be  accomplished, 
vaginal  exploration  is  done  which  makes  the 
diagnosis  final.  These  examinations  are 
never  done  in  a case  of  suspected  placenta 
previa,  until  all  preparation  for  the  immedi- 
ate control  of  hemorrhage  has  been  made. 
In  my  experience  I haA^e  seen  three  fatal 
cases  resulting  from  bleeding  where  this 
precaution  had  not  been  taken. 

TREATMENT 

I have  previously  referred  to  the  factors 
influencing  the  choice  of  treatment  in  the 
given  case,  but  wish  again  to  emphasize  the 
importance  of  individualization  and  the 
abandonment  of  so-called  routine  treatment. 
We  have  tried  to  choose  the  proper  treat- 
ment for  the  case,  rather  than  to  attempt  to 
make  the  case  fit  any  preconceived  ideas  as 
to  therapeusis. 

There  are,  at  our  command,  the  follow- 
ing methods  for  the  treatment  of  placenta 
previa : 

1 . Expectancy. 

2.  Rupture  of  the  membranes. 

3.  Braxton  Hicks  version. 

4.  Insertion  of  dilatable  bag. 

5.  Cesarean  section. 
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To  treat  a condition  so  serious  as  placen- 
ta previa  by  simply  waiting  for  spontaneous 
delivery  may  seem  like  courting  trouble. 
Nevertheless,  twelve  cases  of  placenta  pre- 
via marginalis  were  so  managed  with  good 
results  and  no  maternal  deaths.  In  all,  dila- 
tation was  well  advanced  on  entrance  and 
bleeding  mild.  All  preparations  having  been 
made  for  immediate  control  of  hemorrhage, 
if  necessary,  the  patients  were  allowed  to 
continue  in  labor  and  delivered  without  com- 
plication. 

Rupture  of  the  membranes  alone,  which 
was  followed  by  spontaneous  delivery,  was 
done  four  times  successfully. 

Braxton  Hicks  version  was  done  onlv 
once  in  this  series,  as  in  hospital  practice 
we  favor  the  dilatable  bag  as  giving,  prob- 
ably, a lower  fetal  mortality.  It  is,  however, 
a method  to  be  remembered,  especially  by 
the  general  practitioner,  in  cases  encoun- 
tered in  the  home,  where  bleeding  must  be 
controlled  promptly. 

The  dilatable  bag  for  the  control  of  hem- 
orrhage was  used  in  forty-one  cases.  Its  use 
was  followed  by  spontaneous  delivery  in  thir- 
teen instances,  by  version  and  extraction 
twenty-three  times,  and  by  forceps  delivery 
two  times. 

Other  operative  measures  aiming  at  de- 
livery and  not  at  control  of  hemorrhage 
were  version  and  extraction  after  complete 
dilatation — three  cases.  Breech  extraction 
— two  cases.  Mid  forceps — one  case.  Low 
forceps — two  cases. 

Cesarean  section  was  done  only  seven 
times,  the  Porro  operation  three  cases,  clas- 
sical section  two  cases,  the  low  cervical  sec- 
tion two  cases,  as  follows: 

1.  Para  TTI.  28.  8 mos.  Previous  section.  En- 
tered in  shock  with  ruptured  uterus  and  central 
placenta  previa.  Porro  cesarean  section.  Child  still- 
horn. 

2.  Para  II.  26.  Term.  Central  placenta  previa, 
moderate  bleeding,  2 cm.  dilatation.  Classical  sec- 
tion. 

3.  Para  IV.  37.  8 mos.  Moderate  bleeding.  Cen- 
tral placenta  previa.  No  dilatation.  Low  cervical 
section. 

4.  Para  V.  35.  8 mos.  Beginning  labor,  moder- 
ate bleeding,  central  placenta  previa.  Porro  cesarean 
section.  Child  died,  pulmonary  atelectasis. 

5.  Para  V.  39.  Term.  No  dilatation,  lateral  pla- 
centa previa.  Moderate  bleeding.  Classical  section. 

6.  Para  VI.  33.  Term.  Mild  bleeding.  No  dila- 
tation. Lateral  placenta  previa. 

7.  Para  VI.  39.  Term.  Mild  bleeding.  No  dila- 
tation. Lateral  placenta  previa.  Low  cervical  ce- 
sarean section. 

It  is  seen,  then,  that  of  seventy-three  cases 
of  placenta  previa,  twelve  of  which  were 


central,  twenty  lateral  and  forty-one  margi- 
nal, all  but  seven  were  treated  by  conserva- 
tive measures.  In  seven  instances  cesarean 
section  was  done  for  central  or  lateral  pla- 
centa previa  in  patients  in  good  condition, 
with  little  or  no  dilatation,  who  were  ob- 
stetrically  clean. 

To  insure  a happy  result  in  the  treatment 
of  this  condition,  it  is  necessary  that  our 
treatment  (1)  take  measures  to  combat  the 
effects  of  the  blood  already  lost,  (2)  con- 
serve further  blood  loss,  (3)  successfulh 
deliver  the  patient.  No  method  of  combat- 
ing blood  loss  is  so  successful  as  blood  trans- 
fusion. Its  use  in  placenta  previa  should  be 
as  nearly  routine  as  anything  can  be  in  the 
practice  of  medicine.  Even  with  hemor- 
rhage carefully  controlled  the  repeated  loss 
of  small  amounts  of  blood  before  deliverv 
are  likely  to  result  in  a fatal  outcome  when 
added  to  the  inevitable  bleeding,  even 
though  moderate,  that  occurs  after  the  third 
stage  of  labor.  The  replacement  of  lost 
blood  is  literally  life-saving. 

It  can  be  seen  that  we  have  favored  the 
use  of  the  bag  for  the  control  of  bleeding 
(41  cases)  and  to  obtain  dilatation  of  the 
cervix.  In  all  but  four  instances,  the  intra- 
ovular introduction  was  done.  It  has  been 
claimed  that  the  extraovular  method  with- 
out rupture  of  the  membranes  is  fully  as 
successful  in  the  control  of  bleeding  and 
gives  a somewhat  lower  fetal  mortality,  but 
I have  not  yet  convinced  myself  that  this 
is  true. 

In  the  actual  delivery  of  the  patient  it 
must  be  borne  in  mind  that  attempts  at  man- 
ual dilatation  of  the  cervix  are  disastrous, 
and  should  never  be  attempted.  Delivery 
should  not  lie  contemplated  until  the  cervix 
is  completely  dilated.  If  evidence  of  fetal 
embarrassment  is  discovered  before  dilata- 
tion is  complete,  it  will  have  to  be  regret- 
fully disconsidered  in  the  interest  of  the 
mother.  Delivery  should  be  slow  and  gentle 
to  avoid  injury  to  a cervix  whose  integrity 
is  already  impaired  by  a low  lying  placenta. 
If  the  bleeding  is  to  be  controlled  and  dila- 
tation obtained  by  the  use  of  the  bag,  the 
obstetrician  should  be  in  constant  attend- 
ance. The  critical  period  is  as  the  bag  passes 
through  the  cervix,  and,  if  the  progress  is 
not  carefully  watched,  serious  bleeding  may 
occur  behind  the  bag  without  being  visible 
externally.  It  may  be  well  to  mention  that 
a 10  cm.  bag  is  sufficient  to  obtain  the  nec- 
essary dilatation  with  a patient  at  term. 
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After  inserting  it  through  the  cervix  it 
should  be  filled,  but  not  over  distended,  with 
a large  syringe  and  sterile  water ; the  num- 
ber of  syringes  fully  necessary  to  accomplish 
this  having  been  previously  ascertained. 

Unfortunately  all  the  difficulties  attendant 
upon  the  delivery  of  a case  of  placenta  pre- 
via per  vagina  are  not  always  finished  with 
the  birth  of  the  child.  Postpartum  hemor- 
rhage is  common  and  the  placenta  should  be 
delivered  manually  if  necessary,  to  avoid 
loss  of  time.  A rapid  inspection  of  the  cer- 
vix will  reveal  lacerations  in  need  of  repair, 
and  leave  the  obstetrician  feeling  more  cer- 
tain that  a surgical  pack  will  control  any 
further  bleeding.  If  the  patient  shows  evi- 
dence of  blood  loss,  transfusion  is  again 
emphasized  as  the  treatment  of  choice  and 
also  of  necessity. 

MORTALITY 

Maternal:  The  prognosis  for  the  mother 
in  placenta  previa  is  always  serious.  In  these 
times  the  maternal  mortality  depends  largely 
upon  the  type  of  placenta  previa  encoun- 
tered, the  method  of  delivery  chosen  for  the 
individual  case,  the  use  of  blood  transfusion, 
and  the  condition  of  the  patient  when  first 
seen.  Bill  of  Cleveland  deserves  much  credit 
for  pointing  out  the  value  of  prophylactic 
blood  transfusion,  in  lowering  mortality  rate, 
with  1.78  per  cent  in  fifty-six  cases  so  treat- 
ed, compared  with  11.1  per  cent  in  forty- 
five  cases  in  which  this  precaution  had  not 
been  taken.  In  1926  Pankow  reported  a col- 
lection of  7,234  cases  from  the  German 
Clinics  with  a mortality  of  seven  per  cent, 
and  Jellet  from  the  Dublin  Rotunda,  a rate 
of  3.6  per  cent  in  138  cases.  Hitschman  in 
1921  collected  6,438  cases  with  6.5  per  cent 
maternal  mortality.  De  Lee  states  that  from 
twenty  different  parts  of  the  world  mortali- 
ties range  from  1 to  19  per  cent,  and  that 
“the  best  results  are  gotten  by  individual 
accoucheurs,  which  proves  that  much  de- 
pends upon  personal  skill.” 

In  our  series  of  73  cases,  there  were  two 
maternal  deaths,  a rate  of  2.7  per  cent,  as 
follows: 

Case  1.  Para  VIII,  age  34,  7 months.  History  of 
spotting  for  past  two  months.  On  entrance  Hb. 
53%.  R.B.C.  2,740,000.  Dilatation  4 cm.  Profuse 
bleeding.  Direct  blood  transfusion,  500  c.c.  Pla- 
centa previa  lateralis.  Bag  introduced  with  control 
of  hemorrhage.  Satisfactory  first  stage  pains.  Two 
hours  later  patient  suddenly  went  into  a state  of 
shock  and  expired  undelivered.  Autopsy  could  not 
be  obtained.  On  removal  of  the  bag  there  was  no 
concealed  hemorrhage  or  palpable  cervical  injury. 


Case  2.  Para  IV.  Age  30.  History  of  bleeding 
at  home,  2 cm.  dilatation  and  profuse  bleeding  upon 
entrance.  Placenta  previa  centralis.  Bag  introduced 
with  control  of  bleeding.  Saline  and  glucose  solu- 
tion— proper  type  of  donor  for  blood  transfusion 
not  available.  Version  and  extraction  after  com- 
plete dilatation  under  light  ether  anesthesia.  Pa- 
tient expired  on  delivery  table,  child  in  good  condi- 
tion. Autopsy  showed  a severe  chronic  myocarditis, 
probable  anesthetic  death. 

Fetal:  Fetal  mortality  is  disturbingly 

high  in  placenta  previa.  This  is  due  not  only 
to  the  seriousness  of  a condition  which  in- 
terferes with  the  circulation  of  the  child,  but 
to  the  frequency  of  prematurity.  Prolapse 
of  the  cord  also  has  a high  incidence,  tend- 
ing to  increase  the  infant  mortality  rate. 

De  Lee  finds  mortality  rates  ranging  from 
ten  to  eighty  per  cent.  Kustner  thirty-five 
per  cent,  Burger  and  Graf  fifty-five  per  cent, 
Hetschman  forty  per  cent  and  Strassman 
sixty-one  per  cent. 

Seventy-four  babies  are  to  be  considered 
in  our  series ; of  these,  thirty-eight  lived  and 
thirty-six  died,  a gross  rate  of  48.6  per  cent. 
Of  those  that  died,  twenty  were  premature, 
of  which  thirteen  were  nonviable.  Five  feti 
were  dead  on  entrance  and  showed  evidence 
of  maceration.  One  fetus  was  a monstros- 
ity. In  all  there  were  five  cases  of  prolapsed 
cord.  If  nonviable  prematures,  macerated 
feti  and  the  monstrosity  are  deducted,  seven- 
teen cases  are  to  be  considered,  i.e.,  net  rate 
of  22.9  per  cent. 

This  universally  high  fetal  death  rate  has 
been  used  as  an  argument  for  the  more  radi- 
cal treatment  of  placenta  previa  by  cesarean 
section,  with  the  idea  that  more  children  will 
he  born  alive.  While  this  sounds  reasonable, 
it  must  be  remembered  that  a large  percent- 
age of  the  babies  are  premature,  who  even  if 
born  alive  have  a poor  chance  for  surviving, 
and  to  subject  the  mother  to  added  risk  for 
the  sake  of  a problematical  child  does  not 
seem  to  be  good  judgment. 

SUMMARY 

Seventy-three  cases  of  placenta  previa  are 
reported,  twelve  central,  twenty  lateral  and 
forty-one  marginal,  of  which  sixty-six  were 
treated  by  so-called  conservative  methods, 
and  seven  by  cesarean  section.  The  chief 
symptom  complained  of  in  all  instances  was 
bleeding,  which  was  mild  in  seventeen  in- 
stances, moderate  in  thirty-seven  and  severe 
in  nineteen.  The  average  age  was  30.2 
years,  the  average  number  of  children  five. 
Forty-one  cases  were  treated  by  the  use  of 
dilatable  bag,  twelve  bv  watchful  expec- 
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tancy,  four  by  artificial  rupture  of  the  mem- 
branes only,  one  by  Braxton  Hicks’  version, 
and  eight  by  methods  aimed  at  delivery  only. 
There  were  two  maternal  deaths,  2.7  per 
cent.  Thirty-six  babies  did  not  survive,  a 
gross  death  rate  of  48.6  per  cent.  Deducting 
nonviable  prematures,  macerated  feti  and 
monstrosities,  the  net  fetal  death  rate  is  22.9 
per  cent. 

CONCLUSIONS 

1.  Satisfactory  results  can  be  obtained 
by  conservative  treatment  in  placenta  previa. 

2.  The  choice  of  radical  treatment  by 
cesarean  section  should  depend  largely  upon 
the  condition  of  the  patient  when  first  seen. 
Patients  in  poor  condition,  or  well  advanced 
in  labor,  or  not  obstetrically  clean,  are  not 
satisfactory  risks  for  abdominal  surgery. 

3.  Blood  transfusion  will  at  times  re- 
duce the  surgical  risk  and  make  section  com- 
paratively safe. 


4.  The  maternal  death  rate  seems  to  be 
in  indirect  proportion  to  the  frequency  of 
blood  transfusion. 

5.  Rapid  manual  dilatation  of  the  cervix 
and  hasty  delivery  are  condemned  as  disas- 
trous. 

6.  A high  infant  mortality  is  found  uni- 
versally— the  result  of  prematurity,  inter- 
ference with  fetal  circulation  and  birth 
trauma. 

7.  It  is  questionable  that  this  can  be 
much  reduced  by  the  more  frequent  employ- 
ment of  cesarean  section,  except  in  cases  at 
or  near  term,  by  the  avoidance  of  operative 
delivery  trauma. 

8.  Cases  of  placenta  previa  should  be 
hospitalized. 

Note:  Acknowledgment  is  made  to  Dr.  Warren 
Lambert,  Assistant  Obstetrical  Resident,  at  the  Her- 
man Kiefer  Hospital,  for  much  valuable  assistance 
with  case  records  that  makes  this  paper  possible. 
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The  term  “endocrinologist”  is  a poor  appellation  for  those  members  of  the  medical  pro- 
fession interested  in  endocrinology.  This  branch  of  medicine  should  awaken  the  interest 
of  the  entire  profession,  even  those  physicians  engaged  in  the  specialized  branches.  The 
haze  of  skepticism  which  has  enshrouded  it  for  so  many  years  is  being  rapidly  lifted.  The 
honest-minded  physician  now  can  direct  his  attention  toward  this  field  without  fear  of 
criticism  because  today  it  is  being  rapidly  placed  upon  a firm  experimental  basis.  This 
newer  basic  knowledge  is  in  no  way  due  to  the  efforts  of  the  medical  profession  but  rather 
to  the  work  done  by  our  allied  scientists — 
the  biologists,  the  physiologists,  the  bio- 
chemists, and  the  anatomists.  A great  num- 
ber of  articles  appearing  in  their  journals 
are  devoted  exclusively  to  experimental  en- 
docrinology. For  their  efforts  in  experimen- 
tation the  medical  profession  is  greatly  in- 
debted, and  it  can  repay  this  debt  only  by 
clinical  application  of  their  results  where 
possible.  It  is  earnestly  hoped  that  endo- 
crinology veill  soon  attain  its  rightful  place 
in  the  curriculum  of  the  medical  school,  and 
be  taught  together  with  anatomy,  physiol- 
ogy, and  pathology. 

Heretofore  clinical  endocrinology  was 
largely  a matter  of  individual  theory  with 
but  a modicum  of  fact.  Because  of  this  the 
entire  subject  was  poorly  accepted.  The 
competent  research  workers  must  be  given  a 
major  credit  for  having  placed  endocrinol- 


ogy upon  a fairly  exact  cytologic  and  bio- 
logic basis.  Prominent  examples  of  their 
work  include  the  development  of  the  follow- 
ing therapeutic  glandular  products:  (1) 

adrenalin,  an  extract  of  the  medullary  por- 
tion of  the  suprarenal  gland;  (2)  pituitrin, 
now  divided  into  pitocin,  the  oxytocic  frac- 
tion, and  pitressin,  the  pressor  fraction,  de- 
rived from  the  posterior  lobe  of  the  hy- 
pophysis; (3)  thyroxin,  the  true  hormone 
of  the  thyroid  gland;  (4)  insulin,  a glyco- 
genic hormone  derived  from  the  pancreas ; 
(5)  theelin,  a true  ovarian  hormone  derived 
from  the  ovarian  follicle;  (6)  suprarenal 
cortex  extract,  a specific  hormone  derived 
from  the  cortex  of  the  suprarenal  gland ; 
(7)  the  pituitary  sex  and  growth  hormone 
derived  from  the  anterior  lobe  of  the  pitui- 
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tary  gland.  There  are  a number  of  others 
as  yet  not  so  well  established. 

These  advances  that  have  been  made  in 
a period  of  less  than  two  decades  indicate  a 
branch  of  medical  knowledge  with  a vista 
so  broad  and  illuminating  that  its  present 
day  status  represents  only  a partially  com- 
plete understanding  of  its  many  underlying 
principles.  With  a more  comprehensive  ap- 
preciation of  these  principles  it  may  well 
dominate  the  medical  progress  of  the  next 
decade  and  parallel  the  strides  made  in  infec- 
tious disease  control  from  1890  to  1900. 

Proper  clinical  evaluation  and  therapeu- 
tic application  must  necessarily  come  from 
the  clinician.  Without  a basic  knowledge  of 
functions  and  interrelationships  of  the  en- 
docrine system,  the  clinician  is  in  no  posi- 
tion to  interpret  properly  an  abnormal  func- 
tion or  to  recognize  this  disturbance  of 
function  when  presented  in  a patient. 

Instances  of  specific  therapy  are  still  ex- 
tremely rare  in  the  general  field  of  medicine 
but  should  not  prove  so  in  this  new  field. 
Therapy,  to  be  specific,  necessarily  presup- 
poses a specific  diagnosis.  Contrary  to  a 
commonly  accepted  belief,  endocrine  diag- 
noses are  not  fanciful  but  are  based  upon 
truly  scientific  clinical  criteria.  The  ordi- 
nary means  employed  include  history,  physi- 
cal examination  and  laboratory  methods.  A 
complete  medical  survey,  moreover,  must 
include  all  data  with  reference  to  nonendo- 
crine  disease  as  well  as  endocrine  disorder. 
This  is  necessary  in  order  to  first  exclude  all 
nonend ocrine  diseases  as  a possible  cause  for 
the  symptomatology.  Before  such  nonendo- 
crine  causes  are  excluded,  an  enclocrinopa- 
thv  can  not  be  contemplated.  When  they  are 
positively  excluded,  it  is  necessary  to  note 
normal  standards  of  endocrine  balance.  It 
is  the  deviations  from  normal  that  provide 
the  basis  for  a diagnosis  of  endocrine  dis- 
order. The  correlation  of  history,  physical 
and  laboratory  examinations,  hormonic 
signs  and  the  course  of  endocrine  disorders 
are  included  concomitantly  with  the  routine 
observations  made  for  nonendocrine  disease. 

Endocrine  symptomatology  relates  specifi- 
cally to  disturbances  in  function  and  devel- 
opment with  recognizable  signs  differing 
from  those  of  nonendocrine  disease.  The 
clinician  must,  therefore,  undertake  addi- 
tional clinical  investigations  to  those  ordi- 
narily made  for  infectious,  blood  or  neo- 
plastic disease.  The  most  important  hor- 
monic signs  are  determined  from  accurate 


measurements  and  roentgen  examination  of 
epiphyses  to  interpret  the  physical  develop- 
ment. Intelligence  tests  afford  an  approxi- 
mation of  mental  development,  especially  in 
children. 

Other  routine  hormonic  determinations 
are  basal  metabolism,  blood  chemistry 
(blood  sugar,  calcium,  nitrogen,  phosphor- 
us, and  urea),  and  also  specific  reactions  of 
hormones  extracted  from  the  blood  or  urine 
of  the  patient.  Also,  the  gross  and  cytologi- 
cal  reactions  produced  after  injections  in 
certain  organs  are  observed,  such  as  those 
of  the  ovarian  follicle  from  the  pituitary- 
like  sex  hormone  ( Ascheim-Zondek  test), 
and  the  hypertrophy  of  the  atrophic  acces- 
sory genitalia  in  castrated  animals,  pro- 
duced by  injection  of  the  male  testicular 
hormone.  These  tests  for  glandular  func- 
tion should  soon  have  the  same  diagnostic 
significance  as  the  Widal  Wassermann  re- 
actions for  typhoid  and  syphilis,  when  hor- 
mone contents  of  blood  and  urinalyses  are 
made  clinically  available. 

In  order  to  identify  endocrine  disorders, 
it  is  further  necessary  to  include  additional 
information  regarding  the  etiology  and 
course  of  the  disorder  as  compared  with  the 
ordinary  history  that  is  almost  entirely  lim- 
ited to  infectious,  hemapoietic,  and  tumefac- 
tious  causation.  The  physical  and  labora- 
tory examinations  must  embrace  the  possi- 
ble hormonic  signs  and  reactions  as  well  as 
those  routinely  described  and  obtained. 

HISTORY 

The  most  important  etiologic  factors  are 
those  referring  to  heredity  and  those  clini- 
cal familial  expressions  which  exhibit  them- 
selves as  abnormal  growth,  development, 
and  function  of  the  body  as  a whole.  Con- 
sequently, much  more  attention  must  be 
given  to  the  family  history  than  an  inquiry 
of  the  ordinary  infectious  and  systemic  dis- 
eases. Endocrinopathies  of  the  family  must 
be  determined  on  account  of  the  direct  as 
well  as  the  indirect  transmission  of  the  en- 
docrinopathies. The  history  of  these  disor- 
ders can  be  obtained  by  asking  the  patient 
simple  questions  understood  by  the  layman. 
Among  these  are  the  presence  of  under- 
growth or  overgrowth  in  the  family,  evi- 
dence of  obesity,  goiter,  diabetes,  dermal 
pigmentation,  and  hairgrowths.  Among  the 
common  disorders  that  are  directly  trans- 
mitted are  the  thyroidisms  and  pituitarisms. 
Careful  inquiry  into  family  history  usually 
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discloses  that  there  was  some  type  of  these 
disorders  present  in  the  parent,  frequently 
in  the  mother. 

Credibility  that  hereditary  transmission  is 
possible  is  suggested  by  experimental  work 
in  animals.  Dr.  Oscar  Riddle  of  the  Carne- 
gie Institute,  Cold  Spring  Harbor,  New 
York,  has  succeeded  in  raising  three  lines  of 
birds  which  all  show  a different  level  of 
thyroid  function  as  proved  by  basal  meta- 
bolic rates.  The  thyroid  level  of  each  suc- 
ceeding progeny  can  be  predicted  before  the 
hatching  of  these  birds.  Dr.  Philip  Smith, 
Columbia  University,  New  York,  has  been 
able  to  rear  a colony  of  hypopituitary  rats. 
These  rats  in  all  their  succeeding  genera- 
tions show  evidence  of  pituitary  failure, 
such  as  uniform  undergrowth.  Marine  re- 
ports an  experiment  with  a female  dog  hav- 
ing goiter.  This  dog  first  had  a litter  of 
puppies  nearly  all  of  whom  had  goiters.  She 
was  then  given  treatment  for  her  goiter, 
which  was  continued  through  her  second 
pregnancy.  In  the  second  litter  of  puppies, 
there  was  a complete  absence  of  goiter. 

These  animal  experiments  prove  the  ne- 
cessity for  obtaining  a careful  prenatal  en- 
docrine history  as  well  as  family  history. 
For  instance,  history  should  he  solicited  of 
the  patient  regarding  a lack  of  endocrine  re- 
sponse during  pregnancy.  Such  response 
evidences  itself  in  a gain  of  weight  of  less 
than  fifteen  or  more  than  twenty-five 
pounds,  ruling  out,  of  course,  increased  food 
intake,  and  of  a failure  to  return  to  normal 
form  and  weight  after  lactation.  Signs  of 
the  lack  of  thyroid  response  to  gravidity  are 
those  of  mild  myxedema,  alabaster  color, 
thickness  and  dryness  of  the  skin,  puffiness 
about  the  dorsum  of  the  hands  and  fingers, 
supraclavicular  region  and  face,  somnolence, 
albuminuria,  subnormal  temperature  and 
slow  pulse,  and  diminished  basal  metabolic 
r ate . Here  the  careful  authoritative  work 
of  Rowe.1  should  he  consulted.  Signs  of  lack 
of  pituitarv  response  to  gravidity  are  osteo- 
phytic  changes  about  the  joints,  unusual 
chloasma  and  pigmentations,  tendency  to 
blunting  of  the  peak  hones,  coarseness  of 
the  facial  features,  and  an  unusual  gain  in 
weight.  Toxemias  of  pregnancy  still  must 
he  classified  as  a syndrome  and  treated  in- 
dividually, but  the  work  of  Cushing  and 
others  suggests  that  eclampsias  with  hyper- 
tension might  possibly  be  due  to  a disturb- 
ance in  function  of  the  basophilic  cell  of  the 
pituitary  gland.  The  hypothyroidisms  of 


pregnancy  can  and  occasionally  do  assume 
the  characteristics  of  a true  toxemia  and 
can  he  corrected  with  proper  thyroid  medi- 
cation. 

The  present  history  of  the  patient  should 
begin  at  birth  and  include  data  relative  to 
the  physical  and  mental  development  during 
infancy  and  juvenility.  This  information 
is  obtained  from  the  weight  and  length  at 
birth,  the  time  of  dentition,  walking,  and 
talking,  and  reaction  to  food  intake.  Gastro- 
intestinal upsets  during  the  first  and  second 
years  may  arouse  suspicions  of  endocrine 
disorder.  History  of  the  mental  and  physi- 
cal development  during  juvenility  is  solicited 
by  comparing  the  physical  size  and  develop- 
ment of  the  patient  with  individuals  of 
similar  age  and  sex.  Mental  development 
is  easily  obtained  from  the  progress  through 
school. 

Of  most  importance  referable  to  endo- 
crine imbalance  is  the  history  at  the  age  of 
puberty,  at  which  time  many  unsuspected 
latent  disorders  are  activated.  The  time  of 
the  onset  of  secondary  sex  characteristics, 
including  the  menstrual  history,  may  indi- 
cate a probable  endocrine  disorder  present  at 
that  time;  but  it  may  be  one  that  had  its 
beginning  during  juvenility  or  even  during 
infancy.  Accepting  thirteen  years  as  the 
optimal,  and  twelve  to  fourteen  years  as  the 
normal  variation,  for  the  onset  of  menses, 
deviation  from  this  time  indicates  glandular 
disorder  if  all  nonendocrine  disease  factors 
have  been  excluded.  A few  examples  of 
menstrual  abnormality  are  the  early  onset 
of  menses  before  the  age  of  twelve  in  hyper- 
thyroidism and  hypergenitalism  or  after  fif- 
teen in  hypothyroidism,  hypogonadism,  and 
hypopituitarism.  In  hypopituitarism  there 
is  usually  an  early  onset  of  periods  of  from 
ten  to  twelve  years  followed  after  a few 
years  by  marked  irregularity  in  which  there 
are  intermenstrual  intervals  of  three  to  four 
months.  Other  menstrual  abnormalities, 
such  as  metrorrhagia,  menorrhagia,  and 
dysmenorrhea,  are  related  to  various  types 
of  endocrine  disorders.  Another  sexual 
period,  the  history  of  which  is  related  to  the 
endocrinopathies,  is  that  of  the  menopause. 
An  early  menopause  usually  indicates  a 
pituitarism ; whereas  a prolongation  of  men- 
struation suggests  a hypothyroidism.  Both 
puberty  and  the  climacteric  are  associated 
with  the  classical  forms  of  goiters,  that  of 
adolescence  with  colloid  goiter;  whereas  the 
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most  frequent  type' of  the  menopause  is  the 
exophthalmic  or  toxic  nodular  goiter. 

PHYSICAL  EXAMINATION 

A complete  physical  examination  must  be 
made  for  all  the  nonendocrine  organs  and 
systems  to  which  are  recorded  those  hor- 
monic  signs  indicating  abnormal  endocrine 
function.  The  general  physical  examina- 
tion should  include  sufficient  endocrine  data 
from  which  to  draw  conclusions  regarding 
the  type  of  the  individual  examined.  The 
five  most  common  types  are  those  due  to 
thyroid,  pituitary,  hypogonad,  hypergenital, 
and  adiposogenital  disorder.  The  important 
signs  indicating  thyroidism  refer  largely  to 
the  nervous  reaction  and  to  changes  in  the 
thyroid  gland  itself.  Hypothyroidisms  have 
various  grades  of  mental  retardation; 
whereas  the  hyperthyroidisms  have  various 
stages  of  excitation  as  evidenced  by  their 
apprehensions,  fears,  tremor,  and  tachy- 
cardias. The  presence  or  absence  of  a large 
thyroid  should  be  noted  in  the  general  exam- 
ination as  well  as  the  regional  examination 
of  the  neck,  at  which  point  it  is  described 
more  in  detail.  The  pituitary  and  hypo- 
gonadal  types  are  estimated  largely  by 
classical  statural  deviations.  In  the  pitui- 
tary and  early  hypergenital  types  the  upper 
measurement,  from  the  symphysis  to  the 
vertex  of  the  skull,  is  longer  than  the  lower 
measurement,  from  the  symphysis  to  the 
soles  of  the  feet,  and  the  height  usually  ex- 
ceeds the  span.  The  opposite  of  these 
measurements,  the  lower  measurement  being 
longer  than  the  upper,  and  the  span  longer 
than  the  height,  is  present  in  the  hypogonad 
type.  The  fourth,  more  infrequent,  is  that 
of  hypergenitalism.  Its  two  outspoken  gen- 
eral signs  are  hypertrichosis  associated  with 
hypertrophy  of  the  external  genitalia.  A 
fifth  common  type  is  that  of  adiposogenital 
pituitarism  (Frohlich’s  syndrome).  Its 
characteristic  sign  is  marked  obesity,  partic- 
ularly of  the  girdle  type,  and  it  is  associated 
with  hypoplasia  of  the  external  genitalia. 
Although  an  individual  may  quite  apparent- 
ly be  one  of  these  types,  it  does  not  mean 
that  he  is  suffering  at  that  time  from  an 
endocrine  imbalance.  It  may  only  indicate 
tbe  influence  of  these  various  glands  before 
completion  of  his  maturity  and  growth. 

Careful  observations  including  accurate 
measurements  of  height,  weight,  upper  and 
lower  proportions  and  circumference  meas- 
urements of  the  bead,  chest,  and  abdomen 


should  be  made  as  a matter  of  routine. 
Measurements  are  especially  valuable  during 
tbe  infantile  and  juvenile  periods,  for  one- 
third  to  one-half  of  the  total  structural 
growth  is  completed  before  tbe  third  year. 
The  appended  chart  allows  a necessary 
variation  between  the  minimal  and  maximal 
measurements  for  the  age  indicated.  Should 
there  be  a marked  deviation  from  these 
minimal  and  maximal  measurements  as 
shown  in  the  chart,  and  if  all  nonendocrine 
diseases  are  positively  excluded,  we  can  rea- 
sonably make  a diagnosis  of  pituitarism ; 
or,  if  roentgen  studies  of  the  development 
of  the  osseous  centers  show  retardation,  a 
diagnosis  of  hypothyroidism  may  be  made. 
Achondroplasia,  which  may  simulate  either 
a hypopituitarism  or  hypothyroidism,  must 
be  ruled  out  by  x-ray  and  serology. 

Description  of  both  generalized  and  local- 
ized adiposity  should  be  given  in  detail. 
Hairgrowth  and  various  other  characteristic 
signs  of  the  skin,  such  as  pigmentation, 
thickness,  dryness,  and  elasticity,  should  be 
recorded.  Comparative  estimations  of  the 
head,  feet,  and  extremities  with  those  of  the 
body  are  included  in  the  general  examina- 
tion. In  addition  to  these  hormonic  signs 
of  endocrine  disorder  are  the  routine  find- 
ings such  as  station,  gait,  color,  respiration, 
temperature,  pulse  rate,  and  mental  reaction 
during  the  examination,  together  with  ab- 
normal signs  such  as  cyanosis,  dyspnea,  and 
edema. 

REGIONAL  EXAMINATION 

In  the  regional  examination  detailed  ex- 
amination is  made  of  the  various  parts  of 
the  body  from  the  head  to  the  extremities 
in  the  routine  way.  During  this  examina- 
tion, localized  endocrine  signs  are  described 
in  detail  with  those  of  nonendocrine  disease 
symptoms  that  may  be  present.  Under  the 
head,  for  example,  the  size,  shape,  and  form 
are  noted,  and  also  the  position  of  tbe  ears 
and  placement  of  features.  Under  tbe  eye, 
the  character  of  eyebrows  and  lashes,  ex- 
ophthalmos, and  enophthalmos,  and  thyroid 
signs  such  as  Dalrymple’s,  Von  Graefe’s, 
Stillwagen,  et  cetera,  are  noted.  Under  the 
description  of  tbe  nose,  a retrousse  nose  is 
frequently  found  with  congenital  hypothy- 
roidism. This,  of  course,  must  be  differen- 
tiated from  a saddling  of  the  nose  due  to  de- 
struction of  the  septum  in  syphilis.  Under 
the  mouth,  detailed  description  of  the 
orthodontial  markings  indicating  various 
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glandular  disorders  is  made.  Under  the  re- 
gional examination  of  the  neck,  any  abnor- 
mality of  the  thyroid  is  described  in  detail. 
Such  similar  hormonic  signs  of  endocrine 


LABORATORY 

The  examinations  made  in  the  laboratory 
consist  of  the  ordinary  routine  procedures 
including  urine,  blood,  feces,  sputum, 
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20.0 

22.9 

20.6 

22.3 

9.0 

11. 8 

8.4 

11.0 

20.1 

22.1 

19.6 

21.6 

13.3 

14.3 

13.0 

14.0 

7.7 

6.7 

7.6 

8.6 

16.2 

14.9 

14.3 

14.1 

13.8 

13,6 

2 

oa. 

22.1 

24.1 

21.7 

23.7 

10.4 

13.6 

9.8 

12.6 

21.0 

23.0 

20.4 

22.4 

13.9 

14.9 

13.6 

14.6 

8.1 

9.1 

7.9 

8.9 

16.0 

15.7 

15.6 

15.3 

15.2 

15.0 

3 

23.1 

25.1 

22.7 

24.7 

11.9 

16.3 

11.2 

14.2 

22.0 

24.0 

21.4 

23.4 

14.6 

16.6 

14.1 

16.1 

8.6 

9.6 

8.4 

9.4 

16.6 

16.3 

16.4 

16.0 

16.0 

15.7 

4 

24.0 

26.0 

23.6 

26.6 

13.2 

16.8 

12.4 

16.8 

22.9 

26.1 

22.3 

24.3 

16.0 

16.0 

14.7 

16.7 

9.0 

10.0 

8.8 

9.8 

17.0 

16.7 

16.9 

16.5 

16.6 

16.2 

& 

24.7 

26.7 

24.3 

26.3 

13.9 

17.7 

13.7 

17.3 

23.3 

25.6 

23.3 

25.3 

16.3 

16.3 

16.2 

16.2 

9.2 

10.2 

9.3 

10.3 

17.4 

17.1 

17.8 

16.8 

16.0 

16.5 

6 

25.4 

27.4 

25.0 

27.0 

16.2 

19.4 

14.3 

18.1 

24.3 

26.5 

23.8 

25.8 

16.9 

16.9 

15.5 

16.6 

9.6 

10.6 

9.6 

10.6 

17.7 

17.3 

17.6 

17.0 

17.1 

i6.a 

7 

26.1 

28.1 

25.6 

27. C 

15.9 

20.1 

14.9 

1U.9 

24.8 

27.0 

24.3 

26.3 

16.1 

17.1 

16.8 

16.8 

6.9 

10.9 

9.7 

10.7 

17.9 

17.5 

17.7 

17.2 

17.3 

17.0 

8 

20.6 

28.6 

26.1 

28.1 

16.5 

20.9 

15.6 

19.6 

25.3 

27.5 

24.8 

26.8 

16.3 

17.6 

16.0 

17.0 

10.0 

11.2 

10.0 

11.0 

10.1 

17.7 

17.9 

17.4 

17.5 

17.2 

9 

27.1 

29.1 

26.6 

28.6 

17.1 

21.7 

16.1 

20.3 

25.8 

26.0 

26.2 

27.2 

16.5 

17.7 

16.3 

17.3 

10.3 

11.6 

10.2 

11.2 

18.2 

17.8 

18.0 

17.6 

17.6 

17.3 

10 

27.6 

29.6 

27.1 

29.1 

17.6 

22.4 

16.6 

21.0 

26.2 

28.4 

25.7 

27.7 

16.8 

18.0 

16.4 

17.6 

10.6 

11.7 

10.4 

11.6 

18.4 

18.0 

16.2 

17.8 

17.7 

17.4 

11 

28.1 

30.1 

27.6 

29.6 

18.3 

23.1 

17.3 

21.7 

26.7 

28.9 

26.1 

26.3 

17.0 

18.2 

16.7 

17.9 

10.8 

12.0 

10.6 

11.8 

18.6 

16. 1 

18.3 

17,9 

17.8 

17.6 

12 

20.4 

30.6 

2U.0 

30.0 

18.9 

23.9 

17.8 

22.4 

27.2 

29.4 

26.6 

28.8 

17.3 

18.6 

16.9 

18.1 

11.0 

12.2 

10.9 

12.1 

18.6 

16.2 

18.6 

18.1 

17.9 

17.6 

15 

29.6 

31.0 

29.1 

31.3 

20.1 

25.3 

18.9 

23.7 

28.2 

30.4 

27.6 

29.8 

17.8 

19.0 

17.4 

18.6 

11.6 

12.7 

11.4 

12.6 

18.9 

18.6 

18.6 

18.4 

18.2 

17.9 

18 

30.6 

33.0 

30.3 

32.5 

21.9 

27.3 

20.6 

25.8 

29.6 

32.0 

29.0 

31.2 

18.6 

19.8 

18.1 

19.3 

12.2 

13.4 

12.2 

13.4 

19.1 

18.7 

19.1 

18.7 

18.6 

18.2 
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31.7 

34.1 

31.3 

33.6 

23.1 

28.7 

21.7 

27.1 

30.6 

33.0 

29.9 

32.3 

18.9 

20.3 

18.6 

19.8 

12.7 

14.1 

12.7 

13.9 

19.3 

18.9 

19.4 

19.0 

18.7 

18.4 

24 

32.7 

35.1 

32.2 

34.6 

24.3 

30.1 

22.9 

28.5 

31.5 

33.9 

30.9 

33.3 

19.4 

20.8 

18.9 

20.3 

13.2 

14.6 

13.2 

14.6 

19.4 

19.0 

19.7 

19.2 

18.9 

18.6 

30 

34.5 

36.9 

33.9 

36.3 

26.1 

32.3 

24.7 

30.7 

32.9 

35.6 

32.4 

34.0 

20.0 

21.4 

19.6 

21,0 

14.1 

15.6 
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15.4 

19.6 

19.2 

20.2 

19.6 

19.2 

18.9 

36 

36.0 

38.6 

35.4 

38.0 

28.7 

35.3 

26.6 

33.0 

34.8 

37.6 

33.8 

36.4 

20.7 

22.3 

20.0 

21.6 

15.2 

16.8 

14.9 

16.5 

19.6 

19.4 

20.6 

20.0 

19.5 

19.1 

42 

37.4 

40.2 

36.9 

39.5 

30.5 

37.5 

28.6 

35.2 

36.3 

39.1 

35.2 

30.0 

21.3 

22.9 

20.6 

22.2 

16.1 

17.7 

15.8 

17.4 

20.0 

19.6 

21.0 

20.4 

19.6 

19.3 

46 

38.0 

41.  C 

38.3 

40.9 

31.8 

39.2 

30.5 

37.5 

37.3 

40.3 

36.7 

39.5 

21.6 

23.2 

21.2 

22.8 

16.8 

16.4 

16.7 

18.3 

20.1 

19.7 

21.4 

20.7 

20.0 

19.3 

54 

40.1 

42.9 

39.5 

42.3 

33.8 

41.6 

32.5 

39.9 

38.8 

41.8 

38.2 

41.2 

22.0 

23.8 

21.5 

23.3 

17.7 

19.6 

17.7 

19.6 

20.3 

19.9 

21.7 

21.0 

20.2 

19.7 

60 

41.2 

44.2 

40.7 

43.7 

35.1 

43.5 

33.8 

41.6 

39.8 

43.0 

39.2 

42.2 

22.4 

24.2 

21.9 

23.7 

18.3 

20.1 

18.3 

20.1 

20.4 

20.0 

22.1 

21.4 

20.4 
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42.4 

45.4 

41.9 

44.9 

37.4 

46.4 

35.9 
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41.3 

44.5 

40.7 

43.9 

22.7 

24.7 

22.4 

24.2 

19.3 

21.3 

19.3 

21.1 

20.4 

20.1 

22.4 

21.7 

20.6 

20.0 

6 

43.6 

46.5 

43.1 

46.1 

39.2 

46.6 

37.5 

46.5 

42.4 

45.6 

41.7 

44.9 

23.0 

25.0 

22.6 

24.6 

20.0 

22.0 

19.9 

21.9 

20.6 

20.1 

22.7 

22.0 

20.9 

20.2 

44.5 

47.7 

44.2 

47.2 

41.0 

60.8 

39.2 

48.8 

43.4 

46.8 

42.8 

46.0 

23.3 

25.3 

23.0 

25.0 

20.7 

22.7 

20.5 

22.6 

20.6 

20.2 

23.0 

22.3 

21.1 

20.4 

7 

45.6 

48.8 

45.2 

48.4 

43.0 

53.2 

42.1 

52.3 

44.5 

47.9 

44.3 

47.7 

23.6 

25.7 

23.4 

25.4 

21.3 

23.5 

21.6 

23.6 

20.6 

20.3 

23.3 

22.7 

21.3 

20.5 

7* 

46.6 

49.8 

46.3 

40.5 

45.0 

55.8 

44.1 

54.9 

45.5 

49.1 

45.4 

48.8 

23.0 

26.0 

23.7 

25.6 

22.0 

24.2 

22.1 

24.3 

20.7 

20.3 

23.7 

23.0 

21.6 

20.7 

8 

47.5 

50.9 

47.2 

50.6 

47.2 

68.4 

46.4 

57.6 

46.8 

50.4 

46.6 

49.9 

24.1 

26.3 

24.0 

26. 2 

22.7 

24.9 

22.8 

25.0 

20.7 

20.4 

24.0 

23.4 

21.8 

20.  S 

ei 

40.5 

51.9 

46.2 

51.6 

49.3 

61.3 

48.6 

60.6 

48.0 

61.6 

47.6 

51.1 

24.6 

26.7 

24.4 

26.6 

23.3 

25.5 

23.4 

25.6 

20.8 

20.6 

24.3 

23.8 

22.0 

21.0 

0 

49.6 

62.9 

49.2 

52.6 

61.6 

64.4 

61.0 

63.8 

49.1 

52.9 

48.6 

52.2 

24.7 

27.1 

24.7 

26.9 

23.9 

26.3 

24.1 

26.3 

20.9 

20.6 

24.6 

24.2 

22.3 

21.2 

S* 

50.4 

54.0 

50.1 

53.7 

54.2 

67.0 

63.6 

67.2 

50.3 

54.1 

49.6 

53.4 

25.1 

27.6 

26.0 

27.4 

24.6 

26.9 

24.6 

27.0 

20.9 

20.6 

25.0 

24.6 

22.6 

21.5 

10 

51.4 

55.0 

51.2 

54.8 

67.0 

71.6 

56.2 

71.0 

51.4 

55.4 

60.7 

64.6 

25.5 

27.9 

25.6 

27.9 

25.1 

27.6 

25. 1 

27.6 

21.0 

20.7 

25.3 

26.0 

22. 6 

21.8 

104 

52.4 

56.0 

52.3 

65.9 

69.9 

75.6 

69.3 

76.1 

52.5 

56.6 

61.7 

66.7 

25.7 

20.3 

25.8 

28.4 

25.7 

28.3 

25.6 

28.2 

21.0 

20.8 

26.7 

26.6 

23.0 

22.1 

n 

53.3 

67.1 

53.4 

57.2 

63.0 

79.4 

63.7 

81.1 

53.5 

57.7 

53.3 

57.3 

26.1 

28.7 

26.6 

29.1 

26.3 

28.9 

26.4 

29.0 

21.1 

20.9 

26.1 

26.1 

23.6 

2S.4 

n* 

54.3 

58.1 

54.6 

58.4 

66.2 

83.2 

66.9 

85.6 

54.6 

58.8 

54.2 

68.4 

26.6 

29.1 

26.9 

29.6 

26.6 

29.6 

27.0 

29.6 

21.2 

20.9 

26.6 

26.6 

23.6 

22.8 

12 

55.2 

59.0 

55.6 

59.6 

69.4 

87.2 

70.7 

90.6 

66.6 

60.0 

65.4 

69.6 

27.0 

29.6 

27.4 

30.0 

27.4 

30.0 

27.6 

30.1 

21.2 

21.0 

27,0 

27.1 

23.9 

23.2 

>2i 

56.0 

60.0 

56.7 

60.7 

72.7 

91.3 

74.6 

96.7 

66.9 

61.3 

56.4 

60.6 

27.3 

30.1 

27.7 

30.6 

27.9 

30.7 

28.0 

30.8 

21.3 

21.1 

87.6 

27.6 

24.2 

23.6 

13 

56.9 

60.9 

57.7 

61.7 

76.9 

96.7 

78.7 

101.3 

68.0 

62.4 

57.6 

61.8 

27.7 

30.6 

28.2 

31.0 

28.6 

31.3 

28.6 

31.3 

21.4 

21.2 

28.0 

28.1 

24.6 

23.9 

134 

57.0 

61.8 

58.5 

62.7 

79.3 

100.3 

83.6 

107.2 

69.0 

63.6 

68.6 

63.0 

20.2 

31.0 

28.0 

31.6 

29.0 

31.8 

28.9 

31.8 

21.6 

21.3 

28.6 

28.6 

26.0 

24.2 

14 

58.6 

62.8 

59.3 

63.5 

81.1 

102.9 

89.3 

113.6 

59.6 

64.2 

59.1 

63.6 

28.4 

31.2 

29.2 

32.0 

29.3 

32.1 

29.6 

32.3 

21.6 

21.4 

29.2 

28.9 

25,4 

24.6 

14*r 

69.5 

63.7 

59.9 

64.1 

85.0 

108.0 

92.4 

116.6 

60.7 

66.3 

60.2 

64.6 

28.8 

31.0 

29.5 

32.3 

29.7 

32.7 

29.7 

32.5 

21.7 

21.6 

29.7 

29.3 

26.9 

24.7 

15 

60.3 

64.5 

60.4 

64.6 

89.4 

113.4 

96.7 

119.7 

61.7 

66.6 

60,7 

65.3 

29.3 

32.3 

29.8 

32.6 

30.2 

33.2 

29.9 

32.7 

21.8 

21.6 

30.3 

29.6 

26.4 

24.8 

1&4 

61.1 

65.3 

60.6 

65.0 

91.6 

116.2 

99.0 

122.8 

62.3 

67.1 

61.3 

66.9 

29.6 

32.6 

30.1 

32.9 

30.6 

33.5 

30.1 

32.9 

21.9 

21.7 

31.0 

29.9 

26.8 

23.0 

16 

61.0 

66.2 

61.1 

65.3 

96.0 

122.0 

99.0 

122.8 

63.4 

68.2 

61.3 

65.9 

30.0 

33.0 

30.1 

32.9 

31.0 

34.0 

30.1 

32.9 

22.0 

21.7 

31.7 

30.1 

27.2 

25.1 

16k 

62.5 

66.9 

61.4 

65.6 

98.4 

125.0 

102.5 

126.9 

63.9 

60.9 

61.9 

46.5 

30.3 

33.3 

30.4 

33.2 

31.2 

34.2 

30.3 

33.1 

22.1 

21.8 

32.3 

30.3 

27.5 

25.2 

17 

63.2 

67.6 

61.6 

65.8 

105.8 

131.6 

102.5 

125.9 

65.0 

70.0 

61.9 

66.6 

30.7 

33.7 

30.4 

33.2 

31.8 

34.6 

30.3 

33.1 

22.2 

21.8 

32.9 

30,6 

27  .£> 

25.3 

17* 

63.8 

68.2 

61.8 

66.0 

106.8 

133.2 

106.1 

128.9 

65.6 

70.6 

62.5 

67.1 

31.0 

34.0 

30.7 

33.5 

32.0 

35.0 

30.5 

33.3 

22.3 

21.8 

33.3 

30.7 

28.0 

25.4 

18 

64.4 

68.8 

61.9 

66.1 

109.8 

139.0 

106.1 

128.9 

66.1 

71.1 

62.5 

67.1 

31.3 

34.3 

• 

• 

32.2 

35.2 

• 

- 

22.4 

21.9 

33.7 

30.& 

28,2 

25.5 

18k 

64.9 

69.3 

' 

113.3 

142.3 

• 

06.6 

71.8 

• • 

* 

31.6 

34.6 

■ 

- 

32.4 

35.4 

- 

22.  4 

21.9 

34.1 

30.8 

28.4 

2S.  5 

19 

65.3 

69.7 

" 

117.2 

145.6 

67.2 

72.4 

- 

- 

51.9 

34.9 

- 

« 

32.6 

35.6 

- 

- 

22.5 

21.9 

26.5 

25.6 

19t 

65.6 

70.0 

* 

121.5 

148.5 

67.8 

73.0 

- 

■ 

32.1 

35.3 

• 

■ 

32.7 

35.9 

• 

* 

22.5 

21.9 

34.6 

30.9 

28.6 

25.6 

Z 0 

65.8 

70.2 

121. S 

148.5 

67.8 

73.0 

32.1 

35.3 

* 

32.7 

35.9 

* 

* 

22.5 

21.9 

34.7 

31.0 

28.  7 

25.7 

Table  I.  Table  giving-  the  minimal  and  maximal  variations,  from  birth  to  twenty  years  of  age,  in  weight  and 
measurements  taken  routinely  in  an  endocrine  survey.  (Engelbach’s  Endocrine  Medicine.) 


disorder  are  included  in  all  the  various  re- 
gions of  the  chest,  abdomen,  genitalia,  and 
extremities.  Under  the  reflexes,  in  addi- 
tion to  those  ordinarily  obtained,  Chvostek 
and  Trousseau  tests  are  made. 


stomach  contents,  and  functional  renal  tests. 
In  addition  to  these  laboratory  reactions 
made  for  nonendocrine  diseases,  the  follow- 
ing tests  are  part  of  the  routine  laboratory 
investigation:  (1)  basal  metabolism,  (2) 
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endocrine  reactions,  (3)  blood  chemistry, 
(4)  autonomic  nervous  reactions,  (5) 
allergic  reactions,  (6)  roentgenographic 
findings,  and  (7)  electrocardiograms.  In 


tests.  So  far,  these  specific  therapeutic  re- 
actions for  diagnosis  have  proved  of  little 
or  no  value,  but  it  is  hoped  that  with  the 
elaboration  of  absolute  specific  substances  or 


Fig.  1.  A,  showing  closure  of  epiphyses  and  phalanges  at  six  years  of  age,  which 
normally  does  not  occur  until  sixteen,  with  marked  advancement  of  development  in 
the  carpal  bones.  B,  showing  normal  development  of  epiphyses  and  carpal  bones  at 
the  age  of  six  years.  C,  showing  marked  retardation  in  development  of  carpal  bones 
and  absence  of  the  terminal  epiphysis  of  the  ulna  at  the  age  of  six  years.  D,  show- 
ing delay  in  epiphyseal  closure.  Nonunion  of  the  epiphyses  of  the  metacarpals,  which 
should  fuse  at  the  fifteenth  year.  Nonunion  of  the  epiphyses  of  the  radius  and  ulna, 
which  should  normally  fuse  between  the  ages  of  seventeen  and  eighteen  years. 


individual  cases,  where  especially  indicated, 
some  of  the  following  special  examinations 
are  made : capillary  microscopy ; ear,  nose, 
and  throat  examinations ; ocular  examina- 
tion ; and  cystoscopic,  neuropsychic  and 
sensory  examinations. 

Of  the  routine  examinations,  the  basal 
metabolic  and  the  roentgenographic  are  the 
most  important.  It  must  be  emphasized, 
however,  that  abnormality  of  the  basal 
metabolic  rate  does  not  indicate  thyroid  dis- 
order except  when  all  other  positive  causes 
for  basal  metabolic  changes  can  be  excluded. 
For  instance,  infectious  diseases,  leukemias, 
pernicious  anemia,  and  suprarenal  cortex 
tumor  frequently  cause  a marked  elevation 
or  decrease  of  basal  metabolic  rate  beyond 
its  normal  prediction.  Basal  metabolism  is 
not  markedly  altered  by  pituitarism,  gonad- 
ism,  thymus  enlargement,  or  status  thymico- 
lymphaticus unless  they  have  associated 
thyroid  involvement. 

The  endocrine  reactions  are  divided  into 
general  and  focal.  The  general  reactions 
are  the  effects  produced  by  injections  of  the 
various  specific  substances  such  as  adrenalin, 
pituitrin,  thyroxin,  anterior  lobe  extracts, 
and  gonadal  extracts  upon  the  blood  pres- 
sure, pulse,  and  general  condition  of  the  in- 
dividual. The  focal  reactions  are  limited  to 
regional  reactions,  in  the  neighborhood  of 
the  gland,  produced  by  an  injection  of  its 
hormone.  An  example  of  this  would  be  the 
production  or  relief  of  headache  by  the  in- 
jection of  the  hormones  from  the  anterior 
lobe  of  the  pituitary  gland.  In  other  words, 
these  are  similar  to  so-called  therapeutic 


hormones,  they  can  be  better  utilized. 

Blood  chemistrv  includes  the  routine  tests 
of  nonprotein  nitrogen,  uric  acid,  creatinin, 
calcium,  phosphorus,  and  sugar.  Compari- 
son of  these  with  their  normal  variations 
may  indicate  an  abnormal  activity  of  some 
of  the  endocrine  glands.  The  autonomic 
nervous  reactions  are  those  produced  by  the 
injection  of  pilocarpin,  atropin,  nicotin,  his- 
tarnin,  eserin,  and  curare,  upon  the  sym- 
pathetic and  parasympathetic  divisions  of 
the  autonomic  nervous  system.  These  tests 
have  been  of  very  little  diagnostic  value. 
The  allergic  tests  are  the  ordinary  intra- 
dermal  tests  made  for  sensitization.  These, 
too,  are  of  very  little  value  in  the  diagnosis 
of  endocrine  disorders. 

The  roentgenologic  determinations  applv 
particularlv  to  thyroidism  and  gonadism. 
Those  applying  to  thvroidism  are  directed 
towards  the  time  of  appearance  of  the 
epiphyseal  centers,  and  those  applying  to 
gonadism  are  directed  towards  the  union  of 
the  epiphyses.  In  hypothyroidism  there  is  a 
delay,  and  in  hyperthyroidism  and  hyper- 
genitalism  an  advance,  of  the  appearance 
and  development  of  the  epiphyses.  In  hy- 
pogenitalism there  is  a marked  delay  of  the 
union  and  in  hvpergenitalism  a very  early 
closure  of  the  epiphyses  of  the  long  bones. 
Consequently,  in  the  younger  ages,  at  a time 
when  it  is  difficult  to  obtain  or  interpret 
basal  metabolic  rates,  roentgen  examinations 
of  epiphyses  are  of  much  more  accurate 
service  in  estimating  thyroid  function.  In 
fact,  by  this  means  hypothyroidism  and 
cretinism  can  be  diagnosed  at  birth  by  x-ray 
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of  the  knee  and  ankle  and  noting  the  centers 
of  ossification  which  should  be  normally 
present  at  that  time  in  these  joints.  In  ad- 
dition to  making  these  routine  roentgeno- 
grams, those  of  the  sella  and  thymus  are 
usually  included.  In  special  cases  roentgen- 
ograms of  the  gastro-intestinal  tract,  gall- 
bladder, kidneys,  and  pelvis  are  made  as  in- 
dicated. Suprarenal  cortex  disorder  should 
have  pyelograms  made  to  indicate  an  en- 
croachment on  the  kidney  by  a tumor  from 
above.  Roentgenograms  of  the  pneumo- 
peritoneum should  be  taken  to  determine  a 
growth  extending  into  the  abdominal  cavity 
from  the  cortex  of  the  suprarenal  gland. 
X-ray  of  the  kidney  area  mav  reveal  calcium 
deposit  shadows  of  the  suprarenal. 

Electrocardiographic  examination  is  made 
routinely,  particularly  in  those  cases  having- 
cardiac  arrhythmias.  The  tachycardias, 
flutters,  and  fibrillations  due  to  thyroidism 
are  frequently  modified  by  the  injection  of 
a small  dose  of  thyroxin,  as  shown  on  the 
electrocardiogram.  Capillary  microscopy 
frequently  demonstrates  a marked  variabil- 
ity of  the  capillaries  in  the  nails  and  skin 
in  those  disorders  affecting  the  autonomic 
nervous  system.  In  pituitary  tumor  as  well 
as  other  intracranial  lesions,  special  ocular 
examinations  should  be  included.  By  means 
of  perimeter  charts  the  course  of  pituitary 
tumor  with  regard  to  its  progress  or  cessa- 
tion can  often  be  demonstrated.  Ordinary 


neuropsychical  examinations  are  made  rou- 
tinely, and,  in  cases  having  marked  mental, 
psychic,  or  behavioristic  symptoms,  special 
examinations  should  be  made  by  a compe- 
tent psychiatrist. 

While  the  foregoing  material  presents 
many  positive  signs  of  endocrine  abnormal- 
ity in  the  patient,  it  does  not  necessarily  fol- 
low that  one  or  more  such  findings  are  suffi- 
cient to  constitute  a diagnosis  of  specific  en- 
docrinopathv.  Here,  too,  just  as  in  organic 
and  infectious  diseases,  one  can  arrive  at  a 
proper  diagnosis  only  when  all  findings  are 
collected  and  properly  correlated,  and  each 
observation  interpreted  in  terms  of  all  other 
observations.  With  this  in  mind,  a specific 
diagnosis  of  endocrine  imbalance  can  be 
made  and  very  often  specific  therapy  can  be 
instituted. 

The  clinical  side  of  endocrinology  will 
doubtless  change  very  rapidly  within  the 
next  few  years  as  new  facts  are  added  to 
the  present  fund  of  knowledge  on  the  sub- 
ject. Based  upon  facts  now  known  and 
their  practical  and  successful  application, 
clinical  endocrinology  is  rapidly  becoming- 
established  upon  such  a firm  basis  that  it 
should  soon  be  recognized  as  one  of  the 
more  important  branches  of  medical  prac- 
tice. 
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A review  of  the  literature  Concerning  bedwetting  reveals  a widespread  difference  of 
opinion  among  medical  writers  as  to  the  causes.  For  the  most  part  the  older  writers 
stressed  the  importance  of  the  role  of  pathology  of  the  genito-urinary  tract.  Phimosis, 
urethritis,  cystitis,  deformities  of  the  bladder,  pyelitis  and  nephritis  are  among  the  more 
common  causes  enumerated.  Later,  emphasis  was  laid  upon  disturbances  of  the  periph- 
eral nerve  supply,  such  as  caused  by  myelodysplasia  or  incomplete  development  of  the 
lower  segments  of  the  spinal  cord.  Several  writers  have  reported  as  high  as  35  per  cent 
of  enuretics  with  occult  spina  bifida.  Atonic 
sphincters  and  the  so-called  “irritable  blad- 
der” are  frequently  mentioned.  Still  later 
the  trend  was  toward  psychic  or  neurotic 
factors.  The  association  with  dreams  was 
widely  discussed.  With  the  development 
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of  the  mental  hygiene  movement,  a different 
viewpoint  came  into  popularity.  Hamill,1 
who  is  regarded  as  an  authority  on  this  sub- 
ject, stated  in  1929  that  enuresis  is  a con- 
duct disorder  and  may  be  discontinued  when 
the  child  so  desires.  Feer2  recently  in  a 
German  publication  classified  enuretics  in 
two  groups:  first,  the  careless  type;  and,  sec- 
ond, the  neuropathic  type. 
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The  subject  of  enuresis  has  been  studied 
intensively  in  institutions,  as  they  afford 
better  conditions  for  observation  and  treat- 
ment than  are  available  in  private  practice. 
Wodaks  in  1918  stated  that  in  a German 
feebleminded  school  41  per  cent  of  the  chil- 
dren were  enuretic.  A search  through  the 
reports  of  children’s  institutions  in  the 
United  States  reveals  only  one  reference  to 
this  subject.  The  Children’s  Village,  at 
Dobbs  Ferry-on-Hudson,  New  \ ork,  gen- 
erally regarded  in  the  front  rank  of  institu- 
tions for  children  in  this  country,  states  in 
its  Annual  Report  for  1931  that  “15  per 
cent  of  its  population  was  enuretic,”  before 
adopting  some  of  the  methods  described,  in 
this  paper.  In  a verbal  communication 
to  Dr.  Robert  H.  Haskell,  Medical  Superin- 
tendent of  the  Wayne  County  Training 
School,  Mr.  Leonard  W.  Mayo,4  Assistant 
Director  of  the  Children’s  Village,  stated 
that  Dr.  Marion  Kenworthy  declared  that 
practically  every  institutionalized  child  is  a 
potential  enuretic.  The  explanation  is  that 
the  child  feels  that  he  has  been  deprived  of 
the  normal  home  contact  to  which  he  is  en- 
titled and  he  harbors  a spirit  of  resentment 
towards  the  institution  which  prevents  him 
from  enjoying  this  privilege.  He  therefore 
proceeds  to  salve  his  irritation  by  literally 
“peeing”  on  the  institution.  Statements  of 
a high  percentage  of  entireties  and  an  almost 
uniform  inability  to  cope  with  this  problem 
have  been  expressed  to  us  by  officials  of 
several  institutions,  both  for  mentally  nor- 
mal and  retarded  children. 

In  the  Wayne  County  Training  School 
we  have  failed  to  observe  enuresis  occurring 
as  a result  of  “spite”  or  resentment  toward 
the  institution.  None  of  our  severe  cases 
has  been  behavior  problems  of  the  mildest 
degree.  Our  records  show  little  if  any  sea- 
sonal variation.  There  are  twice  as  many 
wet  beds  proportionately  among  the  boys 
than  the  girls.  Only  one  case,  a 1 5 year  old 
boy,  showed  demonstrable  genito-urinary 
pathology,  a marked  hypospadias.  We  have 
at  times  observed  an  amusing,  but  neverthe- 
less definite,  increase  in  the  number  of  wet 
beds  during  the  night  following  some  such 
excitement  as  a party,  athletic  game,  or  an 
all  day  Fourth  of  July  celebration. 

Enuresis  is  a problem  of  major  impor- 
tance to  the  pediatrician.  It  is  probably 
present  at  some  time  or  other  in  the  major- 
ity of  homes  in  which  there  are  children, 
and  is  a source  of  inestimable  worry  and 


inconvenience  to  many  parents.  This  paper 
is  intended  to  give  the  practicing  pediatri- 
cian, who  does  not  have  a large  group  of 
children  under  such  constant  supervision, 
the  results  of  our  observation  on  this  sub- 
ject. 

The  Wayne  County  Training  School  is  a 
relatively  new  institution  for  high  grade 
morons  or  borderline  types  of  mentally  de- 
fective children.  Fourteen  hundred  chil- 
dren have  been  admitted  since  it  was  opened 
in  1926.  Their  ages  range  roughly  from 
6 to  20  years  with  an  average  age  of  15. 
The  average  age  at  the  time  of  admission  is 
approximately  12  years,  while  the  average 
I.Q.  of  the  group  is  about  65. 

This  study  began  December  1,  1929. 
There  had  been,  up  to  that  time,  60  re- 
corded entireties  among  the  781  previous 
admissions.  No  special  efforts  had  been 
made  to  guarantee  that  all  the  earlier 
enuretics  were  recorded.  Since  that  time 
83  additional  enuretics  have  been  admitted 
among  a total  of  579  children,  giving  a total 
of  143  known  enuretics,  or  10.5  per  cent  of 
the  population,  who  have  been  under  treat- 
ment. Their  average  age  is  12  years. 
These  children,  during  their  entire  residence 
in  the  Training  School,  are  subject  to  a rich- 
ly developed,  modern  medical  regime.  We 
were  not  satisfied  with  the  progress  being 
made  in  curtailing  nocturnal  enuresis  and 
so  in  December,  1929,  took  steps  which  led 
to  the  beginning  of  the  development  of  our 
present  program. 

Various  methods  of  treatment  were  used 
unsuccessfully  at  the  beginning  of  this 
study.  Medical  therapy,  with  one  excep- 
tion, which  will  be  discussed  later,  proved 
ineffective.  Atropine,  in  full  doses,  fre- 
quently recommended  for  the  treatment  of 
this  condition,  produced  no  change  in  con- 
tinence in  the  five  children  on  which  it  was 
used.  Other  drugs  which  proved  ineffective 
were  various  endocrine  products,  particular- 
ly thyroid  and  pituitary  extract,  strychnine, 
and  hexamethylamine. 

Another  method  of  treatment  resorted  to 
was  the  attempt  to  train  the  urinary  sphinc- 
ter muscles  bv  means  of  exercises  designed 
to  increase  their  tonus.  The  child  was 
directed  to  “stop”  and  “start”  several  times 
during  each  act  of  urination.  This  system 
was  religiously  tried  on  a group  of  six  chil- 
dren for  one  month  with  no  demonstrable 
improvement  in  any  of  them.  Furthermore 
the  children  soon  became  extremely  bored 
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with  this  procedure,  after  the  initial  novelty 
had  worn  off. 

Such  methods  as  attempts  to  restrict  the 
intake  of  fluids  in  the  later  afternoon,  the 
keeping  of  charts,  which  recorded  dry  beds 
by  means  of  various  colored  stars,  a system 
of  rewards,  and  the  repetition  of  such  stilted 
phrases  at  bedtime  as  “I  won’t  wet  my  bed” 
or  “I’ll  keep  my  bed  dry,”  were  long  ago 
discarded  as  useless. 

A system  of  awakening  the  child  and  call- 
ing him  to  the  toilet  was  then  instituted. 
This  procedure  alone  caused  permanent  dis- 
appearance of  the  difficulty  in  112  or  78.3 
per  cent  of  the  total  number  of  enuretics. 

The  method  we  established  is  roughly  as 
follows:  Observations  showed  that  the 

hour  of  wetting  the  bed  was  practically  the 
same  each  night  for  a given  child.  'This 
hour,  at  which  a given  child  may  be  ex- 
pected to  wet  the  bed  is  discovered  by  the 
night  supervisor  and  then  the  child  is  awak- 
ened about  one  hour  previous  to  his 
scheduled  wetting  time.  A certain  small 
number  require  the  adding  of  other  hours  in 
order  to  insure  a dry  bed  in  the  morning. 
Experience  showed  that  it  was  not  enough 
to  lead  a half  wakened  child  to  the  lavatory, 
and  we  were  convinced  for  our  purpose  that 
it  was  necessary  to  awaken  the  child  com- 
pletely so  that  the  process  of  evacuating  the 
bladder  would  be  a voluntary  act.  There  is 
no  recourse  to  punishment  unless  one  wishes 
to  so  label  the  inviolate  custom  of  requiring 
each  bedwetter  to  wash  out  his  own  wet 
sleeping  garments  and  bed  linen  the  follow- 
ing morning.  The  length  of  time  which 
this  procedure  was  followed  varied  from 
one  to  six  months.  The  habit  seemed  to  be 
broken  very  early  in  most  of  the  cases.  Our 
experience  showed,  in  the  great  majority  of 
cases,  that  a cure  was  effective  in  one  month 
or  less.  When  the  time  was  thought  proper 
the  calling  was  discontinued  abruptly  with- 
out warning.  Our  observations  do  not  in- 
dicate that  those  children  who  awaken  them- 
selves do  so  at  the  former  hour  of  calling 
or  not.  The  foregoing  simple  procedure 
produced  cure  in  approximately  80  per  cent 
of  the  children  treated.  Thirty-one  chil- 
dren of  the  143,  or  21.7  per  cent,  however, 
would  revert  back  to  their  former  habit 
when  calling  was  discontinued. 

Ten  children  of  this  31,  or  about  one- 
third,  who  failed  to  respond  to  this  simpler 
form  of  treatment  were  older  children  en- 
gaged during  the  day  in  out-of-door  manual 


labor  and  reported  as  being  very  difficult  to 
awaken.  The  experiment  was  tried  of  giv- 
ing these  ten  older  children  about  2j4  grains 
of  caffeine  at  bedtime  in  the  form  of  a cup 
of  strong  black  coffee.  The  drug  was  given, 
not  for  its  diuretic  action,  but  for  its  effect 
as  a cortical  stimulant  with  the  idea  of  re- 
ducing the  depth  of  sleep  and  thus  permit- 
ting the  stimulus  of  the  full  bladder  to  dis- 
turb consciousness.  The  results  surpassed 
even  our  theoretical  anticipations.  The 
plan  was  to  continue  the  use  of  caffeine  only 
for  a short  time  as  most  of  the  children  re- 
sponded to  it  very  early.  Two  of  these  older 
children,  in  the  beginning,  would  get  up  by 
themselves  but  the  apparent  cure  of  the 
habit  was  only  temporary.  The  possibility 
of  an  acquired  tolerance  to  the  drug  may 
have  been  a factor. 

For  younger  children  in  whom  the  call- 
ing system  does  not  prove  effective,  still 
another  method  was  developed.  The  aim 
of  this  plan  was  to  give  the  child  a strong 
incentive  to  keep  his  bed  dry.  This  was 
accomplished  by  hospitalizing  the  child  in  a 
single  room.  No  visitors  were  allowed  to 
see  the  child.  He  was  informed  that  his 
condition  was  rather  complicated  and  re- 
quired intensive  study.  He  was  confined 
strictly  to  bed.  He  was  given  disagreeable 
tasting  medication,  such  as  cod  liver  oil,  and 
tincture  of  ammonium  valerianate.  He  was 
further  aroused  every  half  hour  during  the 
night  and  given  a urinal.  These  measures 
were  intentionally  planned  to  make  the 
child’s  stay  in  the  hospital  not  pleasant,  yet 
he  was  given  to  understand  clearly  that  the 
treatment  was  in  no  sense  a punishment. 
The  physician  made  daily  visits  to  each  child 
and  discussed  with  each  the  progress  of  his 
case.  In  every  instance,  cooperation,  rather 
than  resentment,  was  obtained.  At  the  end 
of  a week  of  this  treatment  the  child  was 
discharged  from  the  hospital  back  to  his  cot- 
tage. He  was  told  that  in  case  he  wet  his 
bed  again,  he  would  have  to  repeat  the  treat- 
ment. In  eight  cases  so  treated,  it  was 
necessary  to  repeat  only  once  in  two  cases. 
No  other  treatment  was  given.  The  child 
was  put  entirelv  on  his  own  responsibility. 
None  of  these  eight  children  has  wet  the 
bed  since  this  treatment  was  concluded,  in 
spite  of  the  fact  that  they  were  the  most 
severe  enuretics  previously  and  were  con- 
sidered hopeless,  from  the  standpoint  of 
cure. 

One  boy,  Albert  C.,  now  aged  15,  may 
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serve  as  an  example.  Admitted  to  the 
Training  School  in  June,  1928,  with  a pre- 
vious history  of  persistent  enuresis,  he  failed 
to  respond  to  the  routine  treatment  of  call- 
ing. He  was  the  most  severe  enuretic  in 
the  School.  He  would  wet  his  bed  on  an 
average  of  every  third  night  in  spite  of  fre- 
quent callings  each  night.  This  situation 
continued  for  four  years,  in  spite  of  all 
forms  of  treatment  attempted.  One  week’s 
treatment  in  the  hospital  as  just  described, 
in  November,  1932,  cured  the  bedwetting 
once  and  for  all,  notwithstanding  the  fact 
that  he  has  not  been  called  at  night  since  that 
time. 

The  results  obtained  by  this  method  are 
due  to  the  fact  that  the  child  has  a strong 
incentive  to  keep  his  bed  dry,  the  incentive 
being  a dislike  of  undergoing  another  stren- 
uous period  of  investigation  and  treatment. 
It  seems  probable  that  the  child  decided  that, 
rather  than  submit  to  another  period  of  hos- 
pitalization, he  will  take  matters  into  his 
own  hands,  and  when  such  a decision  has 
been  formed  no  further  wet  beds  will  be 
found.  For  instance,  an  attempt  was  made 
fonnerlv  to  restrict  fluids.  This  was  in- 
effectual, the  child  acquiring  fluids  by  vari- 
ous “bootlegging”  measures,  such  as  drink- 
ing water  while  under  the  shower,  etc.  After 
undergoing  a “treatment”  it  is  not  necessary 
to  order  the  fluids  restricted,  the  child  does 
not  care  to  drink  and  will  not  drink  under 
any  circumstances.  Each  child,  following 
his  cure,  was  interviewed  and  asked  why  he 
stopped  wetting  the  bed,  and  the  answer  was 
essentially  the  same  in  each  case — that  he 
previously  hadn’t  cared  much  whether  he 
wet  the  bed  or  not,  but  that  this  feeling  was 
changed  by  the  unpleasant  experience  he 
had  had. 

Fifteen  cases  or  10.5  per  cent  of  the 
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group  of  entireties  have  failed  to  show  im- 
provement. Two  of  these  were  paroled 
from  the  School  before  treatment  was  com- 
pleted and  nine  are  recent  admissions,  hav- 
ing been  at  the  School  less  than  one  year. 
The  average  age  of  this  group  is  two  years 
less  than  the  average  age  of  the  other  en- 
tire group  of  entireties.  A few  of  these 
children,  the  more  difficult  cases,  are  being 
worked  with  in  conjunction  with  the 
psychiatrist  and  encouraging  results  are  al- 
ready- being  observed. 

SUMMARY 

I.  One  hundred  forty-three  chronic  bed- 
wetters  were  found  in  1,360  children  ad- 
mitted to  the  Wayne  County  Training 
School. 

II.  One  hundred  twelve  or  78.3  per  cent 
of  this  group  were  cured  by  means  of  sim- 
ple calling  measures. 

III.  Eight  or  5.6  per  cent  were  cured  by 
means  of  caffeine  at  bedtime. 

IV.  Eight  or  5.6  per  cent  were  cured  by 
means  of  a method  intended  to  give  the 
child  an  incentive  to  keep  his  bed  dry. 

V.  Fifteen  or  10.5  per  cent,  consisting 
of  new  admissions  and  younger  children 
are  still  under  treatment. 

CONCLUSIONS 

1.  Bedwetting  is  a habit  which  may 
usually  be  controlled  by  means  of  a system 
for  calling  the  child. 

2.  The  child  will  keep  his  bed  dry  if 
there  is  sufficient  incentive  for  him  to  do  so. 

3.  Medical  treatment,  with  the  single 
exception  of  caffeine,  has  proved  of  no 
value. 
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the  situation,  present  and  future,  require  the  serious 
consideration  of  the  medical  profession.  Under  the 
cover  of  emergency  activities,  the  government  is  en- 
abled to  undertake  actions  that  would  not  be  as- 
sumed in  less  feverish  times  without  extended  hear- 
ings by  all  the  elements  of  the  population  concerned. 
Physicians  view  with  alarm  this  gradual  transmuta- 
tion of  medical  practice  into  a function  of  govern- 
ment bureaucracy.  History  indicates  that  measures 
introduced  in  an  emergency  tend  to  be  perpetuated 
by  the  bureaucrats  developed  to  make  them  effective 
during  the  emergency.  The  medical  profession  re- 
quires some  assurance  that  these  new  invasions  of 
medical  practice  by  the  government  are  to  be  truly 
emergency  measures  in  the  strictest  sense  of  that 
term. — Journal  A.  M.  A. 
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THE  TREATMENT  OF  PRIMARY  DYSMENORRHEA* 


L.  E.  BAUER,  M.D.f 

DETROIT,  MICHIGAN 

Primary  dysmenorrhea  is  usually  defined  as  painful  menstruation  in  the  absence  of 
any  demonstrable  pelvic  pathology.  We  realize  the  difficulty  of  fixing  the  line  at  which 
the  normal  deviation  of  pelvic  viscera  ends  and  pathological  change  begins.  Undoubtedly, 
many  of  the  so-called  “functional  disturbances”  are  accompanied  by  anatomical  changes 
which  escape  our  present  diagnostic  procedure.  However,  we  assume  that  uncomplicated 
retroversion  in  many  young  females  is  physiologic  as  is  also  most  atresia  of  the  nullip- 
arous  cervix,  infection  being  absent.  In  parous  individuals  we  have  not  considered  small 
cervical  lacerations  or  erosions  pathological 
if  uncomplicated  and  have  also  judged  slight 
relaxation  of  the  pelvic  floor  as  normal.  The 
treatment  of  membranous  dysmenorrhea  or 
the  rare  nasal  dysmenorrhea  has  not  been 
included. 

Constitutional  factors  determine  to  a 
large  extent  whether  or  not  a woman  suf- 
fers from  menstrual  pain.  As  Gellhorn1 
has  pointed  out,  most  patients  with  this 
disease  belong  to  the  asthenic  group.  He 
further  divides  them  into  the  infantile  type, 
characterized  by  delayed  puberty,  hypo- 
plastic organs,  and  nervous  instability,  and 
the  intersexual  type,  with  masculine  hirsut- 
ism, long  bones,  and  frequent  sterilitv.  The 
frequency  with  which  constitutional  defects 
are  found  in  these  patients  would  lead  one 
to  believe  that  the  ultimate  etiological  agent 
must  be  an  endocrine  inbalance.  However, 
many  women  have  various  degrees  of  men- 
strual pain  without  exhibiting  any  bodily 
defect. 

Classification  in  this  disease  is  difficult. 

Many  methods  have  been  advocated  and  of 
these  the  simplest  has  been  chosen.  We 
divide  them  as  follows:  First,  the  obstruc- 

tive type,  usually  seen  in  those  young 


women  with  small  uteri  in  normal  align- 
ment, the  cervix  long  and  conical  with  a pin- 
point external  os.  The  pain  in  these  patients 
begins  commonly  a day  or  so  before  the 
onset  of  bleeding,  increases  in  intensity  up 
to  the  onset,  and  then  is  quickly  relieved, 
often  with  the  passage  of  a few  small  clots. 
Secondlv,  we  have  the  congestive  type,  char- 
acterized by  pain  that  is  more  often  steady 
than  colicky,  beginning  most  often  at  or 


*Read  before  the  section  on  gynecology  and  obstetrics, 
Michigan  State  Medical  Society,  Grand  Rapids,  Sept.  13, 
1933. 

fDr.  Bauer  graduated  from  the  University  of  Michigan 
in  1927.  He  was  interne  at  Grace  Hospitaf,  1927-28,  and 
resident.  Gynecology  and  Obstetrics,  Grace  Hospital,  1928-29. 
He  has  been  associated  with  Dr.  Bruce  Anderson  in  prac- 
tice of  Gynecology  and  Obstetrics  since  1929.  He  is  asso- 
ciate Gynecologist,  Grace  Hospital,  Detroit. 


just  before  the  onset  of  the  flow  and  con- 
tinuing until  the  period  is  nearly  over.  Not 
all  cases  will  fall  into  these  two  groups,  but 
further  classification  into  neurotic,  hypo- 
plastic, or  constitutional  types  seems  un- 
justifiable. More  important  is  the  question 
of  the  origin  of  the  pain.  Novak  and  Reyn- 
olds2 believe  it  to  be  in  the  actual  mus- 
cular contraction  of  the  uterus  and  have 
shown  that,  in  the  rabbit,  this  contraction 
can  be  augmented  by  follicular  hormone  and 
diminished  by  the  corpus  luteum  hormone, 
progestin. 

It  has  been  observed  many  times  that 
menstrual  pain  is  a relative  symptom,  de- 
pending much  upon  the  psychic  pattern  of 
the  individual.  Granting  this,  we  are  still 
obligated  to  relieve  all  severe  dysmenor- 
rhea, even  though  intensive  study  of  the 
patient  indicates  that  the  treatment  should 
be  largely  psychological.  Horney3  has 
well  shown  the  psychic  background  of  many 
menstrual  disorders  and  advises  psycho- 
analysis for  its  detection.  Pratt4  be- 
lieves that  mental  therapy  is  best  for  all  but 
the  cases  due  to  mechanical  obstruction.  The 
difficulties  of  life  are  exaggerated  for  many 
of  these  individuals  and  an  improved  mental 
attitude  may  often  turn  the  balance  from 
inadequate  to  successful  treatment. 

Let  us  consider  general  measures  first. 
We  give  much  thought  to  diet  even  though 
we  have  not  been  able  to  demonstrate  the 
allergic  reactions,  described  by  Rowe,5  in 
any  of  our  cases.  Obese  individuals,  gen- 
erally constipated,  are  aided  materially  by  a 
sensible  reduction  diet  and  regular  evacua- 
tions. If  the  latter  can  be  secured  without 
cathartics  less  pelvic  congestion  ensues.  A 
high  caloric  intake  is  rigidly  ordered  for  the 
thin,  undernourished  women  and  if  this  fails 
to  increase  their  weight  small  amounts  of 
insulin,  ten  units  twice  a dav,  are  used.  This 
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latter  procedure  will  increase  the  appetite 
but  we  have  seen  few  permanent  gains  in 
weight  as  a result.  Faulty  posture  is  an  im- 
portant factor  in  dysmenorrhea,  as  shown 
by  Miller.6  Corrective  exercises,  al- 
though prescribed,  have  been  largely  unsuc- 
cessful in  private  practice.  Apparently 
more  control  of  the  patient  is  necessary. 

Regular  outdoor  exercise  and  sufficient 
rest  are  always  emphasized.  The  latter  is 
especially  important  for  those  highly  emo- 
tional women  who  are  chronically  ex- 
hausted. Often  enough  they  are  relieved  of 
menstrual  pain  during  a long  vacation  in  a 
changed  environment,  only  to  have  the 
symptom  return  when  they  again  take  up 
their  regular  routine.  Tonics  are  used  in- 
frequently  because  of  our  persistent  doubt 
as  to  their  real  value.  Repeated  blood 
studies  show  a surprisingly  high  incidence 
of  secondary  anemia  in  these  patients  and 
for  this  we  use  iron,  chiefly  Blaud’s  mass, 
in  large  doses  over  long  periods.  The 
newer  liver  and  gastric  preparations  with 
iron  are  used  in  refractory  cases.  Focal  in- 
fection, when  encountered,  should  be  elim- 
inated if  possible.  Much  of  the  above  dis- 
cussion could  be  dismissed  as  dealing  with 
routine  or  supportive  treatment.  I have 
chosen  to  call  attention  to  it  because  it  is 
exactly  that  kind  of  treatment  that  is  likely 
to  be  of  great  value  in  dysmenorrhea  of 
obscure  origin. 

The  local  therapy  must  consist  in  bring- 
ing the  slight  deviations  allowed  by  our 
definition  back  to  normal.  This  should  be 
done  without  surgery  whenever  possible. 
However,  one  should  not  hesitate  to  use 
cervical  dilatation,  under  anesthesia,  in 
patients  with  obstructive  dysmenorrhea. 
Curettage,  a great  temptation,  is  of  no  addi- 
tional benefit.  A careful  examination  dur- 
ing the  anesthesia  is  more  important.  With 
anteflexion  we  have  tried  ivory  stem  pes- 
saries after  dilatation  but  their  potential 
danger  is  greater  than  their  value.  The 
question  of  surgical  correction  of  uncompli- 
cated retroversion  is  sub  judice.  All  other 
methods  should  be  tried  first.  However, 
two  of  our  patients  have  been  permanently 
relieved  by  suspension  of  the  uterus,  and  in 
one  of  these  severe  vomiting  which  accom- 
panied the  pain  was  also  checked.  For 
those  patients  with  slight  relaxations  of  the 
pelvic  floor  following  childbirth,  support- 
ing pessaries  are  fitted  and  given  an  ex- 
tended trial  if  well  tolerated.  The  hard 


rubber  type  seems  best  and  the  shape  may 
be  changed  as  desired  until  a comfortable 
support  is  attained.  Diathermy  has  been  of 
no  value  in  our  hands.  Most  important  of 
all  is  the  avoidance  of  meddlesome  surgery 
in  these  over-operated  individuals. 

The  pharmacopeia  lists  upwards  of  a hun- 
dred drugs  described  as  useful  in  this  dis- 
ease and  if  one  cares  to  delve  into  folk-lore 
and  superstition,  the  number  of  preparations 
is  enormous.  Most  all  are  worthless. 
Belladonna  or  atropin  has  been  used  in  a 
few  cases  with  some  success  although  judg- 
ment is  difficult  because  sedatives  are  usual- 
ly administered  with  it.  Atropin  is  best 
given  in  doses  of  1/150  grain  orally  and  re- 
peated every  four  hours  until  pupillary  dila- 
tation and  dryness  of  the  mouth  are  present. 
Belladonna  is  used  in  doses  of  the  tincture 
M x every  three  hours.  We  prefer  the  lat- 
ter because  it  seems  just  as  effective  and 
causes  less  annoyance  to  the  patient.  The 
use  of  other  antispasmodics  such  as  benzyl 
benzoate  or  that  old  favorite,  viburnum,  has 
been  discontinued.  Sedatives  must  be  ex- 
hibited often  and  of  these  the  salicylates  or 
the  various  coal  tar  products  such  as  phe- 
nacetin  or  acetanilid  are  preferable.  Acetyl 
salicylic  acid  in  repeated  doses  of  ten  grains 
will  suffice  for  the  mild  cases  and  few  un- 
toward results  attend  its  use.  More  fre- 
quently a combination  of  salicylate  and  one 
of  the  barbital  group  is  prescribed.  With 
these  sedation  is  more  marked  and  of  longer 
duration.  We  have  noticed  that  the  simple, 
inexpensive  products  are  quite  as  effective 
as  most  of  the  patented  preparations. 

If  narcotics  are  necessary  to  control  the 
pain,  as  sometimes  occurs,  codeine  is  to  be 
used.  Large  doses  may  be  given  and  re- 
peated without  danger  of  addiction.  It  may 
be  used  in  combination  with  salicylates  if 
desired.  Codeine  is  best  given  by  mouth 
even  though  more  of  the  drug  is  required. 
Hypodermics  are  apt  to  implant  in  the 
minds  of  these  patients  the  idea  that  their 
monthly  pain  can  be  relieved  in  no  other 
way.  The  use  of  the  opium  compounds 
should  be  reserved  for  the  cases  of  intract- 
able pain  and  then  only  while  waiting  more 
radical  treatment. 

Endocrine  therapy  has  been  used  in  this 
disease  for  many  years.  Even  before  the 
development  of  the  specific  hormones  now 
available,  good  results  were  frequently  re- 
ported with  the  cruder  preparations  of  ovary 
and  corpus  luteum.  Ovarian  residue,  ad- 
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vocated  by  Graves,  was  probably  the  best 
of  these.  Of  late,  they  have  all  been  cast 
aside  and  attention  centered  upon  the  con- 
centrated follicle  and  anterior  pituitary  hor- 
mones. Theelin,  or  folliculin,  has  been  of 
no  value  in  the  treatment  of  dysmenorrhea 
in  our  practice.  Used  intramuscularly,  or 
orally  as  theelol,  it  will  enlarge  the  uterus 
in  hypoplastic  cases  and  sometimes  bring 
about  more  regular  periods  but  no  relief 
from  pain  has  been  observed. 

Recently  Novak7  has  shown  that  one 
of  the  biologic  effects  of  theelin  is  to  aug- 
ment uterine  contractions,  while  the  corpus 
luteum  hormone,  progestin,  has  the  opposite 
action.  Theoretically  then  it  would  seem 
logical  to  increase  the  supply  of  progestin 
in  these  patients.  Since  this  hormone  is  not 
at  present  available  for  human  use,  Novak 
reasons  that  the  same  result  may  be  achieved 
by  administering  the  luetinizing  fraction  of 
the  anterior  pituitary,  or  rather  its  counter- 
part as  derived  from  the  urine  of  pregnant 
women.  We  have  used  this  substance,  An- 
tuitrin  S,  in  eight  cases  since  the  publica- 
tion of  Novak’s  report.  It  probably  has 
some  specific  action  upon  the  uterine  muscu- 
lature besides  its  effect  upon  the  ovary.  In- 
jections of  1 c.c.  have  been  given  at  various 
times  during  the  last  two  weeks  of  the  cycle 
and  repeated  frequently  in  an  effort  to  de- 
crease the  painful  contractions  at  the  onset 
of  the  flow.  So  far  only  one  case  has  re- 
sponded well.  Several  have  shown  large 
wheals  at  the  site  of  injection.  When  ad- 
ministered first  at  the  time  menstrual  flow 
and  when  the  pain  is  greatest,  it  seemed  of 
slight  benefit. 

Thyroid  substance  is  given  to  many  of 
these  patients.  Doses  of  Rj  to  y2  grain 
twice  or  three  times  a day  seem  to  aid  mate- 
rially the  comfort  of  individuals  with  a 
lowered  metabolic  rate.  In  cases  in  which 
the  metabolic  rate  is  normal  or  elevated  re- 
sults are  not  so  favorable.  Its  action  is 
probably  exerted  through  the  anterior  pitui- 
tary and  thence  to  the  ovary. 

So  much  for  the  present  status  of  endo- 
crine therapy  in  primary  dysmenorrhea. 
And  now,  at  the  risk  of  bringing  upon  my- 
self the  criticism  I have  made  of  many 
methods,  I wish  to  present  a new  and  some- 
what different  idea  about  this  subject.  For 
some  time  past  it  has  occurred  to  me  that 
the  action  of  whole  posterior  pituitary  ex- 
tract in  contracting  the  uterus  after  the  third 
stage  of  labor  is  not  as  vigorous  or  as.pro- 
longed  as  the  action  of  the  oxytocic  factor 


alone.  This  latter  substance,  pitocin,  ap- 
parently possesses  a potency  that  is  de- 
creased or  antagonized  by  some  other  frac- 
tion of  the  whole  posterior  extract.  With 
this  thought  in  mind  I wondered  if  the  other 
fraction  of  the  posterior  pituitary,  the  vaso- 
pressor substance,  pitressin,  might  not  bring 
about  in  the  non-pregnant  uterus  a decrease 
in  the  excessive  contractions  that  probably 
cause  the  cramps  of  dysmenorrhea.  Pitres- 
sin was  therefore  administered  to  patients 
with  primary  dysmenorrhea,  the  drug  be- 
ing given  hypodermically  in  doses  of  twenty 
to  forty  units  (1  to  2 c.c.)  at  the  beginning 
of  and  during  the  period  of  the  pain.  The 
blood  pressure  was  carefully  watched  during 
this  procedure  and  at  no  time  was  a danger- 
ous rise  observed.  So  far  we  have  used  this 
substance  in  six  cases,  far  too  few  to  report 
any  definite  results.  In  five  of  them  there 
has  been  partial  or  complete  relief  from  the 
pain.  Immediately  after  injection  one  sees 
a temporary  increase  in  the  cramps  probably 
due  to  the  small  amount  of  the  oxytocic 
fraction  in  the  preparation.  No  other  un- 
toward results  have  been  noticed.  We  ex- 
pect to  continue  this  clinical  study  and  make 
an  extended  report  when  sufficient  cases 
have  been  treated  to  warrant  definite  con- 
clusions. 

There  is  already  at  hand  some  experi- 
mental evidence  that  pitressin  will  decrease 
uterine  contractions.  Reynolds,8  work- 
ing with  the  uterine  fistula  in  the  unanes- 
thetized rabbit,  has  found  that  pitocin 
causes  a tetanic  response  in  the  regularly 
contracting  uterus  which  is  of  longer  dura- 
tion than  that  caused  by  pituitrin.  Further, 
the  tetanic  contraction  after  pituitrin  is  fol- 
lowed by  a period  of  inactivity  lasting  for 
several  minutes,  while  with  pitocin  the  inac- 
tive period  is  not  seen  and  the  contraction 
gradually  decreases  in  amount  over  a some- 
what prolonged  period.  Reynolds9  has 
also  recently  shown  that  calcium  salts  cause 
a sustained  contraction  in  the  rhythmically 
contracting  uterus  lasting  one  to  four  min- 
utes. The  magnesium  ion  in  contrast  has 
a relaxing  effect.  During  these  experiments 
the  action  of  pitressin*  and  pitocin  was  ob- 
served upon  the  uterine  fistula  in  a state  of 
contraction  induced  by  calcium.  I quote 
Reynolds  as  follows,  “Three  or  four  min- 
utes after  injection  of  0.5  c.c.  of  pitressin 
the  contracted  uterus  becomes  relatively 


*The  pitressin  for  this  work  was  furnished  by  Parke, 
Davis  & Co. 
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quiescent  and  is  absolutely  refractory  to  sub- 
sequent injections  of  calcium  or  pitocin  un- 
less the  uterus  is  again  motile.  Moreover, 
it  was  frequently  observed  that  pitressin  for 
a time  abolished  the  spontaneous  contrac- 
tions of  the  uterus  and  rendered  this  organ 
transiently  refractory  to  both  calcium  and 
pitocin.”  At  present  one  may  only  conjec- 
ture whether  or  not  this  action  will  be  con- 
sistent in  humans  and,  if  so,  what  its  value 
will  be. 

The  present  status  of  therapy  is  such  that 
occasionally  a patient  is  seen  with  incapaci- 
tating pain  entirely  unrelieved  by  any  of  our 
available  methods.  If  the  patient  is  past 
middle  age  it  is  usually  best  to  advise  radia- 
tion sterility  for  permanent  relief.  We  pre- 
fer x-rays  to  radium  for  this  purpose.  I 
doubt  if  this  procedure  is  ever  justified  in 
a young  unmarried  woman.  Pregnancy  so 
often  relieves  the  condition  that  it  is  much 
better  to  wait  until  long  after  marriage  be- 
fore advising  such  radical  therapy. 


SUMMARY 

1.  Primary  dysmenorrhea  is  probably  a 
symptom  of  an  underlying  constitutional  de- 
fect. 

2.  The  medical  treatment,  and  such  sur- 
gical treatment  as  has  been  advocated,  often 
fails  in  severe  cases. 

3.  Endocrine  therapy,  now  only  ap- 
proaching a scientific  basis,  may  be  of  much 
value  in  the  future. 

4.  The  experimental  results  of  pitressin 
administration  justify  further  study  of  this 
substance  in  dysmenorrhea. 

1004  Maccabees  Bldg, 
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AUTONOMIC  NERVOUS  SYSTEM  IN  ITS  RELATION  TO  THE 
OPHTHALMOLOGIST  AND  OTOLARYNGOLOGIST* 


W.  E.  McGARVEY,  A.B.,  M.D.f 

JACKSON,  MICHIGAN 

The  original  purport  of  this  paper  was  to  have  been  a review  of  the  literature  con- 
cerning the  relation  of  the  autonomic  nervous  system  to  our  special  branch  of  medicine. 
Illness  having  prevented,  I must  apologize  for  the  incompleteness  of  the  review.  How- 
ever. if  I can  stimulate  a discussion  on  the  clinical  findings  in  our  field,  I will  feel  gratified. 

Disturbances  in  the  balance  of  the  autonomic  nervous  system  would  include  such  condi- 
tions as  endocrine  dysfunction,  allergic  reactions,  asthma,  protein  sensitization,  angio- 
spastic conditions,  certain  skin  and  mucous  membrane  changes  as  urticaria,  scleroderma, 
angioneurotic  edema,  eczema,  atrophic 
rhinitis,  etc.  If  these  could  he  correlated  in 
terms  of  the  autonomic  nervous  system  it 
might  help  us  in  future  basic  underlying 
principles  in  their  management  and  treat- 
ment. The  best  working  basis  we  have  at 
present  is  by  the  determination  of  whether 
there  is  a predominance  of  symptoms  of  one 


*Read  before  the  section  on  ophthalmology  and  otolaryn- 
gology, 111th  Annual  Meeting  of  the  Michigan  State  Medi- 
cal Society,  Pontiac,  Sept.  23,  1932. 

tDr.  McGarvey  received  his  A.B.  degree.  Park  College, 
1914;  M.D.  degree.  University  of  Buffalo,  1918.  He  served 
his  internship  at  Philadelphia  General  Hospital  1918-1919; 
was  a member  of  the  University  of  Wisconsin  Medical  Staff 
1919-1920;  received  special  training  in  ophthalmology  and 
otolaryngology,  New  York  Eye  and  Ear  Infirmary  1921-1924, 
and  is  now  on  the  staffs  of  the  Foote  Memorial  and  Mercy 
Hospitals,  Jackson,  Mich.  He  is  a Fellow  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 


or  the  other  antagonistic  groups,  so  called, 
vagotonia  or  sympatheticotonia. 

Our  present  knowledge  of  the  autonomic 
nervous  system  has  been  concisely  summar- 
ized by  W.  K.  Livingston,  who  states  that, 
“In  spite  of  the  present  confused  state  of 
knowledge  in  this  new  field  of  study,  evi- 
dence is  accumulating  that  in  the  region  of 
the  hypothalamus  there  are  visceral  centers 
exerting  a control  over  water  balance,  the 
metabolism  of  fats  and  sugars,  vascular  ad- 
justments (perhaps  even  the  activities  of 
capillaries  and  sweat  glands),  regulation  of 
temperature,  and  a balanced  control  of 
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glandular  secretions  and  smooth  muscle 
tonus  changes  in  the  internal  organs.  Evi- 
dence is  accumulating  to  indicate  that  the 
visceral  nervous  system,  which  is  the  intri- 
cate network  of  neurons  by  which  these 
activities  are  affected,  regulates  and,  in  turn, 
is  affected  by  the  Ph  of  body  fluids;  influ- 
ences and  expresses  the  activities  of  certain 
glands  of  internal  secretions;  controls  the 
mobilization  of  leukocytes  and  other  cyto- 
logic defense  mechanisms  ; has  some  relation 
to  the  formation  of  antibodies,  and  is  im- 
portant in  those  changes  associated  with 
protein  sensitization  and  anaphylactic 
shock.” 

In  the  study  of  the  autonomic  nervous 
system  such  men  as  Langley,  Cannon  and 
Brown  early  differentiated  the  two  antago- 
nistic groups  of  fibers.  The  parasympathetic 
group  is  made  up  of  fibers  accompanying 
the  third,  seventh,  and  ninth  cranial  nerves. 
It  includes  the  vagus  nerve  which  consti- 
tutes the  major  portion  of  this  group  and 
because  of  the  similarity  in  action  includes, 
also,  those  fibers  accompanying  the  sacral 
nerves.  For  this  reason  it  is  called  by  some 
the  craniosacral  group. 

Their  antagonist,  the  sympathetic  group, 
is  composed  of  pre-  and  post-ganglionic 
efferent  fibers  from  the  first  thoracic  to  the 
first  lumbar  segments  inclusive  communicat- 
ing with  the  somatic  nerves  through  the 
white  and  grey  rami  communicantes.  The 
upper  fibers  pass  into  the  neck  to  form  the 
cervical  sympathetic  ganglia.  The  largest 
or  superior  cervical  ganglion  continues  on 
through  the  carotid  plexus  to  its  extensive 
distribution  in  the  head. 

These  research  workers  have  shown  how 
the  autonomic  nervous  system  is  really  a 
part  of  the  central  nervous  system  situated 
outside  of  the  cord.  Its  purpose  being  for 
quick  dissemination  of  impulses  in  states  of 
fear,  etc.  It  is  primarily  a defense  mechan- 
ism for  quick  action,  differing  from  the  slow 
segmental  reflexes  of  the  somatic  nervous 
system.  This  is  aided  by  its  multipolar 
neurones. 

With  the  use  of  such  drugs  as  nicotin, 
muscarin,  pilocarpin,  ergotoxin,  atropine, 
etc.,  they  have  shown  experimentally  the 
antagonistic  action  of  the  two  groups  of 
fibers.  A predominance  of  action  of  one 
gives  rise  to  symptoms  of  vagotonia  and  of 
the  other  to  sympatheticotonia.  The  fol- 
lowing are  some  of  the  symptoms  of  vago- 
tonia (Crile  Clinic)  : 


Eye : 

narrow  palpebral  fissure 
blepharospasm 
infrequent  winking 
enophthalmus 
epiphora 

accommodation  spasm 
Skin  : 

hyperhidrosis 

dermatographia 

acne 

Respiratory  system  : 
irregular  respiration 
bronchial  asthma 
laryngospasm 
husky  voice 
Circulatory  system  : 
arrhythmia 
bradycardia 
eosinophilia 
Nervous  system  : 
insomnia 

mental  irritability 
easily  fatigued 
Metabolism : 

increased  sugar  tolerance 
increased  fat  tolerance 
status  thymolymphaticus 

S Y M P ATH  ETIC  OTO  N I A SYM  PTO  M S 

Eye : 

mydriasis 

myosis  on  forced  inspiration 
myosis  on  forced  expiration 
wide  palpebral  fissure 
wanking  reflex  diminished 
prominence  of  eyball 
faulty  convergence 
Skin  : 
urticaria 

angioneurotic  edema 
facial  pallor  on  emotion 
hypohidrosis 
pigmentary  anomalies 
Respiratory  system  : 
dyspnea 
tachycardia 
Circulatory  system: 
palpitation 

exaggerated  amplitude  of  cardiac  contractions 
pulsation  of  superficial  vessels 
Nervous  system : 
neuroses 
psychoses 
Metabolism : 
low  sugar  tolerance 
alimentary  glycosuria 

In  determining  the  status  of  these  in- 
dividuals the  physical  findings  and  history 
give  valuable  information:  evidence  of  en- 
docrine dysfunction  (the  robust  as  opposed 
to  the  asthenic  type),  basal  metabolism,  glu- 
cose tolerance,  history  of  any  of  the  follow- 
ing: arthritis,  asthma,  eczema,  urticaria, 
food  idiosyncrasies,  hay  fever,  angioneu- 
rotic edema,  vasomotor  rhinitis,  peptic  or 
duodenal  ulcer,  mucous  colitis,  spastic  colon, 
angiospasms  (migraine,  tic  douloureaux) , 
cardiac  arrythmia,  constipation  or  diarrhea, 
polyuria,  dizziness,  lethargy,  flushing  of 
skin,  etc. 
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The  method  of  determining  whether  there 
is  a positive  sympatheticotonia  as  carried 
out  by  the  Crile  Clinic  is  by  the  injection  of 
l/2  c.c.  of  1:1,000  adrenalin  subcutaneously. 
If  there  is  a 10  point  rise  of  pulse  for  1 
hour  and  at  least  a 10  point  rise  in  the 
systolic  blood  pressure  and  a corresponding 
drop  of  the  diastolic  pressure  for  the  same 
period  of  time  the  test  is  considered  posi- 
tive. Other  factors  such  as  increased  res- 
piration, skin  flushing,  hidrosis,  tremor, 
etc.,  are  also  taken  into  consideration.  There 
is  no  satisfactory  test  at  present  for  vago- 
tonia. 

Considering  the  causes  for  an  unbalance 
of  the  autonomic  nervous  system  let  us  take 
first  endocrine  dysfunction.  The  glands 
that  stimulate  the  sympathetic,  according  to 
Simpson,  are  the  thyroid,  suprarenal  and 
pituitary.  Those  inhibiting  are  the  thymus, 
pancreas  and  parathyroid.  Hormone  acti- 
vation of  the  endocrine  glands  is  produced 
by  every  mental  activity  and  emotional  state 
as  well  as  by  physiological  and  pathological 
changes  in  the  body.  It  is  not  surprising, 
therefore,  that  an  unbalance  should  develop 
especially  when  the  autonomic  system  is  in- 
trinsically instable.  There  is  an  attempt  on 
the  part  of  the  glands  to  compensate  when 
affected.  And  frequently  there  are  symp- 
toms of  vagotonia  in  one  part  of  the  body 
and  sympatheticotonia  in  another. 

In  reviewing  the  literature  of  the  endo- 
crines  relative-  to  ophthalmology  and  oto- 
laryngology there  is  very  little  referable  to 
the  latter.  Weiner  has  given  some  valuable 
data  concerning  the  eye.  Taking  the  glands 
separately  he  has  shown  that  the  most  stud- 
ied has  been  the  thyroid,  especially  in  regard 
to  exophthalmic  goitre.  In  this  condition 
there  is  an  increase  of  the  fat  in  the  orbit. 
Exophthalmus  may  develop  after  as  well  as 
preoperatively.  Reudemann  states  that  ex- 
ophthalmus is  relieved  in  not  more  than  2 
per  cent  of  the  cases.  VanGraefe’s  or  Stell- 
wag’s  sign  is  usually  present.  Convergence 
insufficiency  is  an  early  sign  (25  per  cent). 
Moist  palms,  active  pulse  and  tremor  may 
also  be  present.  Complications  such  as  dry- 
ing of  the  cornea  and  paralysis  of  the  sixth 
nerve  may  develop.  Parathyroid  tetany 
may  develop  following  thyroidectomy.  This 
may  be  manifest  in  the  eye  by  acute  ciliary 
spasm  followed  by  posterior  lenticular 
changes  and  cataract.  To  prevent  this  it  is 
advisable  to  see  that  the  patient  has  a nor- 
mal blood  calcium  before  operation.  Hypo- 


thyroidism is  usually  associated  with  a 
minus  basal  metabolism  rate  and  low  sugar 
tolerance.  Ince  reports  that  in  progressive 
myopia  stretching  of  the  sclera  is  due  to  a 
lack  of  adrenalin.  Irregular  cornea  and 
hemorrhage  in  the  vitreous  with  calcium  de- 
ficiency have  been  attributed  to  hypothyroid. 

Pituitary  dysfunction:  The  most  frequent 
symptoms  from  this  are  produced  from 
pressure  on  surrounding  structures,  block- 
age to  the  flow  of  cerebrospinal  fluid,  vari- 
able field  changes  from  the  same  cause,  en- 
larged blind  spot,  nystagmus,  blue  sclera, 
choroid  disease  and  yellow  optic  disc.  The 
anterior  and  posterior  lobes  may  enlarge  in 
pregnancy. 

Gonad  dysfunction:  There  may  be  a 

contraction  of  form  and  color  fields  in  preg- 
nancy, blurring  and  specks  in  the  eyes,  neu- 
ritis and  papillitis,  conjunctival  pigmenta- 
tion, subconjunctival  hemorrhages  with 
menses.  Weiner  reports  choroiditis  and 
amblyopia  with  masturbation. 

Spleen:  May  give  scrofulus  iritis. 

Pancreas:  Myopia  may  develop  in 

diabetes  due  to  water  and  sugar  retention; 
ocular  palsies  such  as  diplopia  with  involve- 
ment of  the  sixth  nerve  may  occur.  Some 
report  glaucoma  as  due  to  endocrine  dys- 
function. 

From  the  standpoint  of  the  ear  Gotlieb  re- 
ports a number  of  cases  of  deafness  due  to 
adrenalin  deficiency. 

Another  large  group  of  symptoms  to  be 
considered  in  a labile  autonomic  system  are 
those  due  to  allergy.  Lemoine  includes  as 
cases  of  allergy:  sympathetic  ophthalmia, 
parenchymatous  keratitis,  phlyctenular  con- 
junctivitis, and  spring  catarrh.  He  links 
up  most  ocular  anaphylaxis  with  disturbed 
endocrine  balance.  Hensel,  in  a very  com- 
prehensive report  of  allergy  in  the  nose  and 
paranasal  sinuses,  though  he  gives  many  fac-  , 
tors  in  the  etiology,  does  not  mention  endo- 
crines.  Skin  tests  are  only  an  aid  in  the 
diagnosis  of  allergy,  for,  as  Feinberg  states, 
“Negative  skin  tests  do  not  necessarily  mean 
an  absence  of  sensitization  to  these  sub- 
stances. And  positive  tests  do  not  neces- 
sarily indicate  the  cause  of  the  clinical  symp- 
toms.” With  our  limited  knowledge  of 
allergy,  I do  feel  that  the  various  syndromes 
could  not  be  satisfactorily  grouped  as  to 
their  reaction  from  the  standpoint  of  the 
autonomic  system  sttch  as  vagotonia  or  sym- 
patheticotonia. 

I became  interested  in  this  subject  while 
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giving  a series  of  non-specific  protein  injec- 
tions. I felt  that  possibly  the  results  from 
the  foreign  protein  were  due  to  the  reaction 
on  the  autonomic  system.  There  seemed  to 
be  a better  response  in  some  cases  with  an 
allergic  history.  The  most  satisfactory  re- 
sults were  in  ocular  conditions  using  typhoid 
vaccine  intravenously  as  used  by  Dr. 
Howard.  After  hearing  a talk  by  Dr.  Peete 
in  which  he  states  that  intravenous  typhoid 
vaccine  gave  a temporary  paralysis  of  the 
sympathetic  system,  I concluded  that  this 
may  be  an  important  factor  in  all  non-spe- 
cific protein  therapy  and  especially  the  im- 
provement in  ocular  conditions.  Without 
being  in  a position  to  substantiate  this 
theory  experimentally,  I merely  state  my 
feeling  is  that  the  autonomic  nervous  sys- 
tem plays  an  important  role  in  foreign  pro- 
tein therapy. 

There  are  a number  of  other  conditions 
of  local  disturbance  of  the  autonomic  system 
which  because  of  our  meager  knowledge  of 
the  subject  I will  merely  mention:  sphe- 
nopalatine neuralgias,  migraine,  allergic 
headaches,  atypical  facial  neuralgias  which 


are  not  relieved  by  surgery  on  the  gasserian 
ganglion.  Some  authors  have  tried  to  ex- 
plain them  on  the  basis  of  angiospasm, 
others  on  the  basis  of  degenerative  changes 
in  the  sympathetic  ganglia.  Sluder  lias 
given  us  an  impetus  for  study  along  these 
lines. 

In  this  whole  group  of  conditions  one 
must  naturally  be  impressed  with  the  neces- 
sity for  a careful  history  and  examination 
especially  relative  to  allergy  and  endocrine 
dysfunction.  Treatment  at  present  is  based 
on  the  removal  of  these  causative  factors. 
Surgery  in  the  nose  should  only  be  with  the 
idea  of  improving  the  ventilation  unless  in- 
fection is  the  allergin.  Foreign  proteins 
should  have  a place  in  our  therapy,  espe- 
cially in  ocular  conditions. 

In  conclusion,  I feel  that  it  would  be  to 
our  advantage  if  we  could  classify  the  vari- 
ous conditions  pertaining  to  an  instable 
autonomic  nervous  system  in  terms  of  the 
autonomic  system.  In  so  doing  it  may  lead 
to  certain  basic  principles  of  therapy  that 
would  be  valuable  in  a field  that  is  at  present 
in  a very  confused  state. 


SURGICAL  JUDGMENT 


CLARK,  D.  BROOKS,  M.D.,  F.A.C.S.f 

DETROIT,  MICHIGAN 

While  we  have  long  known  that  experience  is  the  best  teacher,  we  must  consider  from 
time  to  time  whether  the  experience  gained  is  used  as  profitably  as  it  should  be.  There 
are  many  problems  in  surgery  that  require  all  the  art  and  science  procurable.  Experience 
teaches  us  that  perhaps  physicians  as  a whole  are  at  times  neglecting  the  use  of  the  senses 
in  arriving  at  a diagnosis ; using  the  newer  laboratory  methods,  or  accepting  data  which 
>nay  be  misleading.  It  is  easier  to  call  upon  the  laboratory  for  information  which  could 
be  obtained  by  careful  history  taking,  and  painstaking  thorough  examination.  The  phy- 
sician who  relies  on  laboratory  data,  easily 
obtained  for  him,  as  the  means  to  a correct 
diagnosis  without  careful  examination  of 
the  patient,  will  have  many  sorrowful  ex- 
periences at  the  expense  of  his  patient.  Both 
in  the  hospital  and  also  in  private  practice 
there  is  a tendency  to  make  diagnoses  with- 
out securing  sufficient  information.  A good 
subjective  history  with  definite  knowledge 
of  the  patient’s  habits,  work  and  environ- 
ment, would  in  many  cases  aid  in  making  a 
correct  diagnosis.  When  an  office  patient 

tDr.  Brooks  is  a graduate  of  the  Detroit  College  of  Med- 
icine and  Surgery,  1905.  He  is  attending  Surgeon  at  Har- 
per Hospital,  Assistant  Professor  of  Surgery  of  the  Depart- 
ment of  Surgery,  Wayne  University  and  Consulting  Sur- 
geon at  Receiving  Hospital,  Woman’s  Hospital  and  Highland 
Park  Hospital. 


makes  more  than  one  visit  for  an  examina- 
tion, recheck  of  the  clinical  history  is  essen- 
tial, in  order  that  certain  details  which  were 
at  first  overlooked  may  be  brought  out.  As 
the  disease  progresses  impressions  made  at 
first  examination  must  necessarily  be 
changed.  In  history  taking  the  mental  atti- 
tude of  the  patient  toward  his  symptoms 
may  well  be  studied.  Symptoms  which  ap- 
pear most  outstanding  in  the  mind  of  the 
patient  are  often  most  trivial  after  com- 
plete examination.  For  example,  female 
patients  frequently  consult  the  surgeon  with 
symptoms  referable  to  the  pelvic  organs,  as 
bearing  down  sensations,  disorders  of  men- 
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struation,  lassitude,  nervousness,  etc.  They 
have  been  informed  that  a laceration  of  the 
cervix  or  perineum,  or  perhaps  a moderate 
prolapsus,  is  causing  the  disability.  The 
history  then  would  locate  the  pathology  in 
the  pelvis,  and  while  many  of  these  patients 
have  disorders  of  their  pelvic  viscera,  exam- 
ination often  reveals  well  marked  primary 
hyperthyroidism,  adenomatous  goiter  or 
marked  visceroptosis.  Physicians  should 
exercise  great  care  in  the  handling  of  in- 
dividuals who  upon  first  examination  have 
well  marked  symptoms  of  hyperthyroidism, 
but  who,  upon  careful  check  up  later,  show 
evidence  of  a condition  known  as  cardio- 
vascular asthenia.  While  these  patients  may 
have  symptoms  of  dysthyroidism  the  diffi- 
culty is  usually  due  to  constitutional  or  en- 
docrine dvscrasia.  Patients  with  cold  hands 
or  feet  even  in  the  presence  of  some  hyper- 
plasia of  the  gland  should  seldom  be  sub- 
jected to  surgery.  Cases  of  true  hyperthy- 
roidism are  greatly  improved  by  the  admin- 
istration of  small  doses  of  Lugol’s  solution 
and  phenobarbital  over  a period  of  a few 
weeks,  whereas  the  cardiovascular  asthenic 
patient  shows  little  or  no  beneficial  effects. 
It  will  be  well  to  remember  that  neither  the 
metabolic  rate  nor  the  size  of  the  gland  are 
an  index  of  the  relative  toxicity  of  a dis- 
eased thyroid. 

Often  the  patient  tells  the  attending  phy- 
sician that  he  wishes  to  determine  the  cause 
of  his  fatiguability  or  loss  of  weight,  thus 
presenting  himself  for  a partial  or  limited 
examination  only.  It  is  necessary  then  to 
convince  him  of  the  importance  of  a com- 
plete physical  examination,  and  to  secure  his 
cooperation  to  obtain  adequate  laboratory 
information,  such  as,  urinalysis,  blood 
count,  blood  Wassermann,  and  necessary 
roentgenological  studies.  The  source  and 
reliability  of  all  laboratory  data  should  be 
carefully  investigated.  At  times  physicians 
obtain  data  about  x-ray  examinations  which 
they  may  not  understand.  A short  concise 
report  is  most  desirable. 

A correct  diagnosis,  then,  is  of  the  utmost 
importance,  and  when  it  can  he  obtained,  it 
is  of  greatest  value,  both  to  the  patient  and 
the  surgeon  before  operative  procedure  is 
undertaken.  Major  surgical  operations  are 
no  longer  a one  man  task.  Only  the  best 
results  will  be  obtained  by  the  team  work 
of  well  trained  hospital  personnel  and  assis- 
tants. 

It  is  essential  to  know  when  a goiter  pa- 


tient is  fit  for  surgery.  Set  rules  have  no 
place  in  this  matter.  Many  goiter  patients 
with  the  same  relative  degree  of  hyperthy- 
roidism react  differently  to  operation.  The 
moderately  severe  hypertensive  individual 
with  a goiter  should  have  careful  preopera- 
tive medical  care.  These  patients  often 
have  an  accompanying  well  marked  myo- 
carditis, and  many  give  a history  of  having 
been  on  digitalis  medication  for  some  time. 
This  factor  is  an  added  risk  to  this  type  of 
case. 

Post-operative  care  as  well  as  attention  to 
detail  will  lessen  the  danger  and  reduce  both 
the  morbidity  and  mortality  in  this  type  of 
operation.  The  following  post-operative 
measures  should  he  carried  out.  1.  Subcuta- 
neous saline  for  a period  of  at  least  twenty- 
four  hours.  2.  Fluids  freely  by  mouth. 
3.  Lugol’s  solution  mm.  10  to  15,  three 
times  a day  by  mouth.  We  have  found  it 
advantageous  to  add  20  mm.  of  Lugol’s 
solution  to  the  first  1,000  c.c.  of  saline 
given  subcutaneously.  4.  Luminal,  grains 
one-half  every  six  hours,  morphine  as  neces- 
sary to  control  pain. 

Cancer  of  the  breast  is  on  the  increase, 
and  all  lumps  not  due  to  lactation  should  be 
regarded  with  suspicion.  Tumors  of  the 
breast  should  not  be  removed  under  local 
anesthesia  as  an  office  procedure.  Unless 
the  tumor  is  a small  movable  fibroma  the  pa- 
tient should  be  sent  to  the  hospital  and  un- 
der gas  anesthesia  the  suspected  tumor 
should  he  completely  removed  and  sent  to 
the  laboratory  for  immediate  microscopic 
study.  Should  it  prove  to  be  malignant  radi- 
cal procedures  may  be  instituted  at  once. 

Operation  is  seldom  advisable  as  an  emer- 
gency procedure  in  bleeding  from  suspected 
ulcers  of  the  gastro-intestinal  tract.  Of  spe- 
cial importance  is  the  medical  management 
of  such  patients,  which  included  the  follow- 
ing: 1.  Absolute  rest  in  bed.  2.  Nothing 

by  mouth.  3.  The  administration  of  sul> 
cutaneous  saline,  over  a period  of  several 
days.  4.  The  administration  of  intrave- 
nous dextrose  and  sterile  distilled  water 
daily.  5.  Small  repeated  blood  transfu- 
sions. 6.  Large  doses  of  morphine. 

Likewise  operations  on  the  biliary  tract 
are  seldom  emergencies,  and  adequate  time 
may  be  profitably  spent  in  properly  prepar- 
ing these  patients.  The  patient  with  empy- 
ema of  the  gallbladder  is  usually  improved 
bv  the  use  of  massive  hot  packs  over  the 
liver  and  the  administration  of  dextrose  in- 
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travenously.  Under  these  circumstances 
operation  can  be  safely  deferred  as  long  as 
such  improvement  continues.  If,  however, 
the  patient  does  not  respond  to  the  above 
treatment  after  twenty-four  hours,  most 
conservative  surgery  under  local  anesthesia 
should  be  performed.  Extended  operations 
in  the  jaundiced,  obese  or  hypertensive  in- 
dividual should  always  be  avoided,  if  pos- 
sible. Of  course,  surgical  procedures  should 
be  instituted  before  complications  arise. 

The  Levine  tube  introduced  through  the 
nasal  route  is  a most  valuable  adjunct  in 
operations  of  the  intestinal  tract.  One 
should  not  wait  for  vomiting,  dehydration 
or  symptoms  of  collapse  before  instituting 
this  type  of  therapy.  By  its  use  we  are  able 
to  both  empty  the  upper  intestinal  tract  and 
administer,  through  it,  saline  and  dextrose 
at  regular  intervals. 

Thousands  of  cases  of  early  acute  appen- 
dicitis are  operated  annually,  with  an  un- 
usually low  mortality,  whereas,  the  late 
complicated  case  requires  skillful  surgery 
and  careful  post-operative  management. 
The  patient  seen  late  in  the  disease  with  lo- 
cal abscess  formation  of  several  days’  or 
weeks’  duration  should  be  treated  most  con- 
servatively. 

In  cases  coming  to  the  hospital  with  very 
marked  distention  and  with  fast  pulse,  with 
or  without  cyanosis,  medical  treatment  is 
often  advisable  for  a few  days  rather  than 
any  type  of  operation,  as  these  desperately 
sick  patients  will  not  stand  any  type  of  op- 
eration, hut  may  after  a few  days  of  medi- 
cal treatment,  consisting  of  large  hot  packs 
over  the  abdomen,  daily  intravenous  dex- 
trose solution,  use  of  the  Levine  tube,  nasal 
method,  to  empty  the  stomach  and  upper 
bowel,  with  morphine  if  necessary,  become 
good  risks.  After  a few  days  of  such  treat- 
ment, improved  conditions  sometimes  make 
it  seem  advisable  to  postpone  any  surgery. 
In  many  such  cases  it  is  well  to  postpone 
surgery  for  a period  of  weeks  or  months,  al- 
lowing the  patient  to  leave  the  hospital  and 
return  at  a later  date  for  his  operation. 

We  are  quite  convinced  that  this  is  the 
only  method  of  procedure  in  a great  many 
cases,  especially  in  patients  over  fifty  years 
of  age,  and  those  who  are  obese.  When  op- 
eration is  performed  in  fairly  early  cases  of 
acute  diffuse  peritonitis  as  found  with  gan- 
grenous perforative  appendicitis,  we  advise 
good  sized  incision,  and  while  we  may  use 
a soft  rubber  dam  for  drainage  no  gauze  or 


drainage  tube  should  be  used,  but  the  wound 
should  be  left  entirely  open,  allowing,  if 
possible,  a small  portion  of  the  omentum  to 
come  up  just  outside  the  peritoneum.  It  is 
surprising  how  well  these  patients  will  do, 
and  then  later  the  wound  may  be  closed  by 
secondary  suture. 

Experience  has  taught  us  that  unless  the 
appendix  can  be  readily  removed,  it  is  wiser 
to  drain  the  abscess  cavity.  Searching  about 
the  pelvis  for  the  remnants  of  a ruptured 
appendix  breaks  down  Nature’s  protective 
harrier;  as  stated  above,  in  many  instances 
it  is  safer  to  merely  drain  the  abscess  and 
make  no  attempt  to  close  the  wound,  but  to 
do  a secondary  closure.  No  attempt  should 
he  made  to  invert  the  stump  in  cases  of  per- 
forative appendicitis. 

Operations  should  be  avoided,  of  course, 
in  spreading  peritonitis,  because  of  the  dan- 
ger of  extending  the  infection.  Absolute 
rest  in  bed,  placing  the  patient  in  Fowler’s 
position,  the  use  of  the  Levine  tube,  hot 
stupes  over  the  entire  abdomen,  and  ade- 
quate doses  of  morphine  are  most  essential 
in  the  handling  of  these  desperately  sick 
cases.  We  have  found  that  the  use  of  for- 
eign protein  such  as  sterile  milk  given  intra- 
muscularly is  a valuable  means  of  increasing 
the  patient’s  resistance.  We  also  think  that 
it  is  very  important  that  a prophylactic  dose 
of  mixed  tetanus  gas  gangrene  serum  be 
given  in  every  case  of  peritonitis  due  to  ap- 
pendicitis or  intestinal  obstruction.  In  dif- 
fuse peritonitis  following  septic  abortions 
we  have  found  that  repeated  small  blood 
transfusions  (200  to  300  c.c.)  are  of  ex- 
treme value,  and  advise  against  any  surgical 
measures  in  these  patients  when  accompa- 
nied with  high  fever  and  distention.  Treat- 
ment of  the  peritonitis  should  be  the  same 
as  in  any  diffuse  peritonitis.  We  advise 
against  the  use  of  ice  over  the  abdomen  in 
any  form  of  questionable  peritonitis.  If  ice 
is  used  it  masks  the  symptoms,  lowers  the 
local  and  general  resistance  of  the  patient 
and  retards  leukocytosis. 

After  a diagnosis  of  pelvic  tumor  has 
been  made,  operation  may  or  may  not  be 
advisable,  depending  upon  the  patient’s  gen- 
eral condition,  age,  weight  and  so  forth. 
Many  symptomless  fibroids  discovered  dur- 
ing routine  examinations  may  need  no  oper- 
ation. Ovarian  tumors  often  are  malignant, 
or  become  malignant,  whereas  dermoids 
have  a tendency  to  degenerate  or  their  ped- 
icle mav  become  twisted.  Uterine  tumors, 
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accompanied  by  hemorrhage,  should  always 
be  regarded  with  suspicion.  It  is  important 
to  determine  whether  the  bleeding  is  due  to 
polypoid  endometritis,  chronic  pelvic  in- 
flammatory disease,  submucous  fibroid,  or 
carcinoma.  This  can  be  readily  determined 
by  a dilatation  and  curettage.  A biopsy 
should  precede  a hysterectomy  in  patients 
with  menorrhagia  or  metrorrhagia.  The 
routine  use  of  x-ray  or  radium  we  feel  is 
dangerous.  We  prefer  radium  to  x-ray 
therapy,  because  of  the  importance  of  cu- 
rettement  for  biopsy  before  its  use.  Many 
cases  of  severe  menorrhagia  and  metrorrha- 
gia may  be  controlled  by  radium,  after 
which  the  menses  may  become  normal  and 
pregnancy  may  follow. 

Operation  is  advisable  in  the  nodular  type 
of  fibroid  on  account  of  the  danger  of  de- 
generation and  malignant  change.  Patients 
with  polypoid  endometritis  or  small  fibroids 
do  extremely  well  with  a curettage  followed 
by  radium  therapy.  We  believe  that  su- 
pravaginal hysterectomy  is  the  operation  of 
choice  when  bleeding  occurs  in  chronic  in- 
flammatory disease  and  nodular  fibroids.  In 
carcinoma  of  the  fundus  uteri,  complete  hys- 
terectomy is  advisable.  At  times  myomec- 
tomy for  fibroids  can  safely  be  performed 
in  individuals  under  thirty-five  years  of  age. 
During  a routine  hysterectomy,  the  question 
of  removing  the  ovaries  often  arises.  It  is 
our  opinion  that  the  ovaries  should  not  be 
removed  except  in  cases  of  well  marked 
pelvic  inflammatory  disease  or  malignancy. 
If  an  old  endocervicitis  or  laceration  exists 
it  is  safer  to  perform  a complete  hysterecto- 
my and  thus  prevent  the  possibility  of  ma- 
lignancy developing  at  the  site  of  an  old 
source  of  infection. 

All  pelvic  tumors,  whether  of  uterine  or 
ovarian  origin,  when  removed  should  be  ex- 
amined grossly  by  the  surgeon.  This  macro- 
scopic examination  should  be  checked  by  the 
pathologist  as  early  as  possible.  Often  ma- 
lignancy is  discovered  at  this  time,  which  of 
course  necessitates  the  surgeon  changing  the 
operative  procedure.  Thus,  the  importance 
of  routine  frozen  sections  of  all  tissue  re- 
moved cannot  be  overemphasized. 

Operations  on  the  kidney  and  prostate  are 
seldom  emergencies.  Rupture  of  the  bladder 
should  be  suspected  in  individuals  with  mul- 
tiple fractures  of  the  pelvis.  The  finding  of 
bloody  or  scanty  urine  should  make  one  sus- 
picious. Traumatism  should  be  avoided.  If 
a small  soft  rubber  catheter  cannot  be  easilv 
introduced  into  the  bladder,  suprapubic 


drainage  under  local  anesthesia  should  be 
resorted  to  at  once.  All  such  cases  should 
be  submitted  for  careful  cystoscopy  when 
circumstances  permit,  in  order  to  determine 
the  extent  of  bladder  or  kidney  damage  as 
well  as  to  obtain  knowledge  of  kidney  func- 
tion. The  importance  of  consultation  with 
an  experienced  urologist  cannot  be  over- 
emphasized. 

Patients  suffering  with  disease  of  the 
genito-urinary  tract  should  be  studied  by  the 
internist,  urologist  and  surgeon  in  conjunc- 
tion with  all  the  information  the  laboratory 
can  offer. 

The  opportune  time  to  operate  a patient 
suffering  from  hypertrophy  of  the  prostate 
is  a debatable  question.  We  believe  that  a 
progressive  inability  to  empty  the  bladder,  a 
residual  urine  of  from  20  to  100  c.c. ; drib- 
bling of  urine;  backache  and  evidence  of 
chronic  cystitis  are  all  indications  of  pros- 
tatic  hypertrophy.  Before  such  individuals 
are  subjected  to  surgery  a careful  urologi- 
cal examination  as  well  as  roentgenological 
examination  is  most  desirable.  The  genito- 
urinary tract,  lungs  and  long  bones  should 
be  rayed  for  evidence  of  metastases.  Many 
hypertrophied  prostates  considered  benign 
by  the  examiner  often  are  found  to  have 
metastasized  to  the  lung  or  long  bones.  In 
the  two  stage  operation  we  feel  that  the 
suprapubic  cvstostomy  is  preferable  to  the 
indwelling  catheter  as  a first-stage  proce- 
dure. Many  old  and  debilitated  patients  can 
be  made  good  risks  by  careful  pre-operative 
medical  treatment.  We  feel  that  the  two- 
stage  operation  is  the  safest,  and  advocate 
waiting  from  two  weeks  to  several  months 
before  advising  any  second  stage  operation. 

It  seems  hardly  necessary  to  say  that 
many  of  the  beneficial  results  of  surgery  in 
the  sick  will  be  lost  without  the  careful  fol- 
lowing up  of  good  post-operative  manage- 
ment. 

In  diagnoses  every  important  symptom 
should  be  carefully  followed,  and  thorough 
examination  insisted  upon.  Not  only  is  it 
necessary  for  the  patient’s  welfare  that  all 
laboratory  work  be  done  which  would  be  of 
benefit  to  him,  but  it  is  also  of  the  utmost 
importance  to  call  in  as  consultants  our  col- 
leagues in  the  laboratory,  internists,  roent- 
genologists or  those  qualified  in  the  different 
specialties,  so  that  all  of  us  may  have  a 
proper  part  in  accepting  responsibility.  It 
goes  beyond  question  that  all  concerned, 
especially  the  patient,  will  benefit  by  such 
procedure. 
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AN  OBLIQUE  FRACTURE  THROUGH  THE  HEAD  OF  THE  FEMUR 
WITH  POSTERIOR  AND  UPWARD  DISLOCATION  OF  THE 
SHAFT— ITS  TREATMENT  BY  THE  CLOSED  METHOD 

A CASE  REPORT 


frank  Mackenzie,  m.d.+ 

DETROIT 


Mr.  M.  L.  B.  was  admitted  to  the  Redford  Branch  of  the  Detroit  Receiving  Hospital,  September  3,  1933, 
following  a head-on  automobile  collision  in  which  both  machines  were  travelling  at  a high  rate  of  speed. 
On  admission  to  the  hospital  he  was  garrulous,  disoriented,  in  shock  and  suffering  from  a severe  con- 
cussion. He  was  47  years  of  age,  weighed  240  pounds  and  was  over  6 feet  in  height.  No  one  was  able  to 
give  a satisfactory  explanation  of  the  accident  except  that  when  rescued  he  was  half  standing  behind  the 
wheel  with  the  floor  board  gone  and  the  motor  resting  against  his  legs.  Previous  to  the  injury  his  general 
physical  condition  was  excellent.  Examination  revealed  a four-inch  laceration  over  the  frontal  region  with 
a raised  periosteal  flap;  a fracture  of  the  6th  right 
rib,  numerous  abrasions  and  lacerations  over  the 
body  and  an  apparent  fracture  in  the  region  of  the 
left  hip.  First  aid  was  efficiently  rendered  at  the 
hospital.  The  following  morning,  a portable  x-ray  of 
the  left  hip  showed  as  follows : “A  study  of  the 
pelvis  reveals  an  oblique  fracture  through  the  head 


the  left  lung.  At  this  time  the  patient  became  very 
unmanageable  and  several  times  worked  the  exten- 
sion loose.  The  extension  with  a 22  pound  weight 
was  re-applied  and  the  patient  again  restrained. 

The  x-ray  findings  as  of  September  19  are  as  fol- 


Fig.  1.  Relation  of  the  fragments  at 
the  time  of  the  accident. 


Fig.  2.  Repair  complete. 


of  the  femur  with  the  tearing  off  of  a portion  of  the 
posterior  rim  of  the  acetabulum  and  upward  and 
posterior  dislocation  of  the  remaining  portion  of  the 
head  of  the  femur  and  the  shaft.” 

Following  this  x-ray  finding  and  pending  the  out- 
| come  of  his  cerebral  and  other  injuries,  a Thomas 
splint  with  extension  was  first  applied  to  the  left  leg 
; but  it  was  soon  found  to  be  unsatisfactory  due  to 
his  extreme  restlessness,  incontinence  and  the  be- 
' ginning  of  pressure  necrosis.  It  was  found  better  to 
i ipply  a Russell  extension  with  abduction.  Restraint 
increased  his  excitability  so  that  wrist  bands  were 
ised.  An  x-ray  check  three  days  later  showed  slight 
improvement  in  the  position  of  the  fragments  but 
Further  extension  was  indicated. 

On  September  11,  the  case  was  further  compli- 
; :ated  by  pneumonia  which  developed  at  the  base  of 

tDr.  MacKenzie  graduated  from  the  University  of 
Toronto  Medical  School,  also  graduated  from  Detroit  Col- 
ege  of  Medicine,  1916.  He  served  overseas  as  Captain  in 
he  Canadian  Army  Medical  Corps.  He  is  Junior  Surgeon, 
Jarper  Hospital,  Detroit;  Associate  Attending  Surgeon,  Re- 
ceiving Hospital;  Professor  of  Operative  Surgery,  Wayne 
Jniversity,  and  has  been  associated  with  Dr.  Angus  McLean 
ince  1919. 


lows : “The  left  hip  region  has  been  examined 

stereoscopically.  There  has  been  perfect  approxima- 
tion of  the  fragments  of  the  femoral  head  and  there 
are  apparently  normal  relations  of  the  femoral  head 
and  the  acetabulum.  The  only  abnormality  noted  is 
a small  bone  fragment  immediately  opposite  the 
upper  acetabular  region.  We  think  this  is  of  no 
immediate  clinical  interest.” 

The  pneumonia  meantime  having  cleared,  the 
question  now  arose  as  to  the  best  procedure  to  fol- 
low in  order  to  keep  the  fragments  approximated. 
We  felt  that  we  had  been  so  fortunate  in  being  able 
to  keep  the  fragments  approximated  up  to  this  time 
that  an  open  operation  with  excision  of  the  frag- 
ment, reposition  of  the  remaining  portion  of  the  head 
into  the  acetabular  cavity  with  resultant  ankylosis 
and  shortening  was  not  to  be  considered.  If  neces- 
sary, this  would  be  done  when  his  other  complica- 
tions had  cleared  away. 

He  remained  very  unmanageable  and  disoriented 
in  this  extension  until  October  6,  when  a double 
Spica  body  cast  was  applied.  X-rays  following  the 
application  of  the  cast  showed  the  position  of  the 


470 


FRACTURE  OF  HEAD  OF  FEMUR— MacKENZIE 


Jour.  M.S.M.S. 


fragments  unchanged.  The  following  day  he  was 
sent  to  his  home  by  ambulance. 

As  his  cerebral  symptoms  began  to  improve  it  was 
thought  advisable  to  remove  the  cast  in  an  endeavor 
to  quiet  him.  This  was  done  November  11.  For  the 
next  two  weeks  he  remained  comfortably  in  bed,  his 
mental  condition  rapidly  returning  to  normal.  Light 
and  heat  therapy  with  passive  motion,  gentle  massage 
and  full  doses  of  calcium  were  given  at  this  time. 
After  a few  days’  preliminary  skirmishing  he  was 
placed  in  a wheel  chair,  then  on  crutches,  and  was 
downstairs  November  25  for  dinner.  A walking 
caliper  was  fitted  at  this  time  but  proved  so  un- 
comfortable it  was  discarded.  On  December  25, 
fully  dressed,  he  went  for  a long  drive. 

Portable  x-ray  findings  as  of  January  2,  1934,  are 
as  follows : “Re-examination,  stereoscopically,  of  the 
left  hip  joint  shows  the  head  of  the  left  femur  to 
maintain  its  normal  anatomical  relation  to  the  acetab- 
ulum. The  fracture  line  through  the  femoral  head  at 
this  time  is  not  visible.  The  film  taken  of  the  left 


hip  and  compared  with  the  right  hip  shows  no  dif- 
ference in  the  appearance  of  the  tw'o  hips  except 
very  slight  demineralization  of  the  left  femoral  shaft 
which  is  secondary  to  the  immobilization.  In  con- 
clusion : Normal  anatomical  relations  of  the  left 

femoral  head  to  the  acetabulum.  The  fracture  line 
is  not  visible  at  this  time.  It  has  apparently  healed 
completely.” 

After  this  report  it  was  difficult  to  restrain  him. 
He  started  back  to  his  office  January  2,  discarding 
his  crutches  January  15  and  his  cane  February  1. 
He  began  driving  his  own  car  about  this  time  and 
by  March  1 his  activities  were  apparently  as  strenu- 
ous as  before  his  accident. 

Fractures  of  this  particular  kind  are  exceedingly 
rare,  as  a search  in  medical  literature  reveals,  and 
when  they  do  appear,  an  open  operation  is  usually 
indicated.  The  illustrations  show  the  nature  and 
extent  of  the  injury,  as  well  as  the  final  result  by 
means  of  abduction  and  Russell  extension. 


PREVENTION  OF  COMPLICATIONS  IN 
THYROID  SURGERY 

Arnold  S.  Jackson,  Madison,  Wis.,  states  that  an 
error  in  judgment  in  thyroid  surgery  either  at  the 
operating  table  or  later  may  be  responsible  for  the 
development  of  complications  that  greatly  alter  mor- 
tality statistics.  Although  such  a mistake  may  not 
result  in  the  death  of  the  patient,  it  may  change  his 
whole  future  health  and  welfare.  The  author  gives 
a list  of  the  complications  following  thyroidectomy 
and  divides  them  into  three  classes : immediate,  de- 
layed and  remote.  Few  surgeons  performing  any 
number  of  thyroidectomies  have  avoided  injuring 
one  or  even  both  nerves  at  some  time  in  their  ex- 
perience. The  greatest  care  should  be  used  in  plac- 
ing hemostats  on  the  lower  lateral  and  inferior  poles 
preparatory  to  resecting  the  gland.  The  failure  of 
the  surgeon  to  place  his  hemostats  sufficiently  high 
on  the  lateral  walls  at  the  start  accounts  for  the 
majority  of  complications  in  thyroid  surgery.  If 
the  gland  is  resected  from  within,  leaving  only  a 
thin  but  sufficiently  deep  outer  shell,  not  only  will 
injury  to  the  nerve  be  avoided  but  hemorrhage  from 
within  the  capsule  will  be  controlled.  Serious  bleed- 
ing from  within  the  capsule  can  be  controlled  with 
the  index  finger  pressing  upward  and  inward  along 
the  lateral  border  of  the  gland.  Injury  to  or  col- 
lapse of  the  trachea  may  be  avoided  by  careful  and 
not  too  rapid  dissection  in  a dry  field.  The  absence 
of  valves  in  the  thyroid  veins  and  their  tendency 
to  remain  patent  makes  it  important  to  ligate  every 
vessel  carefully,  preventing  air  embolism.  Proper 
preoperative  preparation  should  avert  acute  hyper- 
thyroidism. Complications  due  to  anesthesia  can  be 
eliminated  by  using  the  superficial  nerve  block  meth- 
od with  the  preoperative  use  of  10  grains  (0.6  gm.) 
of  sodium  barbital.  Leaving  a sufficient  shell  of 


gland  and  capsule  will  prevent  tetany.  Hemorrhage 
the  second  or  third  day,  however,  is  the  result  of 
improper  hemostasis.  Sufficient  iodine  by  mouth,  by 
duodenal  tube,  by  rectum  or  by  vein,  fluids,  ice  bags, 
sedatives,  oxygen,  good  nursing  and  psychology  will 
usually  control  hyperthyroidism.  Tracheitis  is  pre- 
vented by  a careful  operative  technic  in  avoiding 
trauma  of  any  sort  to  the  trachea  and  by  the  use  of 
a steam  tent,  codeine  and  atropine.  In  cardiac  fail- 
ure some  authors  believe  that  they  have  saved  many 
lives  with  digitalis ; Plummer  and  others  feel  that 
they  have  saved  lives  by  not  using  it.  Wound  in- 
fection is  less  often  seen  when  no  drainage  tube  is 
used.  Temporary  involvement  of  the  nerve  may 
occur  as  a result  of  edema  of  the  tissues  or  trauma. 
The  oxygen  tent  or  a nasal  catheter  connected  with 
an  oxygen  tank  is  indicated  in  tracheal  obstruction 
and  anoxemia.  The  treatment  of  mania  and  psy- 
chosis is  largely  that  of  a psychosis  from  other 
causes.  The  avoidance  of  postoperative  shock  has 
been  ably  elaborated  on  by  Crile.  All  goiter  patients 
should  be  examined  preoperatively  for  the  possibility 
of  glycosuria  as  a true  diabetes,  but  more  often  an 
acute  glycosuria  will  be  precipitated  by  thyroidec- 
tomy. The  author  has  seen  tetany  develop  as  late 
as  eight  months  after  thyroidectomy.  In  burned  out 
cases  of  exophthalmic  goiter  or  in  advanced  toxic 
adenoma,  cardiac  failure  is  apt  to  occur  in  from  one 
to  five  years  following  thyroidectomy.  To  prevent 
persistent  and  recurrent  hyperthyroidism,  a careful 
postoperative  regimen  should  follow,  with  iodine  for 
six  months,  high  caloric  diet,  permanent  restraint 
from  stimulants  and  proper  rest.  Likewise,  in  all 
cases  of  exophthalmic  goiter,  septic  tonsils,  if  pres- 
ent, should  be  removed  some  months  after  thyroid- 
ectomy. Electrosurgery,  however,  has  been  the  most 
important  factor  in  overcoming  this  most  serious  in- 
dictment of  thyroid  surgery. — Journal  A.  M.  A. 
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EDITORIAL 

HOSPITAL  INSURANCE 

The  Board  of  Regents  of  the  American 
College  of  Surgeons  is  reported  as  placing 
itself  on  record  as  favoring  hospital  insur- 
ance with  certain  restrictions.  The  board, 
for  instance,  does  not  favor  the  manage- 
ment of  insurance  funds  for  the  profit  of 
promoters  or  lay  agents.  There,  further- 
more, must  not  be  anything  that  will  inter- 
fere with  the  free  choice  of  physician  by 
the  patient  who  carries  hospital  insurance. 
It  is  further  specified  that  hospital  insurance 
must  accord  with  medical  ethics.  That  must 
mean,  among  other  things,  that  hospitals  re- 
frain from  practice  in  competition  with 
the  independent  practicing  physician.  Hos- 
pitals enjoy  certain  advantages  that  private 
physicians  do  not,  among  them  tax  exemp- 
tion, endowments  and  immunity  to  malprac- 
tice suits.  Hospitals  which  desire  to  be  fair 
with  the  medical  profession  will  not  include 
as  inducements  for  insurance,  laboratory, 
medical  or  surgical  service. 

Hospital  insurance  has  much  in  its  favor, 
for  often  the  smallest  item  in  the  so-called 
cost  of  medical  care  in  illness  severe  enough 
to  require  hospitalization  is  the  doctor’s  or 
the  surgeon’s  fee.  Were  the  burden  general- 
ly borne  as  it  would  be  under  an  adequate 
plan  of  hospital  insurance,  the  cost  of  con- 
fining illness  to  the  individually  insured  pa- 
tient would  be  materially  reduced. 

Many  members  of  the  medical  profession 


are  wont  to  view  health  insurance  with  cer- 
tain apprehension,  however,  fearing  that  it 
may  be  the  entering  wedge  to  something 
that  may  not  he  in  the  best  interests  of  those 
concerned.  They  feel  that  voluntary  insur- 
ance may  be  the  forerunner  of  compulsory 
insurance.  However,  insurance  is  apt  to  he 
a practice  indulged  in  hv  the  more  prudent, 
as  it  always  has  been  in  the  past.  The  ma- 
jority will  doubtless  take  a chance  on  not 
requiring  hospitalization  as  they  neglect  in- 
surance in  other  matters. 


BRAIN  TRUST 

This  term  as  used  by  the  daily  press  is 
not  meant  to  reflect  credit  on  the  President’s 
disposition  to  seek  trained  counsel  or  advice 
wherever  it  may  be  obtained.  It  is  some- 
what puzzling  that  an  enlightened  press 
should  assume  such  an  attitude.  Progress 
has  been  the  result  of  strenuous  study  and 
research.  The  automobile  and  the  aero- 
plane and  in  fact  almost  every  other  highly 
developed  mechanism  or  process,  chemical, 
physical,  even  today’s  medicine  and  surgery, 
are  the  result  of  the  efforts  not  of  medioc- 
rity hut  men  of  the  same  mental  calibre  as 
those  who  are  advising  in  the  various  de- 
partments of  the  government.  They  are 
really  “brain  trusters”  in  science.  The 
greatest  service  a man  may  render  his  gen- 
eration is  to  take  what  has  been  hitherto  a 
terminus  or  a blind  alley  and  make  of  it  a 
thoroughfare.  That  is  what  the  research 
scholar  is  doing. 

As  a nation  we  believe  in  education. 
Sometimes  we  are  apt  to  go  a little  too  far 
with  our  faith  in  what  might  be  called  mass 
education.  There  are  doubtless  many  seek- 
ing college  training  who  are  maladjusted 
and  who  will  fail  to  make  good  when  they 
are  thrust  upon  a hostile  world.  This  fact, 
however,  should  not  constitute  an  argument 
in  favor  of  mediocrity.  There  are  many 
trained  thinkers  in  the  nation.  Why  should 
any  one  disparage  the  tendency  to  look  to 
them  for  advice  if  not  guidance? 

As  a profession  modern  medicine  tries  to 
learn  from  those  best  qualified  to  teach. 
That  is  what  post-graduate  instruction 
really  means — namely  recognition  of  the 
best  brains  in  medicine.  The  matter  of  gov- 
ernment is  as  complex  as  the  body  of  knowl- 
edge that  makes  up  every  one  of  the  various 
sciences.  It  requires  as  much  effort  and  as 
keen  acumen  to  master  its  principles  as  any 
one  of  the  various  sciences.  In  a complex 
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society  it  is  more  scholarship  rather  than 
less  that  is  required  if  democracy  is  to  yield 
its  best. 

A wise  man  is  one  who  will  seek  advice 
from  experts  and  then  correlate  it  to  his 
own  knowledge  and  understanding.  We 
have  complained  from  time  to  time  of  the 
mediocrity  of  many  men  who  represent  us 
in  the  various  forms  of  government  from 
municipal  to  national.  The  so-called  "brain 
truster”  is  the  opposite  extreme.  However, 
he  is  not  representing  the  nation.  He  is 
simply  giving  of  the  results  of  his  research 
and  study  much  as  the  physical  scientist  aids 
industry.  This  is  not  an  argument  for 
bureaucracy  or  for  the  regimentation  of  in- 
dustrial or  professional  life,  which  the 
writer  does  not  favor;  we  believe  that  the 
upmost  good  can  come  only  by  the  greatest 
freedom  consistent  with  the  rights  of  others. 


MADAME  CURIE 

The  death  of  Madame  Curie  on  July  4 
removed  one  of  the  greatest  research  work- 
ers in  a field  outside  of  medicine  but  which 
has  been  of  inestimable  value  to  medicine 
for  nearly  a third  of  a century.  Her  name 
will  be  forever  associated  with  the  discovery 
of  radium,  which  has  been  such  a valuable 
agent  in  the  treatment  of  malignant  dis- 
ease. The  last  decade  of  the  nineteenth 
century  witnessed  discoveries  that  were  in  a 
short  time  to  revolutionize  the  science  of 
physics.  But  we  are  here  concerned  with 
the  effect  of  such  discoveries  on  medicine. 

In  1895  Roentgen  discovered  the  x-rays. 
A few  weeks  following  Roentgen’s  discov- 
ery, Poincare,  the  French  scientist,  felt  that 
since  fluorescence  within  a glass  tube  ap- 
peared to  be  a necessary  condition  for  the 
production  of  x-rays,  it  would  be  interesting 
to  stuclv  the  similar  phenomenon  of  ordi- 
nary fluorescent  or  phosphorescent  sub- 
stances. Henri  Becquerel,  another  French 
scientist,  undertook  the  problem,  beginning 
fortunately  with  uranium  compounds,  the 
double  sulphates  of  uranium  and  platinum, 
which  were  markedly  fluorescent.  After  a 
number  of  carefully  planned  experiments  it 
was  found  that  the  fluorescence  had  a chem- 
ical effect  on  sensitive  photographic  plates 
similar  to  that  produced  by  the  newly  dis- 
covered x-rays.  The  new  light  became 
known  by  the  name  of  the  experimenter — 
Becquerel  rays.  These  studies  were  made 
during  the  years  1896-7. 

Taking  a cue  from  the  work  of  Becquerel 


others  took  up  the  work  with  uranium  salts. 
Chief  among  such  research  students  was 
Marie  Sklodowska  (Curie),  of  Polish  birth, 
who  was  afterwards  married  to  Pierre 
Curie,  a French  physicist.  The  husband 
turned  aside  from  his  researches  on  the 
properties  of  crystals  to  cooperate  with  his 
wife  in  her  work  on  radioactivity  and  as  a 
result  we  have  the  discovery  of  radium, 
file  story  is  admirably  told  by  Glasser  in 
"The  Science  of  Radiology.” 

Madam  Curie  continued  her  researches 
until  her  later  years  when,  like  many  other 
pioneer  radium  and  x-ray  workers,  she  fell 
a victim  of  the  therapeutic  agent  she  did  so 
much  to  develop. 


FRACTURE  OF  THE  SCAPHOID 

The  carpal  scaphoid  is  a small  bone  but  it 
occupies  a strategic  position  in  human  an- 
atomy. It  is  a question  whether  the  impor- 
tance of  fracture  of  the  scaphoid  or  navic- 
ular (both  words  mean  “boat-like”)  bone 
is  fully  realized  by  many.  Often  if  there  is 
no  marked  deformity  following  injury  to 
the  wrist,  the  condition  is  diagnosed  as  a 
sprain  without  any  x-ray  examination  being 
made.  The  end-result  is  apt  to  be  very  dis- 
appointing to  the  patient. 

The  bones  of  the  wrist  receive  their  blood 
supply  from  terminal  branches  of  the  radial 
and  ulnar  arteries.  The  scaphoid  is  a some- 
what irregular  "boat-shaped”  bone,  as  the 
name  implies,  made  up  largely  of  cancellous 
structure  with  a thin  cortex.  The  articular 
surfaces  are  in  contact  with  cartilage  and 
the  other  surfaces  are  rough  for  the  attach- 
ment of  tendons  and  ligaments.  When  in- 
jured the  scaphoid  is  apt  to  be  broken  rather 
than  dislocated.  To  function  normally  the 
wrist  has  great  latitude  of  motion,  practical- 
ly all  the  movements  of  all  kinds  of  joints 
except  rotation.  When  fractured  there  is 
often  interference  with  the  blood  supply 
with  the  result  that  the  bone  becomes  ne- 
crosed. The  pathology  may  extend  to  other 
parts  with  resulting  limitation  of  motion  and 
with  pain. 

Burnett*  stresses  the  importance  of  early 
diagnosis  by  x-ray  examination  of  all  wrist 
injuries,  and,  where  a diagnosis  of  fracture 
of  the  scaphoid  is  established,  immobiliza- 
tion and  rest  should  be  secured  to  obtain 
bony  union  if  possible.  T his  should  contin- 

*Burnett,  Joseph  H.  : Fracture  of  the  (navicular)  carpal 

scaphoid.  New  England  Journal  of  Medicine,  July  12,  1934. 
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tie  according  to  this  writer  for  a period  of 
six  weeks.  A plaster  of  Paris  cast  is  pref- 
erable to  splints.  Following  the  immobiliza- 
tion period  the  wrist  should  be  massaged. 
He  applies  the  cast  with  the  wrist  in  the 
cock-up  position  with  slight  radial  flexion. 
The  six  weeks  period  of  rest  is  emphasized 
to  facilitate  repair  of  blood  vessels  and  res- 
toration of  the  circulation  as  well  as  for  re- 
pair of  the  torn  ligaments. 

In  cases  in  which  there  is  marked  separa- 
tion or  comminution  of  the  fragments  Bur- 
nett advocates  surgical  removal  of  part  or 
all  of  the  bone. 

Then  he  goes  on  to  deal  with  cases  which 
have  been  unrecognized  and  therefore  im- 
properly treated  until  considerable  time  has 
elapsed  following  the  original  injury.  Opin- 
ion varies  in  regard  to  method  of  handling 
such  cases.  Some  surgeons  advocate  re- 
moval of  the  fragments.  Many  others 
would  leave  well  enough  alone. 

The  disappointing  results  which  frequent- 
ly follow  injury  of  the  scaphoid  bone  de- 
mand a careful  study,  preferably  x-ray  ex- 
amination of  all  wrist  injuries;  it  should  be 
a routine  procedure  also  in  all  Colies  frac- 
tures. 


HISTORY  OF  ANATOMICAL 
INJECTION* 

The  two  periods  of  greatest  advance  in 
human  anatomy  have  been  associated  with 
the  Post-Vesalian  dissectors  and  with  the 
achromatic  compound  microscope.  During 
the  first  period,  the  injection  of  vessels  and 
hollow  organs  with  colored  masses  was  the 
outstanding  research  method  beyond  the 
use  of  the  scalpel  and  probe.  In  the  latter 
period,  injection  has  provided  not  only  a 
useful  didactic  tool,  but  also  an  important 
method  in  the  development  of  microscopic 
anatomy. 

By  means  of  injection,  anatomists  have 
been  able  to  demonstrate  the  circulation  of 
the  blood,  the  extent  of  vascular  supply,  the 
anastomoses  between  blood  vessels  and  the 
existence  of  end  arteries.  Knowledge  of 
the  ramifications  of  lymphatic  vessels,  of  the 
independence  of  the  blood  and  lymphatic 
systems  and  of  the  valves  of  veins  and 
ymphatics  has  also  depended  largely  upon 


*This  is  one  of  series  of  historical  editorials  on  methods 
ind  devices  that  have  aided  in  the  development  of  medicine 
ind  surgery. 


injection.  In  addition,  one  may  attribute  to 
injection  technics  the  disproval  of  the  hol- 
low nerves  of  the  Galenic  physiology,  the 
demonstration  of  a placental  barrier  between 
the  maternal  and  fetal  circulations,  and  the 
discovery  of  the  continuity  of  the  duct  sys- 
tem of  the  testes  and  of  other  glands. 
Finally,  anatomical  injection  has  led  to 
methods  for  the  preservation  of  bodies  and, 
because  of  the  picturesque  quality  of  manv 
injections,  to  an  important  pedagogical  de- 
vice. 

During  the  period  before  Harvey,  few  in- 
jections had  been  made.  Galen  had  inflated 
the  cerebral  vessels  with  air;  da  Vinci  had 
filled  the  ventricular  cavities  of  the  brain 
with  wax;  da  Carpi,  in  1521,  using  a 
syringe,  had  injected  the  renal  vessels  with 
water;  and  Massa,  fifteen  years  later,  had 
inflated  the  tubes  of  the  kidney  with  air. 
Other  anatomists  occasionally  studied  the 
distribution  of  blood  vessels  after  injection. 

Harvey  used  the  injection  technic  in  sup- 
porting his  view  of  the  circulation  of  the 
blood.  In  a letter  defending  his  treatise  on 
circulation,  he  mentioned  an  experiment  in 
which  water  injected  into  the  right  ventricle 
passed  into  the  lungs  and  returned  through 
the  pulmonary  veins  to  the  left  ventricle.  In 
1652,  Marchettis  injected  water  into  the 
arteries,  through  the  capillaries  and  into  the 
veins.  During  the  first  part  of  the  seven- 
teenth century,  water,  wine  and  air  were  the 
principal  injecting  media.  Because  they 
escaped  too  readily  from  the  vessels,  such 
media  were  of  minor  importance  in  anat- 
omy, though  they  were  of  considerable  value 
in  physiological  experiments.  At  this  time, 
it  was  learned  that  air  injected  into  the 
blood  vessels  of  living  animals  killed  them, 
that  wine  and  ale  injected  into  the  blood 
vessels  made  animals  drunk,  that  intervas- 
cular  injection  of  drugs  had  a rapid  physi- 
ological effect  and  that  the  injection  or 
transfusion  of  blood  from  one  animal  to 
another  was  possible. 

The  latter  seventeenth  and  the  eighteenth 
century  saw  numerous  developments  in  vari- 
ous methods  of  injection.  The  injecting  of 
ink  into  the  renal  vessels  and  air  and  mer- 
cury into  the  pulmonary  vessels  led  Malpighi 
to  important  anatomical  conclusions.  Willis 
in  1664  demonstrated  with  colored  fluids  the 
anastomoses  of  the  internal  carotid  arteries 
below  the  brain.  Robert  Boyle  suggested 
the  use  of  injecting  fluids  which  would  later 
solidify,  such  as  plaster,  warm  wax  and 
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gelatin.  Pequet  was  the  first  to  apply  this 
method  by  injecting  into  the  thoracic  duct 
hot  milk  which  congealed  on  cooling.  In 
1668,  de  Graaf  published  a small  book  on 
injection  technic  in  which  appeared  figures 
of  a modern  syringe  with  long  bent  cannulm 
which  could  be  attached.  He  introduced 
the  method  of  injecting  adjacent  blood  ves- 
sels with  different  colors  to  demonstrate  the 
extent  of  their  supply.  About  the  same 
time,  Swammerdam  adopted  the  method  of 
injecting  with  colored  wax,  standardized  the 
procedure  and  prepared  permanent  prepara- 
tions of  injected  organs.  The  outstanding 
injector  who  demonstrated  the  ubiquity  of 
the  vascular  system  was  Frederick  Ruysch. 
He  used  a semi-fluid  mass  of  white  wax, 
suet  and  tallow  colored  by  vermillion,  and 
he  preserved  his  specimens  in  dilute  alcohol 
or  by  drying  and  varnishing.  (Alcohol  as  a 
preserving  medium  had  been  known  only 
since  the  time  of  Boyle.)  Caspar  Bartho- 
lin flushed  out  vessels  with  water  previous 
to  adding  the  injection  mass. 

Bidloo  prepared  an  amalgam  of  bismuth 
and  mercury  for  injection  into  the  lungs. 
When  the  tissues  were  removed  by  corro- 
sion, a cast  of  the  cavities  remained.  Such 
anatomists  as  Duncan,  Nuck,  Cowper, 
Muys  and  Albinus  routinely  used  colored 
wax,  mercury  and  corrosion  preparations 
for  the  demonstration  of  anatomical  details. 
Homberg  (1702)  devised  a metal  of  low 
melting  point  consisting  of  lead,  tin  and 
bismuth  for  anatomical  injections.  The  low 
fusing  metals,  however,  were  used  infre- 
quently before  the  nineteenth  century.  Rou- 
hault  used  gelatin  or  isinglass  for  injection. 
In  1733,  Stephen  Hales  contended  that  the 
pressure  of  injection  should  be  equal  to  the 
arterial  pressure,  and  therefore  he  devised 
an  injection  apparatus  which  maintained  a 
constant  pressure.  Le  Cat  filled  cavities  with 
wax  and  then  sectioned  the  body,  thus  intro- 
ducing the  principle  of  paraffin  imbedding. 
Lieberkuhn,  another  outstanding  injector, 
was  the  first  to  successfully  inject  micro- 
scopic vessels.  In  the  preparation  of  his 
museum,  John  Hunter  used  injections  of 
resins,  fats,  glue  and  gelatin.  Various 
colored  metallic  salts — red,  yellow,  blue, 
green,  white — were  introduced  into  the  in- 
jection masses.  Seventeenth  century  anat- 
omists had  injected  the  lymphatics  with 
milk,  colored  watery  fluids  and  oily  masses. 
Nuck  in  1692  injected  the  vessels  with  mer- 
cury. Paolo  Mascagni  (1787)  produced 
some  of  the  finest  lymphatic  injections 


known  with  mercury.  Fohmann  (1833) 
introduced  the  technic  of  random  puncture 
for  lymphatic  injection.  A fine  cannula  is 
inserted  into  the  tissue  at  random  until  the 
injection  fluid  happens  to  enter  a lymphatic 
vessel.  When  the  vessel  is  colored  by  the 
fluid,  it  is  followed  along  and  reinjected. 
This  technic  has  been  used  often  by  modern 
anatomists.  The  small  Teichmann  syringe 
was  much  used  in  injecting  lymph  vessels 
after  1861. 

Toward  the  end  of  the  eighteenth  century, 
though  anatomists  continued  to  inject,  there 
were  fewer  innovations  in  technic  beyond 
the  introduction  into  the  blood  vessels  of 
preserving  agents,  such  as  corrosive  sub- 
limate and  arsenic,  a practice  which  was  to 
lead  to  embalming  methods  in  the  nine- 
teenth century.  The  older  anatomists  pre- 
ferred to  inject  material  after  the  period  of 
rigor  mortis  and  frequently  the  best  injec- 
tions were  made  in  nearly  putrefying  mate- 
rial. Injections  were  made  with  syringes 
or  siphon  devices.  In  wax  injection,  the 
body  or  organ  to  be  injected  was  warmed 
in  a vat  of  heated  water.  A thin  wax  was 
first  injected  and  this  was  followed  by  a 
heavier  wax  for  the  larger  vessels.  Fre- 
quently, parts  needed  massaging  in  order  to 
permit  complete  introduction  of  the  injec- 
tion. For  fine  injection  gelatin  had  come  to 
be  recognized  as  the  most  important  me- 
dium. 

With  the  development  of  the  achromatic 
compound  microscope  in  the  first  third  of 
the  nineteenth  century,  a new  injection  tech- 
nic, namely  microscopic  injection,  arose. 
Gross  injection  continued  to  be  a popular 
technic,  particularly  as  it  concerned  the 
study  of  the  lymphatic  system,  although 
such  men  as  Strauss-Durckheim  and  Hvrtl 
made  important  studies  on  the  vascular 
anatomy  of  individual  organs.  The  adap- 
tation of  the  microscope  to  the  study  of  in- 
jections required  certain  changes  in  injec- 
tion methods.  Gelatin,  glue,  glycerine  and 
egg  white  were  the  principal  media  for 
microscopic  injection,  but  the  use  of  waxy, 
resinous  or  oily  masses  was  not  discon- 
tinued. The  use  of  transparent  injection 
masses  in  microscopic  work  proved  to  be 
better  than  the  opaque  masses  of  gross  in- 
jection. Wood  extracts,  carmin  and  anilin 
colors,  which  were  employed  in  staining  tis- 
sues, were,  whenever  possible,  used  as  colors 
for  injection  masses,  though  these  dyes  fre- 
quently diffused  through  the  blood  vessel 
walls.  When,  in  the  middle  of  the  nine- 
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teenth  century,  it  was  discovered  that  Ber- 
lin blue  and  Turnbull  blue  existed  in  a col- 
loidal state  as  well  as  in  an  insoluble  form, 
the  soluble  blue  colors  became  outstanding 
injecting  substances.  Other  colloidal  sub- 
stances, such  as  Chinese  or  India  ink,  were 
introduced  in  the  last  quarter  of  the  century. 

A method  was  devised  by  Krause  (1837) 
and  Bowman  (1842)  in  which  a soluble  lead 
salt  and  a soluble  bichromatic  salt  were  in- 
jected consecutively  into  vessels.  The  inter- 
action of  the  two  solutions  resulted  in  the 
precipitation  of  the  insoluble  lead  bichro- 
mate salt  in  the  blood  vessels.  Doyere 
injected  solutions  which  resulted  in  the  pre- 
cipitation of  Berlin  blue,  silver  iodide  and 
barium  sulphate.  A score  of  years  later, 
Key  and  Retzius  injected  clear  solutions  into 
the  cerebro-spinal  fluid  of  living  animals  and 
later  killed  the  animals  with  agents  which 
precipitated  a color.  By  killing  the  animals 
at  different  times  after  the  first  injection, 
they  were  able  to  investigate  the  path  of 
cerebro-spinal  circulation,  This  method  has 
been  much  used  in  establishing  the  pathway 
of  cerebro-spinal  circulation  and  the  circu- 
lation of  enclolymph. 

Robin  and  later  Schiefferdecker  injected 
colloidin  into  blood  vessels.  When  the 
animal  tissue  was  macerated  away  from  the 
injecting  material,  a cast  of  the  blood  vessel 
was  obtained  similar  to  the  metallic  corro- 
sion preparations  of  gross  anatomy.  In 
1904,  Ivrassuskaja  and,  in  1906,  Huber  pre- 
pared corrosion  preparations  using  cellu- 
loid, a compound  of  colloidin  and  camphor 
which  had  been  known  since  1869. 

In  the  technic  of  microscopic  injection 
procedure,  Strauss  - Durckheim  ( 1842) , 
Robin  (1849  and  1871),  Hyrtl  (1860)  and 
Ranvier  (1888)  were  the  principal  innova- 
tors. Glass  syringes,  fine  metal  and  glass 
detachable  cannuke,  syringes  with  two  way 
stop-cocks  for  filling  the  instrument  and  ap- 
paratus for  continuous  injection  were  de- 
vised. During  the  latter  half  of  the  cen- 
tury, pressure  manometers  were  attached  to 
the  apparatus  and  syringes,  and  a number  of 
injecting  devices  depending  upon  hydro- 
static or  air  pressure  were  used  to  force  the 
injection  mass  into  the  vessels.  Injections 
were  now  performed  upon  material  as  soon 
after  death  as  possible.  Mayer  employed 
potassium  chloride,  Hill,  lactic  acid,  and 
Oviatt  and  Sargent,  amyl  nitrate  and  ether, 
for  dilating  the  vessels.  When  these  sub- 
stances were  injected  previous  to  the  inject- 
ing masses  or  when  mixed  with  the  injecting 


mass,  the  small  blood  vessels  were  dilated 
and  allowed  the  injection  to  flow  easily.  The 
use  of  anticoagulants  prevented  blood  clot- 
ting. Camillo  Golgi,  in  1886,  and  Mann, 
shortly  after,  introduced  the  method  of  in- 
jecting preserving  fluids  into  the  blood  ves- 
sels of  living  specimens  to  procure  the 
quickest  possible  fixation  of  tissues.  Dur- 
ing the  nineteenth  century,  the  application 
of  injection  technics  to  microscopical  in- 
vestigation and  the  refinement  of  injection 
methods  and  procedures  in  general  were  the 
outstanding  accomplishments  in  this  field. 

In  the  present  century,  four  injection 
technics  have  been  devised.  Flint  and 
Knower  discovered  methods  for  injecting 
living  embryos.  Spalteholtz  has  perfected  a 
method  of  rendering  tissue  transparent  so 
that  injected  organs  may  be  studied  without 
disturbing  the  surrounding  tissues.  The 
third  technic  is  that  of  injecting  prepara- 
tions for  x-ray  study.  In  1897,  Stiles  in- 
jected mercury  into  blood  vessels  and  with 
the  x-ray  produced  shadow  pictures  of  the 
injected  substance.  The  use  of  bismuth 
subnitrate  and  barium  sulphate  has  largely 
replaced  mercury  and  Hinman  and  his  co- 
workers (1923)  have  adapted  a colloidin 
injection  technic  to  the  use  of  heavy  salts 
for  x-raying  specimens.  Finally,  Chambers, 
through  his  micro-injection  technic  has  been 
able  to  introduce  foreign  particles,  indicator 
solutions  and  chemicals  into  the  cytoplasm 
and  nucleus  of  individual  living  cells. 


SYNCHRONOUS  MULTIPARITY 
(New  England  Medical  Journal) 

Despite  the  bursts  of  public  enthusiasm  and  in- 
spirational journalism  which  have  attended  the  most 
extraordinary  instance  so  far  recorded  of  what 
might  euphemistically  be  termed  synchronous  multi- 
parity, the  birth  of  quintuplets  is  nevertheless  of  dis- 
tinct medical  interest.  In  all  medical  history  some- 
thing over  thirty  cases  of  quintuplets  have  been  re- 
corded ; no  properly  authenticated  case  of  sextuplets. 
Prior  to  the  notable  achievement  of  Olivia  Dionne, 
no  unquestionable  set  of  quintuplets  has  survived  as 
such  for  more  than  fifty  minutes.  At  the  time  of 
writing,  the  Canadian  quintuplets,  weighing  a total 
of  thirteen  pounds  at  birth,  have  traveled  in  each 
other’s  company,  their  ranks  unbroken,  through  this 
vale  of  tears  for  fifteen  days.  Perhaps  they  are 
aware  of  their  goal  and  are  striving  for  its  attain- 
ment— exhibitionism  on  a family  pedestal  in  the 
World’s  Fair  at  Chicago. 

According  to  Professor  Alan  F.  Guttmacher  of 
Tohns  Hopkins  University,  multiple  births  are  most 
likely  to  occur  between  the  ages  of  thirty-five  and 
forty.  The  mother  of  our  present  quintuplets  is  an 
exception  to  the  rule,  boasting  only  twenty-four  sum- 
mers ; seven  less  than  her  husband.  The  rarity  of 
birth  multiplicity  increases,  obviously,  with  the  num- 
ber of  babes  at  the  birth.  W.  W.  Greulich,  of  the 
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University  of  Colorado,  studied  100,000,000  births, 
establishing  one  in  87  as  the  chance  for  twin  births. 
The  square  of  87,  or  7,569,  gives  the  chances  in  favor 
of  triplets;  its  cube,  or  658,503  the  chances  in  favor 
of  quadruplets.  If  this  rule  continues  to  hold  true 
in  the  higher  registers,  quintuplets  should  make  their 
appearance  once  in  every  57,289,761  births! 

The  chances  of  all  five  surviving  the  period  of 
infant  mortality,  at  this  rate,  would  require  an  array 
of  digits  so  far  known  only  to  astronomy. 


AN  ALIBI 

A card  expert  is  reported  to  have  said  that  one 
who  cannot  control  his  temper  will  never  be  a suc- 
cess at  Bridge.  A poet  of  the  Manchester  Guardian 
has  seized  upon  the  thought  and  presents  the  readers 
of  that  periodical  with  the  four  verses  here  printed. 
They  are  reproduced  here  in  the  hope  that  they  may 
supply  the  necessary  alibi  for  some  member  of  our 
profession  who  is  asked  to  make  a fourth  at  the 
Bridge  table. 

As  one  whose  mind  (for  so  I find)  is  stupefied  by 
cards, 

I note  that  chairman’s  statement  with  the  kindest  of 
regards ; 

For  half  an  hour  at  whist  or  bridge  (I  here  and 
frankly  tell  ye) 

And  my  poor  brain  beneath  the  strain  goes  wambly 
like  a jelly. 

Yet  people  come  and  ha  and  hum  with  “Make  a 
fourth  at  bridge?” 

And  I must  pout  and  feel  about  the  size  of  flea 
or  midge; 

I wanly  say  “I  do  not  play,”  whereat  they  look  sur- 
prised ; 

I’m  left  exempt,  but  their  contempt  is  not  at  all  dis- 
guised. 

But  now  one  sees  a better  wheeze  instead  of  that 
old  whine. 

And  when  they  come,  why,  “Fee,  fo,  futn !”  shall 
be  my  bolder  line. 

Thanks  to  the  hint  the  papers  print  from  that  bridge- 
playing boss 

I shall  thwart  their  scheme  and  my  self-esteem 
will  not  be  at  a loss. 

To  him  who  bids  me  “make  a fourth”  the  lay  will 
he:  “My  lad, 

I simply  dare  not  play  at  cards — my  temper  is  too 
bad. 

Bridge,  did  you  say?  Away,  away! — before  I cut 
up  rough, 

And  run  about  and  roar  and  shout  and  do  my  cave- 
man stuff !” 


NEW  YORK  HOSPITAL  PRACTISES 
MEDICINE 
(New  York  Times) 

In  a radical  departure  from  the  usual  American 
hospital  practice,  a plan  was  announced  by  the  Sy- 
denham Hospital  last  night  to  give  white-collar 
workers  earning  less  than  $5,000  a year  the  privilege 
of  three  weeks’  hospitalization  for  $10  a year.  Such 
patients  will  receive  all  treatments  at  costs,  with  the 
understanding  that  the  maximum  fee  for  any  one 
patient  will  not  be  more  than  $100. 

Simon  Bergman,  president  of  Sydenham  Hospital, 
one  of  the  institutions  approved  by  the  American 
College  of  Surgeons,  announced  the  plan  last  night 
at  the  annual  dinner  of  the  hospital  at  the  Biltmore. 
He  also  revealed  that  a banking  institution  has  pro- 
vided facilities  whereby  patients  may  pay  for  hos- 
pitalization care  in  $2  weekly  instalments,  as  a 
further  aid  in  the  move  to  reduce  hospital  costs. 


“Our  aim  is  to  help  the  group  commonly  called 
the  white-collar  class,”  Mr.  Bergman  said.  “By 
means  of  our  plan  they  will  be  able  not  only  to 
afford  hospitalization  but  also  to  maintain  their  self- 
respect. 

_ “Our  group  hospitalization  plan  will  include  only 
single  persons  not  earning  more  than  $3,000  and 
married  persons  earnings  not  more  than  $5,000  a 
year.  Persons  in  the  group-plan  for  the  payment 
of  $10  a year  will  be  assured  of  a three  week  stay 
in  our  semi-private  pavilion  should  they  need  hos- 
pitalization. 

“For  the  first  three  weeks  of  their  stay  the  mem- 
bers of  this  group  will  not  have  to  pay  any  fees 
for  their  stay  in  the  hospital.  All  the  necessary 
x-ray  and  other  laboratory  work  will  be  given  at 
cost.  In  cases  where  an  operation  is  necessary,  there 
will  be  no  charge  made  for  the  operating  room  or 
anesthesia.  The  physicians  on  the  staff  of  the  Sy- 
denham Hospital  have  organized  and  are  cooperat- 
ing with  this  plan.” 

The  . $100  maximum  fee  will  include  any  major 
operation,  according  to  Mr.  Bergman.  Should  a 
second  operation  be  needed  there  will  be  no  extra 
charge. 

The  new  plan  will  be  put  into  effect  by  next  Fall, 
Mr.  Bergman  said. 

— New  York  Times,  April  15,  1934. 


CARBON  DIOXIDE  AND  OXYGEN  IN 
OBSTETRICS 

W.  T.  McConnell  and  Roland  L.  McCormack, 
Louisville,  Ky.,  point  out  that  three  years  of  oxygen 
administration  (1928-1931)  with  some  means  of  ar- 
tificial respiration  failed  to  decrease  the  mortality 
rate  in  the  asphyxias  or  to  overcome  atelectasis,  the 
forerunner  of  pneumonia.  Carbon  dioxide  alone  was 
obviously  not  used  ; but  the  use  of  variable  mixtures 
of  carbon  dioxide  and  oxygen,  from  5 to  30  per 
cent  of  carbon  dioxide,  with  a full  complement  of 
oxygen,  for  the  past  two  years  in  their  practice  of 
obstetrics  and  treatment  of  the  new-born  enables 
them  to  say  that  they  have  not  failed  to  resuscitate  a 
single  asphyxia  patient  except  one  with  cerebral 
hemorrhage  and  one  with  a congenital  abnormality 
of  the  heart.  They  have  had  no  atelectasis  that  was 
not  easilv  controlled  with  the  mixtures  and  have  had 
no  subsequent  bronchitis  or  pneumonia.  Similar 
treatment  of  the  new-born  in  the  obstetric  service 
at  the  Louisville  City  Hospital,  for  the  past  year,  has 
yielded  equally  good  results  in  respect  to  neonatal 
pulmonary  complications.  Their  routine  neonatal 
treatment  of  premature  infants  includes  the  adminis- 
tration of  5 per  cent  of  carbon  dioxide  and  95  per 
cent  of  oxygen  into  a tent  for  a few  minutes  three 
times  a day.  The  length  of  time  of  each  treatment 
is  determined  by  the  respiratory  response  of  the 
patient,  but  the  average  is  about  fifteen  minutes. 
The  development  of  shock  during  anesthesia  and 
following  the  emptying  of  the  uterus  is  mainly  due 
to  the  anesthetic  or  to  fatigue,  or  to  both.  In  the 
authors’  private  work  they  have  adopted  the  plan  of 
administering  a few  inhalations  of  carbon  dioxide 
and  oxygen  immediately  following  the  expulsion  of 
the  placenta  and  they  have  had  no  undue  bleeding 
from  the  placental  site  in  any  of  these  cases  in  two 
years.  In  the  hospital  they  have,  for  the  past  several 
months,  employed  carbon  dioxide  and  oxygen  inhala- 
tions as  a routine  in  all  cases  of  profuse  bleeding 
from  the  placental  site  following  the  expulsion  of 
the  placenta.  Records  on  twenty-five  such  cases 
show  uniformly  good  results.  Carbon  dioxide  and 
oxygen  mixtures  safely  and  promptly  combat  uterine 
inertia  in  the  first  stage  of  labor,  and  abdominal 
distention  following  cesarean  section  is  promptly  re- 
lieved.— Journal  A.  M.  A. 
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COMMUNICABLE  DISEASES 

During  the  months  of  May  and  June,  typhoid  fever 
showed  some  increase.  Most  of  the  cases  were 
sporadic  and  scattered  throughout  rural  Michigan. 
The  greatest  concentration  of  cases  was  in  the  city 
of  Jackson  and  vicinity.  An  investigation  is  under 
way  to  determine  the  cause  and  to  learn  whether 
there  is  any  common  source  attributable.  Neither 
the  public  water  supply  nor  any  milk  supply  is  under 
suspicion.  Although  the  outbreak  is  apparently  past, 
the  investigation  is  continuing  and  all  cases  will  be 
followed  through  completely. 

Scarlet  fever,  after  a season  of  exceedingly  high 
prevalence,  is  rapidly  declining  as  judged  from  the 
number  of  reported  cases.  The  year  promises  to 
show  the  highest  number  of  cases  on  record. 

VISITORS 

During  June  the  Michigan  Department  of  Health 
had  six  Fellow  visitors  from  the  Rockefeller  Foun- 
dation. These  men  have  been  students  at  either  the 
Johns  Hopkins  or  Harvard  Schools  of  Public  Health, 
and  have  spent  from  two  days  to  two  weeks  studying 
the  work  of  the  state  department  as  well  as  the 
county  health  departments.  With  the  exception  of 
one  Fellow,  all  visited  at  least  three  county  health 
units. 

The  visitors  were  as  follows : 

Dr.  R.  W.  Ball,  Health  Officer,  Richland  County, 

South  Carolina 

Dr.  N.  C.  Knight,  Director,  Sunflower  County  Health 

Department,  Mississippi 
Dr.  B.  Newsom,  Seattle  Health  Department 
Dr.  L.  L.  Parks,  County  Health  Officer,  Alabama 

State  Health  Department 

Dr.  C.  J.  Vaughn,  Director,  Holmes  County  Health 

Department,  Mississippi 
Dr.  H.  M.  Johnston,  Jamaica. 

SUMMER  CONFERENCE  FOR  HEALTH 
OFFICERS 

A Summer  Conference  for  Health  Officers  was 
held  at  Clear  Lake,  summer  camp  of  the  W.  K. 
Kellogg  Foundation,  on  Friday  and  Saturday,  June 
15  and  16,  sponsored  by  the  Michigan  Public  Health 
Association  and  with  the  Kellogg  Foundation  as  host. 
Forty-five  county,  district,  and  city  health  officers 
and  guests  were  in  attendance. 

The  Administrative  Aspects  of  Tuberculosis  Con- 
trol occupied  the  opening  session  on  Friday  morning, 
with  special  attention  to  the  provisions  of  the  tuber- 
culosis law  and  to  the  results  of  the  tuberculin  test- 
ing and  x-ray  program  that  has  been  carried  on  by 
the  Michigan  Tuberculosis  Association.  T.  J.  Werle. 
Executive  Secretary  of  the  Association,  presented 
the  work  of  his  organization. 

At  the  evening  session,  Dr.  Haven  Emerson  of 
New  York,  President  of  the  American  Public  Health 
Association,  was  a guest  and  talked  informally  of 
the  present  poliomyelitis  outbreak  in  California,  the 
encephalitis  epidemic  in  St.  Louis,  and  the  varying 
opinions  as  to  the  advisability  of  vaccinating  chil- 
dren against  tuberculosis  with  B.C.G.  The  speaker 
of  the  evening  was  Dr.  Bruce  Douglas,  President  of 
the  Michigan  Tuberculosis  Association,  who  dis- 
cussed the  case  finding  program  of  the  Association. 

Everyday  Problems  in  the  Handling  of  Com- 


municable disease,  Pre-school  Child  Health  Program, 
and  Methods  of  Enlisting  Community  Cooperation 
were  topics  of  the  closing  session  on  Saturday  morn- 
ing. In  the  discussion  of  undulant  fever,  coopera- 
tion with  the  State  Department  of  Agriculture  re- 
ceived special  consideration. 

CHILD  HYGIENE  NOTES 

Dr.  Ida  M.  Alexander  has  resumed  her  field  work 
following  an  absence  of  six  months  due  to  a frac- 
tured femur.  She  has  begun  a series  of  women’s 
classes  in  Huron  County,  where  she  will  be  located 
for  a period  of  five  weeks. 

A five  weeks’  series  of  women’s  classes  is  being 
carried  on  in  Mackinac  County  by  Dr.  Lavinia 
MacKaye,  who  is  substituting  for  Dr.  Goldie  Cor- 
neliuson.  At  the  completion  of  the  Mackinac  County 
classes,  Dr.  MacKaye  will  give  a similar  series  in 
Iron  County. 

Summer  programs  in  infant  and  child  welfare  are 
being  carried  on  in  Cass,  Washtenaw,  and  Qinton 
Counties  by  staff  nurses. 

Martha  Giltner,  R.N.,  will  complete  her  six  months 
prenatal  nursing  service  with  the  Kent  County  Health 
Unit  July  16,  and  from  Kent  will  go  to  Genesee 
for  a similar  program  in  that  county. 


GENERAL  NEWS  AND 
ANNOUNCEMENTS 


Dr.  Hugh  Stalker  of  Detroit  is  spending  the  sum- 
mer in  London,  England,  taking  special  work  on 
diseases  of  the  heart. 


Dr.  L.  M.  Sa'di  of  Detroit  is  on  a three  months’ 
European  trip  where  his  itinerary  will  include 
France,  Spain  and  Switzerland. 


Dr.  Lawrence  Reynolds  of  Detroit  is  in  Switzer- 
land attending  the  International  College  of  Radiolo- 
gists. Dr.  Reynolds  as  editor  of  the  American  Jour- 
nal of  Roentgenology  represents  the  national  or- 
ganization in  this  country. 


One  hundred  forty-four  new  members  have  been 
added  to  the  membership  list  of  the  Wayne  County 
Medical  Society  during  the  past  year,  July  1,  1933, 
to  June  1,  1934.  In  addition  to  this  number  were 
fifteen  associates  and  six  honorary  members. 


The  Detroit  Branch  of  the  American  Urological 
Society  held  its  annual  meeting  in  Detroit  on  June 
20  when  the  following  officers  were  elected  for  next 
year:  President,  Dr.  Wm.  E.  Keane;  vice  president, 
Dr.  Robert  S.  Breakey  of  Lansing;  secretary-treas- 
urer, Dr.  George  C.  Leckie ; Executive  Committee, 
Dr.  John  C.  Dodds  of  Detroit  and  Dr.  Read  Nesbitt 
of  Ann  Arbor.  The  afternoon  was  spent  at  the 
Detroit  Golf  Club  followed  by  dinner  at  6:30  P.  M. 
and  the  scientific  meeting  in  the  evening. 


Within  the  past  month  a questionnaire  was  sent 
to  the  members  by  the  Elections  Committee  of  the 
Wayne  County  Medical  Society.  A little  over  300 
replies  were  received.  The  questions  and  numbered 
replies  received  to  them  were  as  follows:  (1)  Do 

you  wish  the  Wayne  delegates  (to  the  annual  meet- 
ing at  Battle  Creek  in  September)  to  oppose  the 
action  of  the  Michigan  House  of  Delegates  with 
reference  to  an  experimental  plan  of  insurance? 
Yes,  265;  No,  51.  Do  you  wish  the  Wayne  Delegates 
to  use  their  own  judgment?  Yes,  144;  No,  145. 
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The  Detroit  Branch  of  the  American  Urological 
Association  held  their  final  meeting  of  the  season 
on  Wednesday,  June  20,  1934,  at  the  Detroit  Golf 
Club.  Golf  was  played  in  the  afternoon,  followed 
by  a dinner  in  the  evening. 

The  following  officers  were  elected  for  the  coming 
year:  President,  Wm.  E.  Keane,  M.D.,  Detroit; 
vice  president,  Robert  S.  Breakey,  M.D.,  Lansing; 
secretary-treasurer,  George  C.  Leckie,  M.D.,  De- 
troit ; Executive  Committee,  H.  W.  Plaggemeyer, 
M.D.,  Detroit;  Reed  Nasbitt,  M.D.,  Ann  Arbor,  and 
John  C.  Dodds,  M.D.,  Detroit. 


GENESEE  MEDICAL  SOCIETY  ENTERTAINS 
OAKLAND 

Members  of  the  Genesee  County  Medical  Society 
were  hosts  to  the  Oakland  County  Medical  Society 
June  20,  with  a morning  program  of  clinics  and 
demonstrations  at  Hurley  Hospital  and  an  afternoon 
of  recreation  at  the  Flint  Country  Club.  About  150 
physicians  and  surgeons  attended. 

Dr.  Ray  S.  Morrish,  president  of  the  local  society, 
was  in  charge  of  the  program  and  the  Hurley  Hos- 
pital staff  presented  the  surgical  clinics  and  medical 
demonstrations.  Five  physicians  demonstrated  med- 
ical treatments  and  14  performed  operations. 
Luncheon  was  served  at  the  hospital  at  noon. 

The  operation  clinics  were  conducted  by  Drs. 
H.  E.  Randall,  Max  Burnell,  Gordon  L.  Willoughby, 
George  J.  Curry,  C.  W.  Colwell,  W.  H.  Winchester, 
F.  H.  Steinman,  Ray  S.  Morrish,  William  P.  Boles, 
Arthur  H.  Kretchmar,  L.  L.  Willoughby,  C.  P. 
Clark,  Alvin  Thompson  and  W.  W.  Stevenson.  The 
medical  demonstrations  were  by  Drs.  F.  W.  Baske, 
Lafon  Jones,  M.  S.  Chambers,  Glenn  E.  Drewyer 
and  W.  H.  Winchester,  the  latter  two  demonstrat- 
ing pneumothorax  treatments  of  pulmonary  tuber- 
culosis.— Flint  Daily  Journal. 


DR.  O’REILLY  HONORED 

Dr.  William  J.  O’Reilly  of  Saginaw  was  honored 
by  twenty-seven  members  of  the  staff  of  St.  Mary’s 
Hospital,  Saginaw,  who  met  July  3 at  the  doctor’s 
home,  832  Hoyt  Avenue.  The  occasion  was  Dr. 
O’Reilly’s  seventieth  birthday.  He  was  a member  of 
the  hospital  staff  for  thirty-nine  years,  nine  years  of 
which  he  served  as  chief.  The  dinner  was  planned 
by  Dr.  O’Reilly’s  daughters  Mary,  Margaret  and 
Frances  and  Mrs.  H.  T.  Keim  of  Detroit.  The 
toastmaster  was  Dr.  Rockwell  M.  Kempton  of  Sag- 
inaw. Among  the  speakers  were  Dr.  M.  D.  Ryan 
who  recounted  many  interesting  incidents  in  con- 
nection with  Dr.  O’Reilly’s  career  in  Saginaw,  and 
Dr.  Walter  Slack  who  traced  Dr.  O’Reilly’s  life  in 
photographic  lantern  slides  from  early  life.  The 
Saginazv  Daily  Neivs  commenting  editorially  con- 
tained the  following: 

“Dr.  O’Reilly  for  many  years  has  been  one  of  Saginaw’s 
outstanding  physicians  and  not  only  in  his  service  as  a 
member  and  chief  of  the  St.  Mary’s  hospital  staff  but  in 
his  general  practice  he  has  won  the  respect  and  high  regard 
of  thousands  of  Saginaw  people. 

“A  representative  of  the  old  school  of  physicians.  Dr. 
O’Reilly  has  given  a service  to  the  community  that  is 
representative  of  the  highest  ideals  of  his  profession  and 
the  tribute  paid  him  by  his  fellow  physicians  will  be  echoed 
by  the  citizens  of  Saginaw.” 

The  Journal  of  the  Michigan  State  Medical  So- 
ciety joins  in  congratulating  Dr.  O’Reilly  and  wish- 
ing him  many  more  years  of  service  and  happiness 
and  friendship. 


UPPER  PENINSULA  MEDICAL  SOCIETY 
The  thirty-seventh  annual  meeting  of  the  Upper 
Peninsula  Medical  Society  will  be  held  at  Ironwood. 
Michigan,  August  16  and  17,  1934,  under  the  aus- 
pices of  the  Gogebic  County  Medical  Society.  The 
officers  for  the  current  year  are : Drs.  John  J. 


Walch,  president;  Frank  G.  H.  Maloney,  vice  presi- 
dent; Frank  L.  S.  Reynolds,  secretary.  The  pro- 
gram is  as  follows ; “Address  of  Welcome’’— Dr. 
Frank  L.  S.  Reynolds,  superintendent,  Grand  View 
Hospital;  Dr.  Frank  G.  H.  Maloney,  president, 
Gogebic  County  Medical  Society;  “Response  and 
President’s  Address” — Dr.  John  J.  Walch,  president, 
L'pper  Peninsula  Medical  Society;  “The  Differen- 
tial Diagnosis  of  Common  Neurological  Conditions 
as  Met  with  in  General  Practice” — Dr.  John  L. 
Garvey,  Milwaukee ; “Management  of  Hypertension” 
— Dr.  Charles  L.  Brown,  Associate  Professor  of  In- 
ternal Medicine,  Ann  Arbor,  Michigan ; “X-ray  Di- 
agnosis of  Chest  Lesion” — Dr.  Gage  Clements, 
roentgenologist  to  St.  Luke’s  Hospital,  Duluth,  Min- 
nesota; “Indications  and  Technic  of  Blood  Trans- 
fusions”— Drs.  John  S.  Lundy  and  Ralph  M.  Tovell, 
The  Mayo  Clinic,  Rochester,  Minnesota;  “Injection 
Treatment  of  Hemorrhoids” — Dr.  Walter  A.  Fans- 
ler,  Minneapolis ; “Sinus  Infection — Diagnosis  and 
Treatment” — Dr.  Bert  E.  Hempstead,  The  Mayo 
Clinic,  Rochester,  Minnesota ; “Allergy  in  General 
Medicine” — Dr.  Charles  L.  Brown,  Associate  Pro- 
fessor of  Internal  Medicine,  Ann  Arbor,  Michigan ; 
“The  Technic  of  Nerve  Blocking  for  Various  Or- 
thopedic Operations” — Drs.  John  S.  Lundy  and 
Ralph  M.  Tovell,  The  Mayo  Clinic,  Rochester,  Min- 
nesota. 

The  Program  Committee,  Entertainment  Commit- 
tee and  the  Ladies’  Entertainment  Committee  have 
provided  first  class  programs,  including  golf,  cards 
and  dinners  for  the  visiting  doctors  and  wives.  A 
banquet  and  dance  will  be  held  on  Thursday  eve- 
ning, August  16,  at  which  Dr.  Louis  T.  Hirschman 
of  Detroit  will  act  as  toastmaster.  Short  snappy 
addresses  will  be  delivered  by : Dr.  C.  C.  Slemons, 
Dr.  George  L.  Le  Fevre,  Dr.  F.  C.  Warnshuis,  Dr. 
J.  D Bruce  and  Hon  William  Comstock. 


Dr.  William  Donald  entertained  the  officers  of  the 
Northern  Tri-State  Medical  Society  at  the  Detroit 
Boat  Club  Sunday,  July  15,  the  object  being  to 
make  arrangements  for  the  1935  meeting,  which  will 
be  held  on  April  9.  An  invitation  has  been 
extended  to  approximately  twenty-five  prominent 
clinicians  and  surgeons  for  the  next  year’s  program, 
which  will  be  published  later  in  this  Journal.  The 
members  of  the  committee  present  were : Dr.  H.  E. 
Randall,  Flint,  Michigan;  Dr.  Kelsey,  LaPorte, 
Ind. ; Dr.  W.  H.  Marshall,  Flint,  Michigan;  Dr. 
G.  O.  Larson,  LaPorte,  Indiana;  Dr.  P.  N.  Suther- 
land, Angola,  Indiana;  Dr.  Lukens,  Toledo,  Ohio; 
Dr.  Cassidy,  Detroit,  Michigan ; Mr.  Burns,  Detroit, 
Michigan;  Dr.  Wm.  M.  Donald  and  Dr.  G.  E.  Tones, 
Lima,  Ohio. 


TREATMENT  OF  ACUTE  PULMONARY 
ABSCESS 

S.  U.  Marietta,  Washington,  D.  C.,  believes  that 
more  than  50  per  cent  of  acute  pulmonary  abscess 
cases  can  be  brought  to  a satisfactory  conclusion 
by  medical  treatment  alone.  The  essential  feature 
of  medical  treatment  is  “postural  drainage.”  The 
treatment  is  so  simple  that  it  can  be  carried  out  in 
the  patient’s  home  by  the  general  practitioner  so 
long  as  adjunct  measures  are  not  required.  Broncho- 
scopic  drainage  is  an  important  adjunct  to  the  med- 
ical treatment  of  acute  lung  abscess.  The  recogni- 
tion of  the  limitations  of  medical  treatment  and  the 
decision  as  to  when  surgery  is  advisable  are  im- 
portant and  responsible  requirements.  An  apprecia- 
tion of  the  difference  between  acute  and  chronic  lung 
abscess  is  necessary  in  order  to  outline  and  carry 
out  treatment  properly. — Journal  A.  M.  A.  (April  28, 
1934). 
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ARTICLE  2— PURPOSE 

Section  1.  The  purposes  of  this  Society  are  to  promote  the  science  and  art  of  medicine,  the 
protection  of  public  health  and  the  betterment  of  the  Medical  Profession;  and  to  unite  with  simi- 
lar organizations  in  other  States  and  Territories  of  the  United  States  to  form  the  American 
Medical  Association. 


SECRETARY’S  VALEDICTORY 

The  following  communication  was  sent 
to  the  Council  on  July  28,  1934,  thereby 
terminating  a service  of  twenty-one  and 
one-half  years  as  Secretary  of  this  Society. 

B.  R.  Corbus,  M.D.,  Chairman, 

Council  of  the  Michigan  State  Medical  Society, 
Grand  Rapids,  Michigan. 

Dear  Doctor  Corbus : 

I hereby  respectfully  tender  to  you  and  through 
you  to  the  Council  my  resignation  as  Secretary  of 
the  Michigan  State  Medical  Society,  effective  Sep- 
tember IS,  1934. 

I shall  arrange  for  an  audit  of  the  Society’s  funds 
and  shall  be  prepared  to  transfer  the  funds  and  all 
society  records  on  that  date  to  whomsoever  the 
Council  designates. 

It  is  not  easy  to  terminate  a relationship  and 
relinquish  an  office  that  I have  served  for  twenty- 
two  years.  I admit  feelings  mingled  with  regret 
and  sadness.  Fortune’s  vagaries  leave  me  with  no 
other  course  to  pursue. 

I am  very  grateful  and  very  sincerely  appreciative 
for  the  confidence  and  trust  reposed  in  me  during 
these  many  years.  In  another  communication  I 
shall  endeavor  to  express  my  gratitude  in  fuller 
measure. 

Awaiting  the  Council’s  instructions  and  assuring 
you  I shall  be  helpful  to  my  successor,  I am, 

Very  respectfully, 

F.  C.  Warnshuis,  Secretary. 

This  was  not  an  easy  step  to  take.  A 
residency  and  practice  in  Michigan  extend- 
ing over  a period  of  thirty-two*  years  yielded 
many  friendships  and  created  many  rela- 
tionships that  were  dearly  prized.  To  sever 


them  and  remove  oneself  from  Michigan’s 
environment  gives  rise  to  indescribable  emo- 
tions. The  decision  was  brought  about  by 
the  attractive  tender  from  the  California 
Medical  Association. 

In  relinquishing  office  I desire  to  express 
my  very  sincere  appreciation  for  the  trust 
that  was  reposed  in  me  during  these  many 
years.  My  quest  was  not  to  serve  one  mem- 
ber, or  a small  group  of  members,  but  the 
entire  membership — the  Society  as  a whole. 

The  faithful  discharge  of  the  duties  of 
office  received  first  consideration.  My 
quest  at  all  times  was  to  conserve  and  ad- 
vance the  membership  and  Society’s  inter- 
ests. The  records  reveal  the  degree  in 
which  that  policy  was  successful. 

The  citing  of  achievements  and  major  ac- 
tivities might  be  justified,  I shall  leave  such 
narration  to  others.  There  is  one  plea  I 
should  like  to  leave : Remain  loyal  to  your 

organization,  and  maintain  sustained  inter- 
est in  and  support  all  of  the  Society’s  activi- 
ties. It  is  your  Society  and  it  will  be  as 
valuable  to  you  as  you  make  it. 

For  my  successor  I bespeak  wholehearted 
cooperating  support.  Few  realize  the  tre- 
mendous amount  of  detail,  labor  and  energy 
that  the  duties  of  office  demand.  Few  ap- 
preciate the  work  involved  or  the  time  de- 
mands that  devolve  upon  the  Secretary. 

Members  should  recognize  these  facts. 
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My  successor  will  stand  in  need  of  your 
helpful  and  considerate  assistance,  for  dur- 
ing the  next  year  his  duties  are  going  to  he 
extremely  arduous. 

I shall  maintain  a kindly  interest  in  the 
Society’s  future.  Its  future  and  its  activi- 
ties will  receive  my  best  wishes  and  so — 
Good-bye. 

F.  C.  Warnshuis. 


ANNUAL  MEETING 

The  program  for  the  annual  meeting  in 
Battle  Creek,  September  1 1 to  13,  will  he 
found  in  this  issue.  Members  will  un- 
doubtedly agree  that  this  program  will 
create  a desire  to  attend.  The  two  days  of 
scientific  addresses  will  he  very  instructive 
and  profitable  to  every  doctor.  The  guest 
speakers  are  outstanding  in  their  special 
fields  of  medicine. 

All  sessions  will  he  held  in  the  W.  K. 
Kellogg  Auditorium.  This  building  is  con- 
veniently located  near  the  two  leading 
hotels.  The  Scientific  and  Commercial  Ex- 
hibits will  he  of  exceptional  interest. 

Delegates  are  requested  to  secure  their 
credentials  from  their  countv  secretary  and 
present  them  to  the  Credentials  Committee 
at  9:00  a.  m.  on  the  morning  of  Septem- 
ber 1 1 . 

The  Calhoun  County  profession  have 
planned  several  entertainments  and  are 
eager  to  accord  you  their  hospitality. 

Turn  to  the  program,  note  the  dates, 
write  for  your  hotel  reservations  and  plan 
to  attend. 


POST-GRADUATE  OPPORTUNITIES 

Our  Society  has  been  a pioneer  in  pro- 
viding opportunities  for  postgraduate  work 
for  our  members  in  their  own  state.  There 
has  been  a constant  expansion  of  the  pro- 
gram. The  quest  has  been  to  meet  the 
wishes  of  our  members.  It  is  in  conform- 
ity to  that  policy  that  the  following  an- 
nouncement is  made  of  further  expansion. 

Members  are  urged  to  embrace  this  new 
offering. 


Announcement 

In  order  to  provide  more  convenient  op- 
portunities for  a high  type  of  postgraduate 
study  for  the  practitioner  of  general  medi- 
cine, the  following  plan  for  intensive 
courses  in  medicine,  surgery  and  their 
branches  has  been  arranged  through  the 


establishment  of  three  additional  teaching 
centers. 

In  each  of  these  three  centers— Flint, 
Grand  Rapids,  and  Battle  Creek-Kalamazoo, 
jointly,  a course  of  instruction  of  one  day 
(five  hours)  each  week  for  eleven  weeks  is 
provided  beginning  the  first  week  in  Octo- 
ber. Case  presentations  and  didactic  teach- 
ing will  occupv  the  hours  10:00  to  12:00  in 
the  morning,  and  1 :00  to  3:00  in  the  after- 
noon. Following  the  afternoon  period  an 
hour  will  be  devoted  to  general  discussions. 
The  earlv  part  of  the  discussion  will  be 
limited  to  questions  raised  bv  the  preceding 
presentations,  while  the  latter  part  will  be 
devoted  to  problems  of  personal  interest  to 
any  member  of  the  class. 

The  program  is  identical  for  each  center, 
consisting  of  case  demonstration,  and  bed- 
side clinics  in  traumatic  and  emergency  sur- 
gery, fractures,  cardiology,  metabolic  dis- 
eases, gynecology  and  obstetrics,  pulmonary 
disease,  gastroenterology  and  pediatrics. 

In  order  that  adequate  clinical  material 
may  be  provided  it  is  important  that  phy- 
sicians register  at  an  early  date  and  with 
the  view  of  being  present  throughout  the  en- 
tire course  of  study,  giving  preference  to 
the  particular  citv  in  which  they  wish  to 
be  enrolled. 

This  arrangement  offers  an  opportunity 
for  practical  instruction  in  diagnosis  and  in 
the  recent  advances  in  each  field  at  a mini- 
mum loss  of  time  from  practice. 

For  further  information  and  program  in 
detail,  address:  Department  of  Post  Grad- 
uate Medicine,  University  Hospital,  Ann 
Arbor,  Michigan. 

I.  Diseases  of  the  Heart  and  Circulatory  System 

Morning 

10:00  A study  of  the  types  of  heart  disease  by 
case  demonstration,  with  emphasis  on  the 
recognition  of  physical  signs,  the  signs  and 
symptoms  of  heart  failure,  and  the  treat- 
ment of  various  types  of  heart  disease. 

12 :00  Luncheon. 

Afternoon 

1 :00  Program  continued. 

3 :00  Discussion. 

II.  Diabetes  Mellitus 

Morning 

10 :00  In  this  period  a thorough  discussion  of  the 
principles  of  treatment  of  diabetes  mellitus 
will  be  given,  formulating  a practical  and  in- 
teresting method  of  managing  this  large 
group  of  patients  in  office  practice.  The  in- 
dications for  insulin,  preparation  of  the 
diabetic  for  surgery,  and  the  complications, 
including  coma,  will  be  stressed. 

12 :00  Luncheon. 
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Afternoon 

1 :00  Program  continued. 

3 :00  Discussion. 


IX.  Pulmonary  Tuberculosis  and  Other 
Thoracic  Diseases 

M orning 

10:00  Differential  Diagnosis  of  Pulmonary  Tuber- 
culosis and  Non-tuberculous  Pulmonary  Dis- 
ease, with  the  Importance  of  the  X-ray  in 
Diagnosis  and  in  Determining  Activity. 

12 :00  Luncheon. 

Afternoon 

1 :00  Indications  for  Collapse  Therapy  with  Sur- 
gical Procedures. 

3 :00  Discussion. 


III.  Gastroenterology 

Morning 

10:00  Differential  Diagnosis  and  Treatment  of 
Functional  and  Organic  Gastrointestinal  Dis- 
ease. 

12 :00  Luncheon. 

Afternoon 

1 :00  Diseases  of  Colon  and  Ano-rectal  Diseases. 

3 :00  Discussion. 

IV.  Psychiatry 

Morning 

10:00  The  Importance  of  the  History  and  Exam- 
ination of  the  Psychiatric  Patient,  the  Rec- 
ognition of  the  Major  Insanities,  and  their 
Differentiation  from  the  Psychoneuroses, 
Anxiety  States,  Compulsions,  Phobias  and 
Hysteria. 

12 :00  Luncheon. 

Afternoon 

1 :00  Diagnostic  Procedures  and  Laboratory 
Methods  Necessary  in  the  Recognition  of 
Central  Nervous  System  Disease. 

3 :00  Discussion. 

V.  Fractures 

Morning 

10:00  Fractures  of  the  Extremities. 

12 :00  Luncheon. 

Afternoon 

1 :00  Fractures  of  Skull  and  Spine. 

3 :00  Discussion. 

VI.  Traumatic  and  Emergency  Surgery 

• Morning 

10:00  Diagnostic  Problems  of  the  Acute  Abdomen. 
Infections  of  the  Hand. 

12 :00  Luncheon. 

Afternoon 

1 :00  Factors  of  Importance  in  Estimating  Sur- 
gical Risk,  Pre-operative  and  Post-operative 
Care,  and  Recognition  and  Treatment  of 
Shock. 

3 :00  Discussion. 


VII.  Gynecology  and  Obstetrics 

Morning 

10:00  Complications  of  Pregnancy. 

12:00  Luncheon. 

Afternoo'n 

1 :00  The  Cause  and  Treatment  of  Amenorrhea, 
Menorrhagia,  Metrorrhagia,  and  Cancer  of 
Cervix. 

3 :00  Discussion. 

VIII.  Pediatrics  and  Infectious  Diseases 

Morning 

10:00  Infant  Feeding. 

12 :00  Luncheon. 

Afternoon 

1 :00  Contagious  Diseases,  Complications,  and 
Their  Treatment. 

3 :00  Discussion. 


X.  Syphilology  and  Dermatology 

Morning 

10:00  Problems  and  Methods  in  the  Treatment  of 
Syphilis. 

12 :00  Luncheon. 

Afternoon 

1 :00  Clinical  Demonstration  of  Dermatological 
Lesions  and  Their  Treatment. 

3 :00  Discussion. 

XI.  Arthritis 

Morning 

10:00  Differential  Diagnosis  of  Various  Types  of 
Arthritis  According  to  Etiology  and  Pathol- 
ogy, and  Various  Therapeutic  Agents  Used 
in  Their  Treatment. 

12 :00  Luncheon. 

Afternoon 

1 :00  Mechanical  and  Surgical  Considerations  of 
Arthritis  and  Other  Deforming  Joint  Condi- 
tions. 

3 :00  Discussion. 


CHANGE  OF  HEADQUARTERS 

The  Council  has  designated  Dr.  B.  R. 
Corbus  as  Acting  Secretary  of  the  Society. 

On  and  after  September  1,  1934,  all  com- 
munications relative  to  Society  business, 
membership,  advertising,  etc.,  should  he  ad- 
dressed to 

B.  R.  Corbus,  M.D., 

Acting  Secretarv, 

309-11  Metz  Bldg., 

Grand  Rapids,  Mich. 

County  Secretaries  are  particularly  re- 
quested to  note  this  change  of  address. 

On  and  after  October  1 Dr.  W arnshuis’ 
address  will  be  Room  2004,  450  Sutter 
Street,  San  Francisco,  Calif. 


ANNOUNCEMENT 

On  invitation  of  the  Committee  on  Preventive 
Medicine,  the  Michigan  Tuberculosis  Association, 
the  State  Sanitorium,  and  the  State  Department 
of  Health  are  preparing  for  booth  number  twenty- 
two  a demonstration  of  tuberculosis,  Schick,  and 
other  tests.  There  will  also  be  on  display  an  ex- 
hibit on  x-ray  pictures  demonstrating  types  of 
operative  collapse  of  lungs  in  the  treatment  of  tuber- 
culosis. 
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MEDICAL  ETHICS  AND  NEW 
METHODS  OF  PRACTICE 

Gradual  changes  in  the  nature  of  our 
civilization  have  brought  ever  more  complex 
problems  for  solution  by  the  medical  profes- 
sion. As  has  been  stated  repeatedly  in  these 
columns,  the  ethical  principles  which  guide 
medicine  are  fundamentally  so  sound  that 
they  may  be  adapted  to  any  situation  arising 
in  medical  practice  provided  those  con- 
cerned wish  to  observe  the  spirit  of  these 
principles.  Nevertheless,  physicians  in- 
volved in  new  types  of  organization,  such  as 
contract  practice,  industrial  practice,  hos- 
pital practice,  university  practice, ' and  the 
practice  of  medicine  by  lay  corporations 
which  employ  physicians,  have  been  brought 
before  the  judicial  councils  and  committees 
on  ethical  relations  of  various  medical 
bodies,  because  of  infringements  of  these 
ethical  principles.  In  some  cases  there  have 
apparently  been  difficulties  of  interpretation. 
To  overcome  these  difficulties,  the  judicial 
Council  of  the  American  Medical  Associa- 
tion, at  the  Cleveland  session,  presented 
three  amendments  to  the  Principles  of  Medi- 
cal Ethics,  These  were  heartily  endorsed 
by  the  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws  and 
then  adopted  by  the  House  of  Delegates  as 
guiding  principles  for  organized  medicine. 

The  term  “contract  practice”  is  anathema 
to  the  vast  majority  of  individual  practition- 
ers in  this  country,  yet  contracts  of  all  kinds 
are  matters  of  daily  life  in  all  forms  of  in- 
dustry. Conceivably  there  are  situations  in 
which  the  practice  of  medicine  under  a con- 
tract may  be  necessary  or  desirable.  In 
order  to  elucidate  this  phase  of  medical 
practice,  the  Principles  of  Medical  Ethics, 
chapter  II,  article  V,  section  2,  is  now 
amended  by  addition  of  the  following  word- 
ing: 

By  the  term  “contract  practice”  as  applied  to 
medicine  is  meant  the  carrying  out  of  an  agreement 
between  a physician  or  a group  of  physicians,  as 
principals  or  agents,  and  a corporation,  organiza- 
tion or  individual,  to  furnish  partial  or  full  medical 
services  to  a group  or  class  of  individuals  for  a 
definite  sum  or  a fixed  rate  per  capita. 

Contract  practice  per  se  is  not  unethical.  How- 
ever, certain  features  or  conditions  if  present  make 
a contract  unethical,  among  which  are:  1.  When 

there  is  solicitation  of  patients,  directly  or  indirect- 
ly. 2.  When  there  is  underbidding  to  secure  the 
contract.  3.  When  the  compensation  is  inadequate 
to  assure  good  medical  service.  4.  When  there  is 
interference  with  reasonable  competition  in  a com- 
munity. 5.  When  free  choice  of  a physician  is  pre- 
vented. 6.  When  the  conditions  of  employment 
make  it  impossible  to  render  adequate  service  to  the 
patients.  7.  When  the  contract  because  of  any  of 


its  provisions  or  practical  results  is  contrary  to 
sound  public  policy. 

Each  contract  should  be  considered  on  its  own 
merits  and  in  the  light  of  surrounding  conditions. 
Tudgment  should  not  be  obscured  by  immediate, 
temporary  or  local  results.  The  decision  as  to  its 
ethical  or  unethical  nature  must  be  based  on  the 
ultimate  effect  for  good  or  ill  on  the  people  as  a 
whole. 

Group  practice  and  clinical  practice  are 
also  phases  of  medical  work  that  have 
aroused  opposition  in  many  communities, 
because  of  the  introduction  of  advertising 
methods  and  commercial  nromotion  into 
their  work.  In  some  places  groups  or 
clinics  have  employed  business  managers, 
unfamiliar  with  the  medical  point  of  view, 
who  have  attempted  to  introduce  unprofes- 
sional methods  into  medical  practice.  In 
order  to  establish  the  proper  relationship  be- 
tween groups  and  clinics  with  the  individual 
practice  of  medicine,  the  Principles  of  Med- 
ical Ethics  will  now  contain  the  following 
statement : 

The  ethical  principles  actuating  and  governing  a 
group  or  clinic  are  exactly  the  same  as  those  ap- 
plicable to  the  individual.  As  a group  or  clinic  is 
composed  of  individual  doctors,  each  of  whom, 
whether  employer,  employee  or  partner,  is  subject  to 
the  principles  of  ethics  herein  elaborated,  the  unit- 
ing into  a business  or  professional  organization  does 
not  relieve  them  either  individually  or  as  a group 
from  the  obligation  they  assume  when  entering  the 
profession. 

Regardless,  however,  of  the  damage 
wrought  to  scientific  medicine  by  physicians 
who  engage  in  contract  practice  or  by 
groups  of  physicians  competing  with  the  in- 
dividual practitioner,  the  worst  possible  type 
of  new  methods  in  medical  practice  is  the 
incorporation  by  business  men  of  organiza- 
tions to  engage  in  the  practice  of  medicine, 
employing  physicians  on  salaries  and  ex- 
ploiting the  services  of  these  physicians  un- 
ethically to  the  public.  The  most  conspic- 
uous example  of  such  an  organization  is  the 
United  Medical  Service,  Inc.,  which  began 
a few  years  ago  to  advertise  its  services  to 
the  people  of  Chicago.  Regarding  such 
types  of  medical  practice,  the  Judicial  Coun- 
cil was  definite.  The  Principles  of  Medical 
Ethics  now  contains  the  following  state- 
ment : 

It  is  unprofessional  for  a physician  to  dispose  of 
his  professional  attainments  or  services  to  any  lay 
body,  organization,  group  or  individual,  by  what- 
ever name  called,  or  however  organized,  under  terms 
or  conditions  which  permit  a direct  profit  from 
the  fees,  salary  or  compensation  received  to  accrue 
to  the  lay  body  or  individual  employing  him.  Such 
a procedure  is  beneath  the  dignity  of  professional 
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practice,  is  unfair  competition  with  the  profession  at 
large,  is  harmful  alike  to  the  profession  of  medicine 
and  the  welfare  of  the  people,  and  is  against  sound 
public  policy. 

As  was  stated  in  the.  introduction  to  these 
comments,  these  modifications  of  the  Prin- 
ciples of  Medical  Ethics  do  not  in  any  way 
modify  the  basic  character  of  these  prin- 
ciples. The  Principles  of  Medical  Ethics 
was  established  for  the  protection  of  the 
public  primarily.  Methods  of  promotion 
that  sell  medical  practice  on  the  basis  of  ex- 
aggerated claims,  on  a fee  basis  rather  than 
the  quality  of  service  rendered,  methods  of 
practice  that  break  down  the  intimate  per- 
sonal relationship  that  must  exist  between 
doctor  and  patient ; methods  that  delegate 
the  responsibility  of  the  attending  doctor  to 
a group  or  a corporation  or  a business  man- 
ager, carry  with  them  a menace  to  the  life 
and  health  of  the  people  who  are  served. 

Physicians  will  do  well  to  familiarize 
themselves  with  these  new  statements  of 
principle,  now  a part  of  the  ethics  of  organ- 
ized medicine.  The  young  physician  who 
is  tempted  by  the  offer  of  some  commercial 
agency  to  enter  into  such  schemes  or  com- 
binations should  bear  in  mind  that  he  there- 
by jeopardizes  his  entire  future  in  the  prac- 
tice of  medicine  and  sacrifices  the  medical 
birthright  for  which  he  has  already  paid 
six  or  seven  years  of  his  life. — Jour.  A. 
M.  A. 


MINUTES  OF  THE  EXECUTIVE 
COMMITTEE  OF  THE  COUNCIL 
OF  THE  MICHIGAN 
STATE  MEDICAL  SOCIETY 

The  Executive  Committee  of  the  Council 
met  in  Muskegon  on  August  1,  1934,  with 
the  following  members  present: 

Chairman  Corbus,  Carstens,  Boys  Baker, 
Cook,  President  LeFevre,  President-Elect 
R.  R.  Smith,  Councilor  Treynor  and  Doc- 
tors J.  B.  Bradley  and  Philip  Riley  of  the 
Legislative  Committee,  also  Past  President 
Carl  Moll  and  the  Secretary. 

1.  The  Secretary  reported  that  he  had 
transmitted  the  action  of  the  Executive 
Committee  held  one  month  ago,  requesting 
the  Economics  Committee  to  have  its  report 
in  tire  hands  of  the  Secretary  not  later  than 
August  10  for  printing  and  distribution  to 
the  Delegates  at  least  two  weeks  before  the 
meeting  of  the  House  of  Delegates.  Coun- 
cilor Baker,  member  of  the  Economics  Com- 


mittee, reported  upon  the  progress  that  was 
being  made.  The  Secretary  was  instructed 
to  place  all  the  facilities  of  his  office  at  the 
disposal  of  this  committee  to  expedite  its 
work. 

2.  The  Secretary  presented  a commu- 
nication from  Mr.  Barbour,  Legal  Counsel, 
upon  the  liabilities  of  the  Society  for  mem- 
bers who  were  in  arrears  with  their  dues 
and  also  for  members  joining  the  Society 
during  some  portion  of  the  fiscal  year.  The 
Secretary  was  instructed  to  prepare  amend- 
ments, incorporating  this  information  in  the 
By-Laws  of  the  Society  for  presentation  to 
the  House  of  Delegates, 

3.  The  Secretary  presented  the  financial 
statement  of  the  Society’s  condition.  The 
Secretary  was  instructed  to  prepare  a list  by 
counties  of  those  members  who  had  given 
notes  for  their  dues  and  which  notes  still 
remain  unpaid  and  to  have  this  list  available 
for  the  Council  at  its  meeting  in  Battle 
Creek. 

4.  The  Secretary  reported  upon  the 
arrangements  and  program  that  were  being 
perfected  for  the  annual  meeting  in  Battle 
Creek.  These  were  approved. 

5.  Upon  motion  of  Bovs-Carstens  the 
Secretary  was  directed  to  send  out  notices 
that  the  Council  would  convene  at  a dinner 
session  in  the  W.  K.  Kellogg  Hotel  in  Battle 
Creek  at  7:00  p.  m.  on  September  10. 

6.  Dr.  J.  B.  Bradley,  chairman  of  the 
Legislative  Committee,  reported  upon  the 
activities  of  his  committee  and  made  several 
suggestions  as  to  further  policies  to  be  ob- 
served. The  committee  was  commended 
for  its  activities  and  was  instructed  to  con- 
tinue with  its  program. 

7.  The  Chairman  presented  a communi- 
cation from  Dr.  Bruce  requesting  an  appro- 
priation of  $1,500  to  aid  in  defraying  the 
expenses  of  Regional  Post  Graduate  Clinics 
during  the  coming  winter.  Upon  motion  of 
Carstens-Boys  this  request  was  referred  to 
the  entire  Council  to  be  considered  at  the 
Battle  Creek  meeting. 

8.  The  Chairman  of  the  Council  pre- 
sented the  resignation  of  the  Secretary  to 
take  effect  on  September  15,  1934.  Upon 
motion  of  Cook-Boys  the  resignation  was 
accepted.  Upon  motion  of  Cook-Boys  the 
Chairman  was  instructed  to  appoint  a com- 
mittee of  three  who  shall  prepare  a suitable 
statement  setting  forth  the  sendees  of  the 
retiring  Secretary  and  present  the  same  for 
consideration  and  action  at  the  Battle  Creek 
meeting  of  the  Council. 
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9.  The  Executive  Committee  devoted 
considerable  time  in  lengthy  discussion  as 
to  the  policy  that  shall  be  pursued  in  the 
selection  of  a successor  to  the  Secretary. 
Upon  motion  of  Cook-Boys  the  Secretary 
was  directed  to  prepare  a letter  which  is  to 
be  sent  immediately  to  each  Councilor  set- 
ting forth  the  suggestion  that  pending  the 
election  of  a new  Secretary  that  the  Chair- 
man of  the  Council  act  as  Secretary. 

10.  Upon  motion  of  Cook-Boys  the . 
Chairman  of  the  Council  was  authorized  to 
receive  and  accept  the  records,  funds  and 
properties  of  the  Society  when  the  Secre- 
tary relinquishes  his  office,  pending  action 
by  the  Council. 

The  Executive  Committee  adjourned  at 
11 :05  p.  m. 

Signed:  F.  C.  Warnshuis,  Secretary. 


PREVENTIVE  MEDICINE 

Toint  meeting  of  the  Preventive  Medicine  Com- 
mittee of  the  Michigan  State  Medical  Society  with 
the  Michigan  Tuberculosis  Association  was  held  in 
Lansing  Friday,  July  13,  1934. 

Members  present:  Chairman  Geib,  Byington, 

Holmes,  O’Meara,  Eckland,  and  Miner.  Guest,  Dr. 
H.  Vaughan.  Officers  and  members  of  the  Michigan 
Tuberculosis  Association,  Drs.  Douglas,  Sundwall, 
Shepard,  and  Mr.  Werle. 

Dr.  Douglas  opened  the  discussion  with  explana- 
tion of  the  Association’s  present  method  of  case 
finding.  The  films  are  sent  to  Dr.  Evans  of  De- 
troit for  development  and  reading.  He  is  paid  15c 
per  film,  to  date  4,800  films  at  a cost  of  $7,000  or 
approximately  $1.60  per  x-ray. 

As  applied  to  Medical  Participation : 

1.  Local  physicians  can  be  taught  to  do  skin  testing 
and  are  paid  $2.50  per  hour  or  $15.00  per  day. 

2.  Local  x-rays  have  not  proved  satisfactory. 

Motion  made:  That  a joint  Committee  of  three 

(3)  members  from  the  Michigan  Tuberculosis  So- 
ciety and  three  (3)  members  from  the  Preventive 
Medicine  Committee  be  appointed  to  study  a definite 
plan  for  a state  campaign  of  tuberculosis  case  find- 
ing and  report  back  to  this  group.  Carried. 

Motion  made : That  the  Preventive  Medicine 

Committee  petition  the  Exhibition  Committee  for  a 
free  booth  at  the  annual  meeting  of  the  Michigan 
State  Medical  Society  for  the  Michigan  Tuberculosis 
Society.  Carried. 

Joint  meeting  adjourned. 

Members  of  the  Michigan  Tuberculosis  Society 
took  their  leave  and  the  meeting  of  the  Preventive 
Medicine  Committee  was  called  to  order. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 


There  was  a lengthy  discussion  regarding  the 
various  angles  of  the  District  Plan  which  was  pro- 
posed at  the  Muskegon  Meeting. 

Motion  made:  That  Drs.  Byington  and  Geib 
formulate  an  outline  for  the  various  District  Chair- 
men to  use  for  the  coming  district  meetings.  Car- 
ried. 

The  meeting  adjourned. 

(Signed)  Frederick  B.  Miner,  Secretary. 
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CASS  COUNTY  MEDICAL  SOCIETY 

A joint  meeting  of  the  Berrien-Cass  County  Med- 
ical Society  with  the  Berrien  County  Bar  Associa- 
tion, was  held  July  18,  1934,  at  the  Berrien  Hills 
Country  Club.  The  meeting  was  called  to  order  by 
Victor  M.  Gore,  president  of  the  Berrien  County 
Bar  Association.  The  Berrien-Cass  County  Medical 
Societies  were  welcomed  and  the  following  resolu- 
tion in  memory  of  Dr.  C.  N.  Sowers,  who  died  yes- 
terday morning,  was  unanimously  adopted. 

Whereas,  an  allwise  God  has  deemed  best  to 
withdraw  from  our  presence  a Medical  Man,  who 
has  given  his  life  in  his  chosen  profession,  one  who 
has  always  held  the  respect  of  his  fellow  practi- 
tioners, one  who  has  held  the  heartfelt  respect  of 
his  community,  one  who  has  been  an  active  worker 
and  teacher  in  Medical  Science. 

Therefore,  be  it  resolved,  that  the  Berrien  County 
Medical  Society  and  the  Berrien  County  Bar  Asso- 
ciation, in  joint  meeting,  express  their  sorrow  to  the 
family  and  the  Secretaries  of  the  combined  profes- 
sions express  to  the  family  and  spread  on  the  min- 
utes of  their  respective  Societies  this  resolution. 

Doctors  Mitchell,  Witt  and  Mr.  Gore  eulogized 
his  memory.  The  meeting  was  then  turned  over  to 
the  Berrien  County  Medical  Society  for  a short 
business  meeting  in  which  the  schedule  for  the 
Michigan  Crippled  Children’s  Commission  was  ac- 
cepted, having  been  previously  accepted  by  the  staffs 
of  both  hospitals. 

A letter  from  Doctor  Morrill  asking  for  reinstate- 
ment of  membership  from  his  leave  of  absence,  was 
referred  to  the  Membership  Committee.  Richmond 
appointed  a Resolutions  Committee,  consisting  of 
Doctors  Witt  (Chairman),  Ellet  and  Hanna  to  re- 
port at  the  August  meeting.  The  meeting  was  then 
turned  back  to  Mr.  Gore.  Mr.  Roscoe  Bonisteel 
gave  a very  interesting  address  on  the  “Integration 
of  the  Bar,”  and  drew  a parallel  between  the  prob- 
lems of  the  medical  profession  and  the  legal  pro- 
fession. At  the  conclusion  of  his  speech,  the  meet- 
ing was  adjourned. 

We  note  with  pleasure  the  presence  of  Dr.  C.  E. 
Boys,  the  Councilor  for  this  district,  who  spoke 
profusely  in  support  of  the  schedule  for  the  Mich- 
igan Crippled  Children’s  Commission,  upon  request. 
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OFFICIAL  PROGRAM 

114th  Annual  Meeting,  Michigan  State  Medical  Society 
September  n,  iz  and  13,  1934 
W.  K.  Kellogg  Auditorium,  Battle  Creek,  Michigan 


OFFICIAL  CALL 

The  Michigan  State  Medical  Society  will 
convene  in  annual  session  in  Battle  Creek  on 
September  11-12-13,  1934.  The  provisions  of 
the  Constitution  and  By-laws  and  the  official 
program  will  govern  the  deliberations. 

George  L.  LeFevre,  President 
B.  R.  Corbus,  Chairman  Council 
H.  A.  Luce,  Speaker 

Attest : 

F.  C.  Warnshuis,  Secretary 


MEETING  PLACE 

All  sessions  will  be  held  in  the  W.  K.  Kel- 
logg Auditorium. 

GENERAL  MEETING 

Wednesday  Morning,  September  12,  11:00  A.  M. 

Main  Auditorium 

Presiding:  George  L.  LeFevre,  President — Muskegon 

1.  Invocation. 

2.  Welcome,  Address— A.  E.  McGregor  M.D., 
President  Calhoun  County  Medical  Society. 

3.  General  Announcements — F.  C.  Warnshuis,  Sec- 
retary. 

4.  President’s  Annual  Address — George  L.  LeFevre, 
Muskegon. 

5.  Address — (Invited  Guest). 

6.  Address — W.  L.  Bierring,  M.D.,  President 
American  Medical  Association,  Des  Moines,  la. 

7.  Induction  into  Office  of  President-elect  Richard 
R.  Smith,  Grand  Rapids. 

8.  Adjournment. 

Note:  The  public  is  invited  to  attend  this  gen- 
eral meeting. 


SECTION  PROGRAMS 
General  Medicine 

Chairman:  C.  C.  Sturgis,  Ann  Arbor. 

Secretary:  Merrill  Wells,  Grand  Rapids. 

First  Session — Wednesday  Morning,  Sept.  12,  1934 
9:00  A.  M. 

1.  Chairman’s  Address — “An  Appraisal  of  the 
Therapeutic  Methods  Used  in  the  Treatment  of 
Lobar  Pneumonia” — C.  C.  Sturgis,  Ann  Arbor. 

2.  “The  General  Practitioner  as  His  Own  Neurolo- 
gist”—Hugo  Freund,  Detroit. 

Discussion— 

1.  I.  W.  Greene,  Owosso. 

2.  F.  P.  Currier,  Grand  Rapids. 

3.  J.  T.  Sample,  Saginaw. 

3.  “Edema  and  Ascites” — William  A Thomas,  Chi- 
cago. 


Discussion — 

1.  M.  A.  Mortensen,  Battle  Creek. 

2.  R.  L.  Novy,  Detroit. 

3.  Richard  M.  McKean,  Detroit. 

4.  Address  of  the  President  of  the  Michigan  State 
Medical  Society  before  all  Sections  at  11  A.  M. 

Second  Session — Thursday  Morning,  Sept.  13,  1934 
9:00  A.  M. 

1.  “Agranulocytic  Angina”- — W.  H.  Gordon,  De- 
troit. 

Discussion — 

1.  C.  C.  Sturgis,  Ann  Arbor. 

2.  Milton  Shaw,  Lansing. 

2.  “Peptic  Ulcer : A Consideration  of  the  Factors 
of  Chronicity  and  a Critique  of  Methods  of 
Treatment” — Charles  L.  Brown,  Ann  Arbor. 
Discussion — - 

1.  E.  L.  Eggleston,  Battle  Creek. 

2.  B.  R.  Corbus,  Grand  Rapids. 

3.  “Surgery  in  the  Management  of  Heart  Dis- 
ease”— E.  C.  Cutler,  Professor  of  Surgery,  Har- 
vard Medical  School,  Boston,  Mass. 

4.  “The  Detection  of  Early  Tuberculosis”— H.  S. 
Willis,  Northville,  Michigan. 

Discussion— 

1.  John  Barnwell,  University  Hospital,  Ann 
Arbor. 

2.  Salvatore  Lojacono  of  Morgan  Heights 
Sanatorium,  Marquette. 


Surgery 

Chairman:  Earl  I.  Carr,  Lansing. 

Secretary:  H.  K.  Shawan,  Detroit. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

1.  Chairman’s  Address — Earl  I.  Carr,  Lansing. 

2.  “Tannic  Acid  Treatment  of  Burns” — Grover  C. 
Penberthy,  Detroit. 

3.  “Treatment  of  Facial  Wounds  Due  to  Automo- 
bile Accidents”- — L.  Claire  Straith,  Detroit. 
Discussion — 

Ferris  Smith,  Grand  Rapids. 

4.  “Fracture  of  the  Lower  Extremity” — Peter  A. 
Bendixen,  Davenport,  Iowa. 

Discussion — 

1.  George  J.  Curry,  Flint. 

2.  Clifford  B.  Brainard,  Battle  Creek. 

5.  Adjourn  for  President’s  Address  at  11  A.  M. 

Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

1.  “Lesions  of  the  Esophagus” — Roy  D.  McClure, 
Detroit. 

Discussion— 

1.  William  A.  Hudson,  Detroit. 

2.  John  Alexander,  Ann  Arbor. 
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2.  “Intestinal  Fistulae” — Frederick  A.  Coller  and 
H.  K.  Ransom,  Ann  Arbor. 

Discussion — 

1.  Julius  H.  Powers,  Saginaw. 

2.  Alexander  J.  MacKenzie,  Port  Huron. 

3.  “Peri-anal  Suppuration  as  a Focus  of  Infection” 
— Louis  J.  Hirschman,  Detroit. 

Discussion — 

1.  Karl  B.  Brucker,  Lansing. 

2.  G.  M.  Brown,  Bay  City. 

4.  “The  Treatment  of  Cerebro-cranial  Injuries” — 
Loyal  Davis,  Chicago. 

Discussion — 

1.  Max  M.  Peet,  Ann  Arbor. 

2.  John  J.  Walch,  Escanaba. 

3.  E.  S.  Gurdjian,  Detroit. 


Gynecology  and  Obstetrics 

Chairman:  Harold  Furlong,  Pontiac. 

Secretary:  Harold  Mack,  Detroit. 

First  Session — Wednesday  Morning,  Sept.  12,  1934 
9:00  A.  M. 

1.  Report  of  Committees  on— 

(a)  Qinical  Problems — Dr.  Miller. 

(b)  Birth  Certificates — Dr.  Alles. 

(c)  Birth  Control — Dr.  Mack. 

2.  Chairman’s  Address. 

3.  “The  Value  of  the  Potter  Type  of  Internal 
Podalic  Version  in  the  Management  of  Per- 
sistent Posterior  Occiput  Cases” — Morrell  M. 
Jones,  Pontiac. 

4.  “Abdominal  Pregnancies”— Cleary  N.  Swanson, 
Detroit. 

5.  “Some  Phases  of  the  Conduct  of  Labor” — 
Joseph  L.  Baer,  Chicago. 

6.  Recess  and  Discussion. 

7.  Adjourn  for  Address  of  President,  Michigan 
State  Medical  Society  at  11:00  A.  M. 

Afternoon  Session 

Combined  Section  Meeting. 


Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

1.  “Treatment  of  Trichomonas  Vaginalis” — J. 

Campbell  Smith,  Detroit. 

2.  “Late  Studies  on  Roentgenography  of  Pelvic 
Organs” — J.  Duane  Miller  and  Dr.  Meness  of 
Grand  Rapids. 

3.  “The  Relation  between  Adenocarcinoma  of  the 
Body  and  Fibroid  Tumors” — George  Sehring, 
Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Michigan. 

4.  “Excessive  Cigarette  Smoking  in  Women  and 
Its  Effect  upon  Their  Reproductive  Efficiency” — 
Alexander  M.  Campbell,  Grand  Rapids. 

5.  “The  Management  of  Occiput  Posterior” — 
W.  C.  Danforth,  M.D.,  Evanston,  111. 

Abstract  of  paper — ■ 

Occiput  posterior  is  one  of  the  most  common  compli- 
cations of  obstetric  practice.  Improper  management  of 
occiput  posterior  is  responsible  for  many  maternal  in- 
juries and  neo-natal  deaths.  Many  procedures  have 
been  recommended  for  the  management  of  labors  com- 
plicated by  this  condition.  These  are  briefly  discussed. 
Particular  attention  is  paid  to  occiput  posterior  and  a 
method  for  accomplishing  this,  which  has  been  used  by 
the  essayist,  is  described.  Personal  experience  and  re- 
sults are  given. 


6.  Round  Table  Discussion  in  Obstetrics.  Discus- 
sion led  by  Dr.  W.  C.  Danforth,  Associate 
Professor  of  Obstetrics  and  Gynecology,  North- 
western University. 

Physicians  desiring  questions  answered  or 
clinical  problems  discussed  during  the  Round 
Table  period  are  requested  to  forward  their 
names  and  the  subject  for  discussion  to  the  sec- 
tion chairman  or  secretary  during  the  meeting 
previous  to  the  Round  Table  Discussion. 

7.  Election  of  Officers. 

Afternoon  Session 

Combined  Section  Meeting. 


Ophthalmology  and  Otolaryngology 

Chairman:  John  R.  Rogers,  Grand  Rapids. 
Secretary:  Ralph  B.  Fast,  Kalamazoo. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

OPHTHALMOLOGY 

1.  “Some  of  the  Newer  Developments  in  the  Prac- 
tice of  Ophthalmology” — Conrad  Berens,  M.D., 
New  York  City. 

The  plan  of  the  program  has  been  changed  slightly  this 
year  and  our  time  fqr  this  session  has  been  limited  to 
two  hours. 

A general  session  of  all  sections  is  called  for  11  A.  M. 
on  this  day. 

Dr.  Berens  will  discuss  the  following  subjects: 

1.  One-half  hour  on  Orthoptic  Training. 

2.  About  twelve  minutes  on  Ocular  Fatigue. 

3.  Ten  minutes  on  Telescopic  Lenses. 

4.  Five  minutes  on  Contact  Lenses. 

5.  About  ten  minutes  on  Anisekonia. 

6.  About  one-half  hour  on-  Operations  for  Detach- 
ment of  the  Retina  and  Chronic  Infections  of  the 
Eye. 

The  remaining  time,  about  one-half  hour,  will  be  given 
over  to  General  Discussion. 

2.  Round  Table  Discussion  after  luncheon  con- 
ducted by  Dr.  Berens. 


Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 


OTOLARYNGOLOGY 

1.  “Temporal  Lobe  Abscess  of  Otitic  Origin” — 
Oliver  B.  McGillicuddy,  Lansing. 

A brief  discussion  of  the  type  of  infection  that  results 
in  abscess  of  the  temporal  lobe  with  consideration  of 
the  clinical  signs,  various  methods  of  approach  and  the 
ultimate  prognosis  of  such  cases.  Case  reports  of  two 
recent  patients  treated  simultaneously  with  recovery, 
will  be  used  to  illustrate  the  paper. 

Discussion — 

1.  A.  C.  Furstenberg,  Ann  Arbor. 

2.  Carl  Snapp,  Grand  Rapids. 

2.  “The  Value  of  Prophylactic  Methods  in  the  Pre- 
vention of  Common  Colds”— Perrin  Hamilton 
Long,  Johns  Hopkins  Hospital,  Baltimore,  Md. 

There  can  be  no  question  of  the  enduring  widespread 
public  interest  in  the  prevention  of  colds.  During  the 
past  fifty  years  numerous  remedies  and  methods  have 
been  advanced  as  specifics  in  the  prophylaxis  of  upper 
respiratory  tract  infection.  Cocaine  hydrochloride,  bi- 
carbonate of  soda,  hardening  exercises,  oral  antiseptics, 
vaccines  and  finally  vitamins  and  ultra  violet  light  have 
had  their  supporters  and  with  the  exception  of  the  last 
two  measures,  have  failed  to  gain  any  extensive  group 
of  adherents. 

It  will  be  our  purpose  in  this  paper  to  discuss  the  ex- 
perimental background  and  the  clinical  applications  of 
vitamin  therapy,  the  use  of  ultra  violet  light  and  bac- 
terial vaccines  in  prophylaxis  of  common  colds. 

On  the  experimental  side  there  is  unquestionable  evi- 
dence that  Vitamin  A is  essential  if  small  laboratory 
animals  such  as  rats  and  guinea  pigs  are  to  be  main- 
tained in  a state  which  will  permit  them  to  resist  the 
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infections  endogenous  to  such  animals.  There  is  also 
very  definite  evidence  as  to  the  bactericidal  and  viri- 
cidal effects  of  ultra  violet  light  in  in  vitro  experiments. 
However,  when  these  methods  of  prophylaxis  are  car- 
ried over  to  man  the  results  are  debatable. 

In  the  later  stages  of  common  colds  it  is  the  rule  to 
find  many  bacteria  in  the  nasal  secretions.^  It  is  gen- 
erally supposed  that  these  organisms  contribute  to  the 
symptomatology  of  the  disease  and  hence  that  bacterial 
vaccines  are  of  value  in  the  prophylaxis  of  colds.  It  is 
our  opinion  that  these  organisms  play  little,  if  any, 
role  in  the  infectious  process.  Evidence  in  support  of 
this  belief  will  be  presented. 

Discussion — - 

1.  James  Maxwell,  Ann  Arbor. 

2.  Carl  G.  Wencke,  Battle  Creek. 

3.  “The  Rhinological  Management  of  the  Allergic 
Individual” — James  E.  Croushore,  M.D.,  Detroit 
Polyclinic,  Detroit,  Mich. 

Discussion  is  made  of  the  procedure  for  proper  diag- 
nosis. Local  treatment  for  hyperesthetic  rhinitis  is 
essentially  valueless  and  generally  prolonged  because  of 
faulty  diagnosis.  The  treatment  of  allergic  rhinitis 
complicated  by  polypoid  degenerations,  sinus  disease 
and  malformations  is  given  detailed  attention  from  the 
allergic  and  rhinological  standpoints. 

Discussion — • 

1.  Samuel  J.  Levin,  Detroit. 

2.  Clifford  Brunk,  Detroit. 

4.  “Headache” — J.  Milton  Robb,  Detroit. 

It  is  unfortunate  that  the  most  common  symptom  that 
brings  the  patient  to  the  doctor’s  office — headache — re- 
ceives so  little  discussion.  It  is  a subject  in  which 
every  man  in  every  field  of  the  practice  of  medicine 
should  be  vitally  interested. 

In  our  discussion,  we  shall  not  treat  of  the  headache 
lasting  for  several  days,  which  is  a part  of  the  onset 
of  acute  disease.  We  are  interested  in  the  chronic  or 
recurrent  type,  the  analysis  of  which  depends  upon 
a concise,  definite  plan  of  attack. 

Discussion — 

1.  Edgar  Kahn,  Ann  Arbor. 

2.  Frederic  Schrieber,  Detroit. 


Pediatrics 

Chairman:  W.  E.  Collins,  Kalamazoo. 

Secretary:  Edgar  E.  Martmer,  Detroit. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

1.  Address  of  Chairman — Ward  Collins,  Kala- 
mazoo. 

2.  “Vomiting  in  Infancy”— 

Discussion — 

1.  Thomas  Gordon,  Grand  Rapids. 

2.  Henry  Vanden  Berg,  Grand  Rapids. 

3.  David  J.  Levy,  Detroit. 

Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

1.  “Physiological  Postural  Deformities  in  Contrast 
to  Pathological  Postural  Deformities” — C.  E. 
Badgley,  Ann  Arbor. 

2.  “Infantile  Eczema” — George  Van  Rhee,  Detroit. 
A discussion  of  the  etiology,  pathology,  diagnosis  and 
treatment  of  infantile  eczema  with  particular  attention 
to  the  differential  diagnosis  of  infantile  eczema,  sebor- 
rheic dermatitis  and  erythroderma  exfoliativa.  Lantern 
slides. 

3.  “Pyelitis  in  Infancy  and  Childhood” — W.  K. 
Rexford,  Detroit. 

A review  of  a series  of  cases  followed  at  the  Children’s 
Hospital  of  Michigan  for  the  past  three  years.  Anom- 
alies of  the  urinary  tract  and  other  cystoscopic  find- 
ings. Lantern  slides. 

4.  “Sinus  Disease  in  Childhood” — Ferris  Smith, 
Grand  Rapids. 

The  incidence  of  sinus  disease  in  children  is  greater 
than  is  generally  recognized.  It  is  particularly  prevalent 
in  Michigan.  Dr.  Smith’s  wide  experience  in  the  treat- 
ment of  sinus  disease  in  children  makes  this  a very 
worth  while  paper. 


5.  “Conditions  in  Childhood  Associated  with  Hypo- 
glycemia”— W.  McKim  Marriott,  Dean  of  Wash- 
ington University,  School  of  Medicine,  St.  Louis, 
Missouri. 

Discussion — 

Thomas  B.  Cooley,  Detroit. 


Dermatology  and  Syphilology 

Chairman:  Robert  C.  Jamieson,  Detroit. 

Secretary:  A.  R.  Woodburne,  Grand  Rapids. 

First  Session — Wednesday,  Sept.  12,  1934 
9:00  A.  M. 

1.  Chairman’s  Address — R.  C.  Jamieson,  Detroit. 

2.  “Skin  Disease  in  Industry” — A.  E.  Schiller,  De- 
troit. 

3.  “Immunological  Aspects  of  Epidermophytosis” — 
L.  W.  Shaffer. 

4.  “Allergy  in  Dermatology” — M.  B.  Sulzberger, 
New  York. 

Second  Session — Thursday,  Sept.  13,  1934 
9:00  A.  M. 

Presentation  of  Cases. 


COMBINED  SECTION  MEETINGS 

Note:  All  Scientific  Sections  will  meet  in  com- 

bined general  meeting  on  Wednesday  and  Thursday 
afternoons  at  1:15  P.  M.  There  will  be  no  discus- 
sion of  the  following  program. 

First  Combined  Session 
Wednesday,  Sept.  12,  1934 
1:15  P.  M. 

Main  Auditorium 

1.  “Allergic  Dermatoses” — Marion  B.  Gulzberger, 
New  York  City. 

A tentative  classification  based  upon  (a)  the  site  of 
shock  tissue,  and  (b)  the  lapse  of  time  between  union 
of  allergen  with  sensitive  tissue  and  the  appearance  of 
reaction.  The  deductions  which  may  be  made  from 
such  a classification: 

(1)  regarding  the  various  types  of  sensitization  derma- 
toses; 

(2)  the  specific  substances  which  must  be  suspect  in 
each  type; 

(3)  the  special  technic  of  testing  which  is  indicated 
in  each  type; 

(4)  the  therapy  of  each  type. 

2.  “Individualizing  Anesthesia” — Reuben  Maurits, 
Grand  Rapids. 

3.  “Acute  Hepatic  Insufficiency  with  Special  Refer- 
ence to  Liver  Tests  and  Therapy”— William  A. 
Thomas,  Chicago,  111. 

4.  “Fibroids  of  the  Uterus” — Joseph  L.  Baer,  Chi- 
cago, 111. 

One  thousand  one  patients  were  treated  for  fibroids 
of  the  uterus  during  the  past  eleven  years. 

The  frequency  of  total  and  vaginal  hysterectomies  has 
shown  a continuing  increase  while  irradiation  has 
shown  a marked  decline. 

The  selection  of  radium  as  the  treatment  for  fibroids 
has  steadily  diminished  because  of  the  increasingly  long 
list  of  direct  contra  indications,  the  undesirability  of  a 
precipitate  menopause  and  the  inability  to  examine  the 
pelvic  and  abdominal  viscera. 

The  total  mortality  in  this  series  was  0.7  per  cent 
(seven  deaths).  In  the  second  group  of  474  patients 
it  was  0.21  per  cent  (one  death). 

Partial  or  complete  removal  of  the  adnexa  was  done 
in  50  per  cent  of  the  patients.  Indications  for  these 
operations  on  the  adnexa  included  not  only  pathology, 
but  mechanical  reasons  and  prophylaxis. 

No  evidence  was  found  to  justify  the  conclusion  that 
fibroids  result  from  ovarian  pathology. 

Absolute  sterility  was  present  in  19.3  per  cent. 

Fibroids  play  little  or  no  role  in  the  production  of 
absolute  sterility. 

Pelvic  malignancy  was  found  in  1 per  cent. 
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5.  Clinico-Pathological  Conference  conducted  by 
F.  W.  Hartman,  Detroit. 

Second  Combined  Session 

Thursday,  Sept.  13,  1934 
1 :15  P.  M. 

1.  “The  Common  Cold” — Perrin  Hamilton  Long, 
Baltimore,  Md. 

It  has  been  estimated  that  colds  cost  the  people  of 
the  United  Stated  two  billion  dollars  a year.  The 
economic  importance  alone  of  such  a disease  is  mani- 
fest. 

Although  many  theories  as  to  the  causation  of  colds 
had  been  advanced  no  real  progress  was  made  until 
Kruse  announced  in  1914  that  he  had  produced  colds 
in  human  volunteers  by  intranasal  inoculations  with 
Berkefeld  filtrates  of  the  nasal  secretions  from  individ- 
uals ill  with  natural  colds.  During  the  next  ten  years 
the  observations  of  Kruse  were  confirmed  and  denied 
by  several  investigators.  In  the  last  decade,  however, 
the  investigations  of  Dochez  and  his  associates  and 
the  results  of  our  own  observations  have  demonstrated 
quite  conclusively  that  the  causal  factor  in  common 
colds  is  a filterable  agent.  Dochez  has  been  able  to 
propagate  this  agent  in  a tissue  medium  through  many 
generations. 

Colds  occur  in  epidemic  peaks  throughout  the  year 
with  the  highest  incidence  being  reached  in  the  early 
fall.  The  average  individual  suffers  from  three  infec- 
tions a year.  The  highest  attack  rates  occur  in  chil- 
dren under  five  years  of  age.  Contact  with  an  infected 
person,  food,  or  fomites  is  essential  for  the  produc- 
tion of  the  disease.  Completely  isolated  communities 
are  free  from  colds.  The  occurrence  of  abnormalities 
of  the  upper  respiratory  tract  does  not  predispose  an 
individual  to  colds  and  the  removal  of  these  abnormal- 
ities does  not  necessarily  decrease  the  incidence  of 
upper  respiratory  tract  infection.  No  durable  immunity 
has  been  demonstrated  following  an  infection. 

Colds  are  protean  in  their  manifestation,  ranging  from 
mild  nasal  infections  to  severe  respiratory  tract  in- 
volvement with  constitutional  symptoms.  There  is  no 
distinct  boundary  by  which  we  can  delimit  colds  from 
influenza.  The  factors  governing  the  type  of  infection 
suffered  by  an  individual  have  not  as  yet  been  eluci- 
dated. 

Bacterial  vaccines,  vitamin  containing  preparations, 
ultra  violet  radiation  and  many  other  methods  of 
prophylaxis  have  at  best  given  indifferent  results.  There 
is  no  reliable  cure  for  a cold  and  the  best  treatment  is 
for  the  infected  individual  to  remain  in  bed  during  the 
first  seventy-two  hours  of  his  infection. 

2.  “Pre-operative  and  Post-operative  Treatment  of 
the  Toxic  Thyroid  Patient” — E.  C.  Cutler, 
Boston,  Mass. 

3.  “Hematuria” — Wm.  J.  Butler,  Grand  Rapids. 

4.  “Treatment  of  the  Diarrheas  of  Infancy” — Mc- 
Kim  Merriott,  St.  Louis,  Mo. 

5.  “Surgical  Treatment  of  Intractable  Pain” — 
Loyal  Davis,  Chicago,  111. 

6.  “Tannic  Acid  Treatment  of  Burns” — Grover  C. 
Penberthy,  Detroit. 


WOMAN’S  AUXILIARY 

PROGRAM  FOR  MEDICAL  AUXILIARY 
CONVENTION 

September  11,  12,  13,  1934 
Headquarters — Battle  Creek  Sanitarium 
Tuesday,  Sept.  11,  1934 

Registration,  Main  Lobby,  Sanitarium,  from  3:00 
P.  M.  to  6:00  P.  M. 

Wednesday,  Sept.  12,  1934 
Registration,  Main  Lobby,  Sanitarium,  from  10:00 
A.  M.  to  6 :Q0  P.  M. 

12:30 — Noon — Kellogg  Hotel.  Luncheon  for 
Board  Members  and  County  Presidents.  Round 
table  discussion. 

2 -30  P M.  to  5 :00  P.  M.  Sightseeing  trips.  Golf. 
7:00  P.  M.  BRING  YOUR  HUSBAND  dinner. 


Thursday,  Sept.  13,  1934 

Registration  8:00  A.  M.  to  12:00  Noon. 

10 :00  A.  M.  General  Meeting.  Mezzanine,  Sani- 
tarium. 

Reading  of  Minutes. 

Reports  of  Officers. 

Reports  of  Committees. 

Report  of  National  Convention. 

Reports  of  County  Presidents. 

Address  of  President. 

Miscellaneous  Business. 

Election  of  Officers. 

12 :30.  Luncheon,  Main  Dining  Room,  Sanitar- 
ium. Mrs.  G.  Henry  Mundt  from  Chicago,  Illinois, 
speaking  on  “Greetings  from  the  Advisory  Board.” 


HOUSE  OF  DELEGATES 

Speaker:  H.  A.  Luce,  Detroit. 

Vice  Speaker:  Frank  E.  Reeder,  Flint. 

Secretary:  F.  C.  Warnshuis,  Grand  Rapids. 

First  Session 

Tuesday,  September  11,  1934,  9:30  A.  M. 

W.  K.  Kellogg  Auditorium 

1.  Call  to  Order. 

2.  Report  of  Credentials  Committee. 

3.  Roll  Call  of  Delegates. 

4.  Speaker’s  Address. 

5.  President’s  Address. 

6.  President-Elect’s  Address 

7.  Annual  Report  of  the  Council. 

8.  Appointment  of  Reference  Committees. 

(a)  Council’s  Reports. 

(b)  Society  Business. 

(c)  Miscellaneous  Business. 

(d)  Reports  of  Committees. 

9.  Committee  Reports : 

(1)  Legislation. 

(2)  Woman’s  Auxiliary. 

(3)  Radio  Committee. 

(4) .  Preventive  Medicine. 

(5)  Delegates  to  A.  M.  A. 

(6)  Maternal  Welfare. 

(7)  Therapeutics. 

(8)  Cancer  Committee. 

10.  Report  of  Committee  on  Economics. 

11.  Resolutions.  (All  resolutions  are  to  be  presented 
in  triplicate.) 

12.  New  Business. 

13.  Unfinished  Business. 

(a)  Amendments  to  Constitution. 

14.  Recess. 

Second  Session 

Tuesday,  September  11,  1934,  2:30  P.  M. 

1.  Call  to  Order. 

2.  Roll  Call. 

3.  Report  of  Reference  Committees. 

4.  Unfinished  Business. 

5.  Resolutions  and  New  Business. 

6.  Recess. 
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Third  Session 

Tuesday,  September  11,  1934,  7:30  P.  M. 

1.  Report  of  Credentials  Committee. 

2.  Roll  Call. 

3.  Reports  of  Reference  Committees. 

4.  Elections : 

(1)  President-Elect. 

(2)  Report  of  Nominating  Committee. 

(3)  Election  of  Delegates  and  Alternates  to 
A.  M.  A. 

(4)  Councilors: 

13th  District — B.  H.  Van  Leuven — Retiring. 
14th  District — H.  H.  Cummings — Retiring. 

(5)  Place  for  1935  Annual  Meeting. 

(6)  Speaker. 

(7)  Vice  Speaker. 

5.  Unfinished  Business. 

6.  Adjournment. 


COMMITTEE  REPORTS 


RADIO  COMMITTEE 

To  the  House  of  Delegates  of  the 
Michigan  State  Medical  Society: 

Herein  is  the  report  of  the  Radio  Committee  for 
the  year  ending  June  30,  1934.  This  committee  con- 
sists of  W.  A.  Manthei,  Lake  Linden,  L.  F.  Foster, 
Bay  City,  and  William  J.  Stapleton,  Jr.,  Chairman, 
Detroit.  Four  County  Societies  offered  programs, 
namely — Jackson,  Calhoun,  Ingham  and  Wayne. 
Material  for  the  talk  was  obtained  from  the 
A.  M.  A.,  Wayne  County  Medical  Society  and  in- 
dividual doctors.  The  thanks  of  the  Committee  are 
hereby  extended  not  only  to  the  above,  but  to  the 
various  Radio  Stations  who  gave  to  the  County 
Societies  the  time  for  broadcasting  these  health  talks. 
We  do  not  feel  that  it  is  necessary  to  offer  any  argu- 
ments regarding  the  giving  of  radio  talks  by  the 
members  of  the  medical  profession.  Our  parent 
association,  the  A.  M.  A.,  is  now  broadcasting  on 
both  the  great  networks  of  the  country,  this  time 
being  donated  by  the  Columbia  and  National  Broad- 
casting Companies.  The  only  rule  laid  down  by  the 
A.  M.  A.,  is  “It  is  the  opinion  of  the  Judical  Coun- 
cil that  radio  broadcasting  is  a form  of  publicity  and 
its  use  is  subject  to  the  same  rules  as  those  which 
apply  to  newspaper  advertising  and,  therefore,  is  to 
be  governed  by  the  ethical  principles  of  the  Pro- 
fession,’’— Proceedings,  House  of  Delegates,  June, 
1923. 

Your  Chairman  has  had  an  interview  with  Mr. 
Armstrong  Perry,  Council  for  “The  National  Com- 
mittee on  Education  by  Radio.”  As  a result  we  are 
on  their  mailing  list  and  receive  much  valuable  in- 
formation regarding  radio. 

The  American  Medical  Association  has  a large 
and  growing  list  of  radio  talks  varying  from  five  to 
fifteen  minutes  in  length.  These  are  available  not 
only  to  County  Societies,  but  I think  can  be  obtained 
by  any  member  of  a County  Society.  Upon  applica- 
tion a list  of  talks  will  be  forwarded.  Dr.  Bauer 
is  in  charge  of  this  work. 

First  comes  Bay  County. 

Dear  Dr.  Stapleton: — - 

The  following  is  the  list  of  radio  speakers  and  speeches 
over  WBCM  hy  the  Bay  County  Medical  Society: 

February  26th — Safeguarding  Your  Health,  Dr.  Laverty. 
March  1st — Whooping  Cough,  Dr.  Foster. 

March  5th — X-ray  Treatment,  Dr.  Ziliak. 

March  8th — Tuberculosis,  Dr.  Perkins. 

March  15th — Human  Repair  Shop,  Dr.  Tarter. 

March  22nd — Overweight,  Dr.  Husted. 

March  29th — Cross-eyed  Child,  Dr.  Sherman. 

April  5th — Washington’s  Death.  Dr.  Moore. 

April  12th — Tuberculosis,  Dr.  Perkins. 


April  16th — Swimming  Hazards,  Dr.  Criswell. 

April  19th — Reducing,  Dr.  Laverty. 

April  23rd — Diseases  of  the  Gums,  Dr.  Dobson. 

April  26th — Summer  Round-up  of  Children,  Dr.  Foster. 
April  30th — Scientific  Experiments  and  Med.,  Dr.  Brown. 
May  3rd — Anemia,  Dr.  Laverty. 

May  7th — Fads  and  Fancies  about  Stomach  Trouble,  Dr. 
Stinson. 

May  10th — Acne,  Dr.  Laverty. 

Fraternally  yours, 

(Signed)  L.  Fernald  Foster,  M.  D., 

Sec’y.,  Bay  County  Medical  Society. 

Dear  Dr.  Stapleton: — 

I herewith  submit  to  you,  report  of  the  radio  activities 
carried  out  by  members  of  the  Ingham  County  Medical 
Society,  and  sponsored  by  the  Second  Councillor  District, 
over  station  YVKAR,  Michigan  State  College  at  East  Lan- 
sing. 

Members  of  the  Ingham  County  Medical  Society  have 
generously  contributed  their  time  in  carrying  on  this  project. 

Station  WKAR  will  be  closed  during  the  summer  vaca- 
tion at  the  college,  and  our  next  year’s  activities  will  be 
governed  by  the  amount  and  character  of  comments  made 
concerning  the  past  year’s  broadcasting. 

The  interest  in  these  talks  as  evidenced  by  comment  made 
by  the  listeners  is  not  very  great  during  the  season  the 
broadcastings  are  being  carried  on.  However,  the  director 
of  the  station  informs  me  that  when  the  broadcast  ceases, 
the  public  make  inquiry  as  to  why  we  are  off  the  air.  Ap- 
parently our  programs  are  conspicuous  when  absent. 

The  Jackson  programs,  broadcast  over  the  Jackson  Station, 
are  sponsored  by  the  Jackson  Medical  Society  and  have  not 
reported  to  me  as  yet.  Undoubtedly  they  will  report  be- 
fore the  time  of  the  State  Meeting.  The  radio  material  we 
have  used  in  our  program  is  at  your  disposal  if  you  chose 
to  use  it  over  other  stations. 

Sincerely  yours, 

(Signed)  J.  Earl  McIntyre,  M.  D., 

Councillor,  Second  District. 

To  the  Councillor  of  the  Second  District  of  the  Michigan 
State  Medical  Society: 

The  Medical  Society  of  Ingham  County  participated  in  the 
Health  Education  program  of  the  Michigan  State  Medical 
Society  by  sponsoring  a series  of  medical  talks  over  Radio 
Station  WKAR. 

There  were  eighteen  talks  given  at  intervals  of  one  a 
week  from  January  eleventh,  nineteen-thirty-four  to  May 
seventeenth,  nineteen-thirty-four  inclusive.  There  was  no 
talk  on  March  twenty-ninth,  due  to  the  Spring  Vacation 
period  at  the  Michigan  State  College. 

It  was  decided  by  the  Director  of  the  radio  program 
and  the  District  Councillor  that  we  would  not  sponsor  a 
program  this  year,  because  the  response  was  not  very  great 
the  previous  year.  However,  the  Program  Director  of  the 
Radio  Station,  WKAR  asked  us  to  participate  in  their  edu- 
cational program  again  this  year  and  we  consented  to  do  so. 

These  talks  were  given  every  Thursday  afternoon  from 
two-thirty  P.  M.  to  two-forty-five  P.  M.,  by  various  mem- 
bers of  the  County  Medical  Society. 

The  members  of  the  Society  co-operated  splendidly  when 
called  upon  to  give  the  talks,  with  one  exception.  We  had 
one  talk  scheduled  for  May  twenty-fifth,  but  the  director 
was  unable  to  find  a speaker,  who  had  not  previously  given 
his  time,  and  who  did  not  have  a golf  date  for  that  after- 
noon. 

Although  we  have  received  no  direct  replies  to  our  radio 
talks,  I believe  the  program  has  been  a successful  under- 
taking this  year.  Some  of  the  Doctors  who  talked  reported 
that  they  had  heard  favorable  comments  on  some  of  the 
talks  given. 

Attached  is  a list  of  the  talks  given  and  the  name  of  the 
doctor  by  whom  the  talk  was  given. 

Respectfully  submitted, 

(Signed)  R.  J.  Himmelberger,  M.  D., 

Chairman,  Radio  Program. 

1934 

1.  January  11,  1934 — Why  have  a Health  Department? 
Dr.  E.  R.  VanderSlice. 

2.  January  18,  1934 — Epidemic  Influenza,  Dr.  J.  H.  Albers. 

3.  January  25,  1934 — High  Blood  Pressure,  Dr.  Cameron 
Keint. 

4.  February  1,  1934 — Rheumatic  Fever,  Dr.  R.  J.  Morrow. 

5.  February  8,  1934 — Heart  Disease  in  Children,  Dr.  R.  R. 
McCrumb. 

6.  February  15,  1934 — First  Aid,  Dr.  H.  C.  Rockwell. 

7.  February  22,  1934 — What  About  Our  Drugs?  Dr.  O.  B. 
McGillicuddy. 

8.  March  1,  1934 — Unconsciousness,  Dr.  Howard  Willson. 

9.  March  8,  1934 — Management  of  the  Expectant  Mother, 
Dr.  H.  A.  Miller. 

10.  March  15,  1934 — Measles,  Dr.  C.  R.  McCorvie. 

11.  March  22,  1934 — Convulsions  in  Infancy  and  Childhood, 
Dr.  W.  G.  Wight. 

12.  April  5,  1934 — Head  Pains  and  Palpitations,  Dr.  L.  E. 
Beeuwkes. 

13.  April  12,  1934 — Whooping  Cough,  Dr.  F.  L.  Troost. 

14.  April  19,  1934 — Cancer  in  Men,  Dr.  E.  J.  Robson. 

15.  April  16,  1934 — The  Relation  of  the  County  Medical 
Society  to  the  Community,  Dr.  Ray  Pinkham. 

16.  May  3,  1934 — Diptheria,  Dr.  Edith  Hall  Kent. 
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17.  May  10,  1934 — The  Human  Repair  Shop,  Dr.  J.  E. 
McGillicuddy. 

18.  May  17,  1934 — Infantile  Paralysis,  Dr.  J.  S.  Rozan. 
Dear  Dr.  Stapleton: — 

I am  enclosing  a list  of  medical  talks  which  have  been 
given  over  Radio  Stations  WWJ  and  CKLW  from  June  1, 
1933  to  June  16,  1934. 

Sincerely  yours, 

(Signed)  Fred  H.  Cole, 
Chairman  of  the  Radio  Section, 
Wayne  County  Medical  Society. 

Radio  Talks  over  Stations  WWJ  from  June  1,  1933,  to 
June  14,  1934. 

Thursday  from  4:30  to  4:45. 

SPEAKER  TITLE 

Dr.  Alonzo  Norconk — Diseases  of  the  Thyroid. 

Dr.  G.  W.  Laning — Care  and  Feeding  of  the  Child  During 
Hot  Weather. 

Dr.  Wm.  Gordon — Faulty  Metabolism. 

Dr.  Franklin  Peck — The  Diabetic  Camp. 

Dr.  H.  A.  Cushman — The  Important  Periods  of  Female 
Life  and  Their  Relation  to  General  Health. 

Dr.  Wm.  Donald — The  Common  Summer  Diseases:  How  to 

Avoid  Them  and  How  to  Cure  Them. 

Dr.  George  Waldbott — Hay  Fever. 

Dr.  G.  C.  Penberthy — The  Significance  of  Bone  Pain  and 
Tenderness  in  the  Child. 

Dr.  Jack  Agins — The  Significance  of  a General  Physical  Ex- 
amination. 

Dr.  H.  I.  Kallet — N.  I.  R.  A. 

Dr.  W.  J.  Stapleton,  Jr. — That  Tired  Feeling. 

Dr.  H.  F.  Vaughan — Safeguarding  Your  Health. 

Dr.  Emil  Amberg — The  Detroit  League  of  Hard-Hearing. 
Dr.  F.  C.  Witter — Facts  for  the  Layman  About  Cancer. 

Dr.  Chas.  Kuhn — Why  Grow  Old? 

Dr.  E.  S.  Guardjian — The  History  of  Progress  in  Brain 
Operations  in  the  Last  4,000  Years. 

Dr.  Geo.  P.  Myers — Fractures. 

Dr.  Eugene  Osius — Goitre. 

Dr.  R.  K.  Novy — The  Heart. 

Dr.  Fred  W.  Thomas — Dangerous  Ages. 

Dr.  A.  W.  Blain — The  Cancer  Problem. 

Dr.  E.  C.  Baumgarten — What  Everyone  Should  Know  About 
Appendicitis. 

Dr.  Wm.  Burns — Raising  Cain. 

Dr.  John  Watkins — The  Clinical  Laboratory  and  Modern 
Medicine. 

Dr.  J.  C.  Smith — Pre-Natal  Care  in  Obstetrics. 

Dr.  Richard  McKean — Periodic  Headaches. 

Dr.  Thomas  Miller — Skin  Cancer. 

Dr.  N.  H.  Schlafer — What  to  do  in  an  Emergency. 

Dr.  Robert  C.  Moehlig — Some  Pituitary  Disturbances. 

Dr.  Harry  Saltzstein — The  Home  Treatment  of  Minor  In- 
juries and  Infections. 

Dr.  W.  C.  Cole — The  Prevention  of  Tuberculosis. 

Dr.  Robert  C.  Jamieson — Eczema. 

Dr.  Arthur  Hammond — Foreign  Bodies  in  the  Food  and 
Air  Passages. 

Dr.  A.  P.  Wilkinson — The  Common  Cold. 

Dr.  Edgar  G.  Cochrane — Infant  and  Child  in  the  Home. 

Dr.  Wm.  Gordon — The  White  Cell. 

Dr.  Don  Gudakunst — School  Health  Service. 

Dr.  Bruce  C.  Lockwood — Preventive  Medicine. 

Dr.  Sam  Altshuler — Dangers  of  Obesity. 

Dr.  L.  T.  Clark — What  is  Tuberculin? 

Dr.  Leland  F.  Carter — Our  Eyes — Young  and  Old. 

Dr.  W.  J.  Wilson,  Jr. — Blood  Pressure. 

Dr.  B.  R.  Shurly — Tuberculosis  and  the  Child. 

Dr.  Clarence  Umphrey — -Common  Fractures. 

Dr.  Harry  S.  Berman — The  Normal  and  Problem  Child. 
Dr.  O.  A.  Brines — Cancer  Facts. 

Mrs.  S.  Homer  Ferguson — Public  Cooperation  for  Maternal 
Health. 

Dr.  John  M.  Carter — Progressive  Deafness. 

Dr.  David  R.  Clark — The  Thing  We  Call  Worry. 

Dr.  John  A.  Johnston — Tuberculosis  and  the  Child. 

Dr.  Hampton  P.  Cushman — What  Every  Mother  Should 
Know. 

Dr.  J.  E.  G.  Waddington — Satisfactory  Medical  Care. 

Dr.  Harold  Henderson — Some  Popular  Misconceptions  Re- 
garding Pregnancy. 

Dr.  Harry  August — The  Nervous  Breakdown. 

Dr.  M.  B.  Landers — Is  Tuberculosis  Hopeless? 

Dr.  Wm.  Burns — Our  Question  Box. 

Dr.  W.  A.  Chipman — Rupture. 

Dr.  David  I.  Sugar — Rheumatism  and  Heart  Disease  in  the 
Young. 

Dr.  Stanley  Insley — Facts  Concerning  Bronchial  Asthma. 

Dr.  D.  L.  Drummond — Chronic  Arthritis. 

Dr.  S.  Hookey — The  Normal  Skin. 

Dr.  Clark  Lemley — Is  it  Goitre  that  is  Poisoning  You? 

Dr.  L.  F.  Segar — Diabetes. 

Dr.  Fred  W.  Munson — The  Common  Cold. 

Dr.  Gaylord  Bates — Minor  Injuries  and  Infections. 

Dr.  Robert  Schaefer — Glandular  Disturbances  of  Infancy 
and  Childhood. 

Dr.  Nelson  McLaughlin — Early  Signs  of  Cancer. 

Dr.  Clarence  D.  Moll — Doctor,  How’s  My  Blood  Pressure? 
Dr.  O.  J.  Shore- — What  Xray  Tells  Us  About  Bone  and 
Joint  Injuries. 

Dr.  E.  A.  Peterman — Indigestion. 

Dr.  Earl  Lutz — What  to  do  Before  the  Doctor  Arrives. 


Dr.  Geo.  M.  Livingston — Fears,  Anxieties  and  Worries. 
Dr.  Melvin  O.  Kernick — Value  of  the  School  Examination. 
Dr.  D.  S.  Brachman — Finding  Tuberculosis. 

Dr.  Rollin  H.  Stevens — How  X-ray  and  Radium  Acts  on 
Cancer. 

Dr.  Clair  L.  Straith — Plastic  Surgery. 

Dr.  Lawrence  Reynolds — Xray  as  an  Aid  in  Diagnosis  in 
Diseases  of  the  Stomach  and  Intestines. 

Dr.  Nathan  H.  Moss — The  Significance  of  Loss  of  Weight. 
Dr.  A.  E.  Schiller — Facial  Blemishes — Their  Origin  and 
Treatment. 

Dr.  J.  A.  Hookey — Cosmetics. 

Dr.  C.  C.  Birkelo — What  the  Xray  Can  Tell  Us  About 
Tuberculosis. 

Dr.  Franklin  B.  Peck — Progress  in  Diabetes. 

Dr.  R.  L.  Fisher — Heart  Disease. 

Dr.  E.  R.  Robbins — Some  Facts  About  Glands. 

Miss  Emily  Sargent — Improving  Mother’s  Health. 

Dr.  Wm.  C.  Hawken — Operative  Complications. 

Dr.  F.  T.  Munson — Headaches. 

Dr.  Wm.  Fowler — Medicine  and  the  Depression. 

Dr.  S.  J.  Levin — Hay  Fever. 

Dr.  A.  B.  Wickham — Recovering  from  Tuberculosis. 

Dr.  Robert  L.  Mason — Problems  in  Infant  Feeding. 

Dr.  N.  H.  Schlafer — What  to  do  in  an  Emergency. 

As  will  be  seen  some  127  talks  were  given  by  the  various 
County  Societies. 

A special  word  of  thanks  is  due  Dr.  Frederick  Cole  for 
his  work  in  Wayne  County. 

Dear  Dr.  Stapleton: — - 

Am  sorry  to  have  to  inform  you  that  broadcasting  over 
our  local  station  was  discontinued  the  first  of  the  year 
largely  because  of  a lack  of  suitable  material. 

Yours  truly, 

(Signed)  R.  H.  Alter.  M.  D.. 

Jackson  County  Medical  Society. 

Your  chairman  wrote  Dr.  Alter  regarding  the  above  and 
the  following  is  his  reply: 

Dear  Dr.  Stapleton: — ■ 

I was  out  of  town  when  your  letter  was  received  and 
am  sorry  it  was  impossible  to  answer  sooner. 

In  regard  to  our  broadcasting  here  will  say  that  until 
this  year  I have  taken  charge  of  it  myself  and  I was  well 
pleased  with  the  results.  However,  with  my  other  duties  it 
became  necessary  for  me  to  ask  that  part  of  the  load  be 
shared  with  others.  At  my  request  this  work  was  turned 
over  to  a committee  who  I am  sorry  to  say  did  not  take  the 
interest  which  I think  it  deserved.  Much  of  the  material 
received  from  the  A.  M.  A,  was  thought  by  the  committee 
to  be  of  not  sufficient  interest  to  broadcast  and  part  of  it 
had  already  been  used. 

I shall  see,  however,  that  it  is  re-established  this  Fall. 
Yours  truly, 

(Signed)  R.  FI.  Alter. 

In  closing  this  report,  the  Commitee  again  thanks 
all  those  who  have  made  possible  this  program. 
Respectfully  submitted, 

(Signed)  William  T.  Stapleton,  Jr.,  M.  D., 

Chairman,  Radio  Committee. 


PREVENTIVE  MEDICINE  COMMITTEE 

As  Chairman  of  the  Preventive  Medicine  Commit- 
tee, I wish  to  submit  the  following  report : 

Committee  meetings  have  been  held  in  Detroit, 
Ann  Arbor,  and  Muskegon.  The  work  of  the  com- 
mittee has  been  largely  educational. 

1.  This  committee  has  sponsored  a series  of 
articles  written  by  Dr.  H.  F.  Vaughan  and  deal- 
ing with  the  subject  of  medical  participation 
which  have  appeared  in  the  “Journal  of  the 
Michigan  State  Medical  Society.” 

2.  A meeting  of  the  County  Preventive 
Medicine  Committees  was  held  in  Detroit  in 
November,  1933.  This  was  in  the  nature  of  a 
demonstration.  The  morning  session  was  de- 
voted to  clinics  in  preventive  medicine  and  the 
afternoon  to  a general  discussion  of  medical 
participation. 

3.  One  or  more  speakers  were  sent  to  fifteen 
county  medical  societies.  Two  of  these  meet- 
ings were  held  jointly  with  the  Boards  of 
County  Supervisors  and  seven  meetings  heard 
talks  on  medical  participation  as  well  as  clinical 
lectures. 

4.  A joint  meeting  with  the  Michigan  Tuber- 
culosis Association  will  be  held  in  Lansing  July 
13th  to  try  to  work  out  a joint  program  in 
Tuberculosis  case  finding.  A supplementary  re- 
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port  for  this  meeting  will  be  given  at  the  meet- 
ing of  the  Michigan  State  Medical  Society  in 
Battle  Creek. 

The  Preventive  Medicine  Committee  recommends 
to  the  Michigan  State  Medical  Society, 

1.  That  support  be  given  to  the  Home  Rule 
Movement.  It  is  believed  that  the  medical  par- 
ticipation program  advocated  by  this  commit- 
tee can  be  better  carried  out  under  Home  Rule 
than  under  the  present  county  government  or- 
ganization. 

2.  That  the  Michigan  State  Medical  Society 
hire  a full-time  medical  co-ordinator  to  carry 
out  the  program  of  the  Preventive  Medicine 
Committee. 

The  Preventive  Medicine  Committee  wishes  to 
thank  Dr.  Henry  F.  Vaughan  for  the  articles 
which  he  wrote  for  the  Journal  and  for  the  many 
talks  which  he  has  given  before  county  societies  and 
boards  of  supervisors.  We  also  wish  to  thank  Drs. 
Gordon,  Douglas,  Evans,  and  Kasper  for  clinical 
talks  which  they  have  given  and  the  W.  K.  Kellogg 
Foundation  which  has  made  it  possible  for  the  com- 
mittee to  send  speakers  to  medical  groups  through- 
out the  State. 

Respectfully  submitted, 

Ledru  O.  Geib,  Chairman, 

Preventive  Medicine  Committee. 


THE  CANCER  COMMITTEE 

A meeting  of  the  Cancer  Committee  of  the  Mich- 
igan State  Medical  Society  was  held  at  the  Pantlind 
Hotel,  Grand  Rapids,  Michigan,  on  Saturday  noon, 
April  14,  1934.  The  following  members  were  pres- 
ent: Dr.  Osborne  A.  Brines,  of  Detroit,  chairman; 
Dr.  Carl  V.  Weller,  of  Ann  Arbor,  and  Dr.  Henry 
J.  VanDenBerg,  of  Grand  Rapids. 

The  report  of  the  Sub-committee  of  the  Commit- 
tee on  the  Survey  of  Medical  Services  and  Health 
Agencies  of  the  Michigan  State  Medical  Society, 
which  was  appointed  to  consider  the  cancer  problem 
in  Michigan,  was  carefully  analyzed  and  considered. 
This  report  had  been  submitted  by  Dr.  T.  Leuceutia, 
of  Detroit,  and  Dr.  Carl  V.  Weller,  of  Ann  Arbor, 
and  has  been  accepted  by  the  Society.  A bulletin 
of  the  American  Society  for  the  Control  of  Cancer 
containing  this  report  has  recently  been  mailed  to 
every  member  of  the  Society. 

The  following  recommendations  contained  in  this 
report  were  first  considered : “A  thorough  survey 

by  a trained  personnel  working  in  the  field  would 
reveal  more  completely  the  present  facilities  upon 
which  future  organizations  may  be  built.”  “It  is 
recommended  that  a fact  finding  investigation  be 
initiated  to  learn  definitely  why  there  is  a medium 
delay  of  six  and  one-half  months  between  the  first 
symptom  and  the  first  consultation  with  the 
physician.” 

Consideration  was  given  to  the  advisability  of  in- 
viting the  American  Society  for  the  Control  of  Can- 
cer to  make  a statewide  cancer  survey  in  Michigan. 
The  enclosed  letter  from  Dr.  F.  L.  Rector,  Field 
Representative,  of  the  Cancer  Society,  setting  forth 
in  detail  the  methods  which  would  be  employed  in 
making  this  survey,  was  considered. 

It  was  unanimously  agreed  by  the  members  of  the 
Cancer  Committee  present  that  the  Committee 
recommend  to  the  Michigan  State  Medical  Society, 
that  an  invitation  be  issued  to  the  American  Society 
for  the  Control  of  Cancer  to  make  a cancer  survey 
in  the  State  of  Michigan. 

The  following  recommendations  contained  in  the 
Sub-committee  report  were  next  considered.  “All 
means  of  bringing  the  essential  facts  about  cancer 
to  lay  people  should  be  employed  to  the  fullest  de- 
gjee.”  “It  is  recommended  that  thru  more  exten- 
sive instruction  along  these  lines  the  medical  schools 


and  by  post-graduate  clinics,  conferences  and  lec- 
tures, the  profession  be  kept  fully  informed  of  ad- 
vances in  the  field  of  endeavor  suggested,  and  made 
more  keenly  conscious  of  individual  responsibility 
toward  the  potential  cancer  patient.  Similar  instruc- 
tion is  appropriate  for  the  dental  profession.” 

The  Cancer  Committee  urges  the  State  Medical 
Society  to  seriously  encourage  inauguration  of  can- 
cer programs  in  the  county  medical  societies.  It  is 
recommended  that  at  least  two  meetings  a year  some 
phase  of  cancer  should  be  made  a part  of  the 
scientific  program  of  the  county  societies.  It  is  fur- 
ther recommended  that  speakers  for  these  occasions 
be  arranged  for  and  selected  by  the  Cancer  Commit- 
tee of  the  State  Society. 

With  the  same  Sub-committee  recommendations 
in  mind,  it  is  recommended  that  the  post-graduate 
school  of  the  University  of  Michigan  be  requested 
to  include  as  far  as  possible  cancer  instruction  to 
the  medical  profession  in  its  post-graduate  activities. 

It  is  further  believed  that  cancer  as  a public  health 
problem  can  be  presented  thru  the  medium  of  pub- 
lic school  education,  and  it  is  recommended  that 
every  attempt  should  be  made  to  arrange  for  a suit- 
able talk  to  be  made  by  appropriate  physicians  to 
high  school  students  at  frequent  intervals. 

The  Committee  believes  that  persistent  and  fre- 
quently repeated  efforts  in  the  direction  of  public 
education  are  necessary.  The  Committee  approves 
and  wishes  to  encourage  the  activities  of  the  pub- 
licity department  of  the  University  of  Michigan  un- 
der the  direction  of  Mr.  Morrisey  and  believes  that 
the  publication  of  newspaper  articles  concerning  can- 
cer should  be  extended.  The  members  of  the  Com- 
mittee agreed  to  investigate  ways  and  means  of  in- 
creasing the  scope  of  newspaper  publicity  in  the 
field  of  cancer. 

Summary — The  following  recommendations  are 
hereby  made  by  the  Cancer  Committee  of  the  Mich- 
igan State  Medical  Society : 

1.  Request  the  American  Society  for  the 
Control  of  Cancer  to  make  a statewide  survey 
of  Michigan. 

2.  Establish  regular  cancer  programs  in  the 
meetings  of  the  County  Medical  Society. 

3.  Request  the  post-graduate  school  of  the 
University  of  Michigan  to  include  more  sub- 
jects dealing  with  cancer  in  its  medical  teach- 
ing activity. 

4.  Establish  a definite  and  persistent  cancer 
education  program  in  the  public  schools. 

5.  Extend,  in  a systematic  manner,  newspaper 
publicity  thruout  the  State  in  an  attempt  to  ac- 
quaint the  public  at  large  with  the  magnitude  of 
the  cancer  problem  and  to  disseminate  informa- 
tion which  should  tend  to  the  earlier  recogni- 
tion of  the  disease. 

Submitted  by 

O.  A.  Brines,  Chairman. 

AMERICAN  SOCIETY  FOR  THE  CONTROL 
OF  CANCER 

1250  Sixth  Avenue — Rockefeller  Center 
New  York,  N.  Y. 

823  Case  Street, 
Evanston,  Illinois, 
December  6,  1933. 

Dr.  O.  A.  Brines, 

Chairman,  Cancer  Committee, 

Michigan  State  Medical  Society, 

Receiving  Hospital, 

Detroit,  Michigan. 

Dear  Doctor  Brines  : 

The  cancer  survey  made  by  the  American  Society 
for  the  Control  of  Cancer  on  invitation  of  state 
medical  societies  are  essentially  fact-finding  surveys 
and  not  clinical.  They  are  conducted  along  the  fol- 
lowing lines : 
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A short  questionnaire  is  sent  to  each  general  hos- 
pital in  the  State  of  25  or  more  beds,  a few  weeks 
before  the  field  work  is  begun.  These  requests  are 
for  data  on  bed  capacity,  x-ray  and  radium  facilities, 
laboratory  facilities  and  personnel,  and  experience 
with  cancer  cases  during  the  previous  year,  such  as 
number  of  such  patients  admitted  to  the  hospital, 
number  dying  and  autopsied. 

These  reports  are  taken  into  the  field  and  each 
hospital  visited  in  turn  and  the  facilities  checked 
personally.  Hospital  executives  and  staff  members 
are  met  and  the  cancer  program  discussed  with  those 
interested.  The  information  is  then  analyzed  and 
collected  into  a report  together  with  a suggested 
program  of  better  service  to  cancer  patients  in  which 
the  facilities  of  the  State  are  included  and  others 
suggested  to  meet  the  needs  of  the  largest  possible 
number  of  people  in  the  State. 

The  State  Department  of  Health  is  invited  to 
sponsor  these  surveys  and  to  contribute  statistical 
information  on  cancer  mortality  and  mortality  from 
other  diseases.  The  State  Hospital  Association  is 
also  asked  to  approve  and  endorse  the  survey. so  that 
all  interested  groups  will  be  informed  as  to  its  pur- 
poses and  objectives. 

No  attempt  is  made  to  influence  clinical  activities 
except  to  encourage  their  improvement  and  to  safe- 
guard the  interests  of  the  patient  by  suggesting  that 
approved  methods  of  diagnosis  and  treatment  are 
available  and  should  be  employed. 

These  surveys  are  made  without  expense  to  the 
medical  societies.  The  co-operation  of  the  various 
hospital  staffs  and  officers  of  the  State  and  local 
groups  is  expected  after  the  invitation  is  once  ex- 
tended. This  is  usually  accomplished  thru  the  State 
Cancer  Committee  of  the  State  Medical  Society. 

The  report  of  the  survey  is  submitted  in  confi- 
dence to  the  State  Medical  Society  for  its  approval, 
and  until  such  approval  is  given  this  Society  gives 
no  publicity  to  the  survey  or  its  findings.  It  is  hoped 
and  desired  that  the  medical  society  will  publish  the 
report  in  its  official  journal  or  otherwise  after  it 
has  accepted  it  in  order  that  it  may  be  available  to 
all  its  members  and  others  interested  in  the  work. 

To  date  Statewide  surveys  have  been  made  in 
St.  Louis,  Mo.,  Colorado,  Iowa,  Kansas,  Wisconsin, 
and  Minnesota.  Invitations  have  been  received  from 
Missouri  and  Nebraska. 

Sincerely, 

F.  L.  Rector,  M.  D.,  Field  Representative. 


ADVISORY  COMMITTEE  TO  THE 
WOMEN’S  AUXILIARY 

During  the  year  just  closed,  the  duties  of  the  Ad- 
visory Committee  to  the  Women’s  Auxiliary  have 
not  been  arduous  but  have  been  exceedingly  pleasant. 

The  members  of  the  Committee  have  met  in- 
formally with  various  Auxiliary  groups,  principally 
at  dinner  meetings.  While  we  have  not  been  called 
upon  for  any  formal  action,  we  have  all  acted  in- 
formally as  advisers  on  numerous  occasions,  but 
must  confess  that  we  have  learned  much  more  from 
the  activities  of  the  Auxiliary  last  year  than  we  have 
been  able  to  instruct,  teach  or  advise. 

The  Michigan  State  Medical  Society  is  to  be  con- 
gratulated upon  the  zeal,  interest  and  progressive- 
ness of  its  Auxiliary  as  a state  organization,  in 
county  units,  and  as  individuals. 

Respectively  submitted, 

J.  M.  Robb, 

T.  H.  Heavenrich, 

Louis  J.  Hirshman,  Chairman. 


COMMITTEE  ON  THERAPEUTICS 

Your  Committee  on  Therapeutics  has  made  a 
study  of  the  prescribing  of  drugs  and  medicines, 
both  in  the  hospitals  and  elsewhere,  in  this  state,  the 
results  of  which  are  to  be  published  by  the  members 
of  the  committee  in  a series  of  three  articles  in  the 
Journal,  by  Drs.  Poos,  Shaw,  and  Louis  Le  Fevre, 
and  we  wish  that  you  accept  these  articles  as  our  re- 
port for  the  year. 

The  salient  points  in  these  papers,  which  the  com- 
mittee submits  for  your  study  and  consideration,  are 
as  follows : 

1.  There  is  too  much  prescribing  of  well  adver- 
tised, high  priced  pharmaceuticals,  especially 
among  the  younger  members  of  the  profession. 

2.  Many  of  the  proprietary  preparations  adver- 
tised to  the  profession  and  to  the  public,  and 
sold  under  trade-marked  names,  are  duplicates 
of  preparations  already  listed  in  the  United 
States  Pharmacopoea  or  the  National  Formu- 
lary which  sell  at  retail  at  about  one-third  the 
price  of  the  trade-marked  products. 

3.  The  Committee  feels  that  the  medical  profes- 
sion of  this  state  should  be  ever  on  its  guard 
against  lending  itself  to  the  exploitation  of  the 
public  by  certain  drug  houses,  whose  method 
is  to  market  an  old  National  Formulary  or 
United  States  Pharmacopcea  preparation  under 
a trade-marked  name,  introduce  it  to  the  pro- 
fession by  means  of  free  samples  and  a recom- 
mendation for  its  therapeutic  application,  and, 
after  the  doctors  have  distributed  enough  of 
the  free  samples  to  their  patients,  advertise  the 
drug  to  the  public  at  three  times  the  drug  store 
price  for  the  United  States  Pharmacopoea  prep- 
aration, usually  with  the  suggestion  that  as  this 
is  what  the  doctors  are  prescribing,  why  not 
get  it  from  the  drug"  store  direct  and  save  a 
doctor’s  fee. 

4.  The  hospitals  of  this  state  are  put  to  an  ex- 
pense which  they  cannot  afford  because  various 
physicians  on  their  staffs  prescribe  the  same 
drug  under  several  different  trade  names,  and 
by  the  desire  of  some  physicians  to  try  out  each 
old  drug  that  the  pharmaceutical  houses  put  out 
under  a new  name. 

5.  The  committee  recommends,  that  in  the  inter- 
ests of  the  education  of  the  internes  and  resi- 
dent physicians,  each  hospital  draw  up  a for- 
mulary of  drugs  and  preparations  recommended 
for  use  in  the  hospital,  and  that  the  indiscrim- 
inate prescribing  of  drugs  not  in  the  formulary 
be  discouraged. 

Louis  Le  Fevre,  Chairman. 


DELEGATES 

NOTE:  Names  of  Delegates  are  in  capitals,  Al- 

ternates in  lower  case  type. 

Alpena  County 

F.  J.  O’DONNELL 
A.  R.  Miller 
Barry  County 
M.  R.  KINDE 
H.  S.  Wedel 
Bay-Arenac-Iosco 
L.  F.  FOSTER 
E.  S.  Huckins 
Berrien  County 
W.  C.  ELLET 
John  E.  Ames 
Branch  County 
A.  G.  HOLBROOK 
R.  L.  Wade 
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Calhoun  County 

C.  S.  GORSLTNE 

A.  T.  HAFFORD 
W.  L.  Godfrey 

A.  D.  Sharp 
Cass  County 

W.  C.  McCUTCHEON 

E.  M.  Cunningham 
Chippewa-Mackinac 

B.  T.  MONTGOMERY 

F.  C.  Bandy 
Clinton  County 

D.  W.  Hart 

F.  D.  Richards 
Delta  County 

J.  J.  WALCH 
J.  W.  Towey 
Dickinson-Iron 
W.  H.  ALEXANDER 
W.  J.  KOFMEHL 
W.  H.  Huron 
Eaton  County 

A.  G.  SHEETS 

C.  S.  Sackett 
Genesee  County 

GEORGE  CURRY 
CARL  MOLL 
FRANK  REEDER 
Donald  Wright 
Max  Burnell 
H.  E.  Randall 
Gogebic  County 
W.  E.  TEW 

Grand-Traverse-Leelanau 

E.  F.  SLADEK 
J.  W.  Gauntlett 

Gratiot-Isabella-Clare 
T.  J.  CARNEY 
W.  L.  Harrigan 
Hillsdale  County 
C.  J.  POPPEN 

B.  F.  Green 
Houghton  County 

GEORGE  M.  WALDIE 
T.  P.  Wickliffe 
Huron-Sanilac  County 

DAVID  D.  McNAUGHTON 
W.  B.  Holdship 
Ingham  County 

L.  G.  CHRISTIAN 
KARL  BRUCKER 

C.  L.  F.  DeVries 
H.  C.  Rockwell 

Ionia-Montcalm  County 
LLOYD  S.  DUNKIN 
A.  I.  Laughlin 
Jackson  County 
PHILLIP  RILEY 
TAMES  O’MEARA 
Corwin  Clarke 
H.  A.  Brown 

Kalamazoo,  Allegan  and  Van  Buren 

F.  T.  ANDREWS 

C.  TEN  HOUTEN 

R.  G.  COOK 

G.  M.  Riley 

D.  E.  Squires 

E.  G.  Low 
Kent  County 

A.  V.  WENGER 

H.  T.  PYLE 

R.  H.  DENHAM 
V.  M.  MOORE 
C.  F.  SNAPP 

G.  H.  Southwick 
Leon  Sevey 

J.  C.  Foshee 

M.  E.  Roberts 
A.  J.  Baker 


Lapeer  County 

H.  M.  BEST 
J.  O'Brien 
Lenawee  County 

0.  WHITNEY 
A.  W.  Chase 

Livingston  County 
HARRY  G.  HUNTINGTON 
J.  J.  Hendren 
Luce  County 
H.  E.  PERRY 

E.  H.  Campbell 
Macomb  County 

J.  N.  SCHER 

G.  F.  Moore 
Manistee  County 
A.  A.  McKAY 
Stephen  Fairbanks 
Marquette-Alger  County 
VIVIAN  VANDEVENTER 
R.  A.  Burke 
Mason  County 
L.  W.  SWITZER 
Chas.  A.  Paukstis 
Mecosta  County 

G.  H.  YEO 
P.  B.  Kilmer 

Menominee  County 
Midland  County 
J.  H.  SHERK 

R.  E.  Rice 
Monroe  County 

P.  D.  AMADON 

D.  C.  Denman 
Muskegon  County 
ROY  H.  HOLMES 
Frank  W.  Garber 
Newaygo  County 
A.  C.  TOMPSETT 

H.  R.  Moore 
Northern  Michigan 

FREDERICK  C.  MAYNE 
Guy  Conkle 
Oakland  County 
ROBERT  BAKER 
CLIFFORD  EKELUND 
L.  A.  Farnham 
Harold  Furlong 
Oceana  County 
WM.  HEARD 
Wm.  M.  Lemke 
Otsego-Montmorency, 
Crawford-Oscoda-Roscommon-Ogemaw 
C.  R.  KEYPORT 

F.  Rigenberg 
Ontonagon  County 

H.  B.  HOGUE 

F. .  J.  Evans 
Ottawa  County 

A.  E.  ST1CKLEY 

S.  L.  De  Witt 
Saginaw  County 

G.  H.  FERGUSON 
F.  T.  CADY 

A.  R.  Ernst 
Schoolcraft  County 
DONALD  ROSS 
A.  R.  Tucker 
Shiawassee  County 

1.  W.  GREENE 
W.  B.  Fillinger 

St.  Clair  County 
A.  L.  GALLERY 

T.  E.  DeGurse 
St.  Joseph  County 

R.  A.  SPRINGER 
Wexford  County 
W.  T.  SMITH 

J.  F.  Gruber 
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Tuscola  County 

J.  G.  MAURER 
W.  P.  Petrie 
Washtenaw  County 
JOHN  WESSINGER 
DEAN  MYERS 

A.  C.  Kerlikowski 
S.  L.  La  Fever 
Wayne  County 

I.  M.  ROBB 

A.  W.  BLAIN 
WM.  I.  CASSIDY 
R.  H.  PINO 

H W.  YATES 

G.  C.  PENBERTHY 

A.  E.  CATHERWOOD 

R.  M.  McKEAN 

L.  J.  HIRSCHMAN 

J.  L.  CHESTER 

H.  F.  DTBBLE 

C.  F.  BRUNK 

H W.  PLAGGEMEYER 
GEORGE  KAMPERMAN 
W.  R.  CLINTON 
L.  T.  GARTEPY 

S.  A.  FLAHERTY 

A.  P.  BTDDLE 

D.  I.  SUGAR 
S.  W.  TNSLEY 
L.  O.  GEIB 

E.  D.  SPALDTNG 
L.  T.  HENDERSON 
H.  A.  LUCE 

W.  D.  BARRETT 

E.  C.  Baumgarten 
C.  K.  Haslev 

B.  C.  Lockwood 

L.  J.  Morand 

Wm.  T.  Stapleton,  Jr. 

C.  E.  Dutchess 
Wm.  A.  Evans 
Wm.  S.  Reveno 

R.  Lee  Laird 
Roger  V.  Walker 
C.  E.  Lemmon 
H.  W.  Pierce 

H.  L.  Clark 

M.  H.  Hoffmann 
J.  A.  Kasper 

A.  H.  Whittaker 

S.  P.  L’Esperance 
R.  S.  Goux 

B.  U.  Estahrook 

C.  S.  Ratigan 

B.  L.  Connelly 

F.  B.  Burke 

I.  A.  Hookey 
1 C.  Kenning 

C.  K.  Valade 


CREDENTIALS  COMMITTEE 

L.  T.  Henderson,  Chairman — Wayne  County 
A.  4'.  Hafford — Calhoun  County 
C.  Ten  Houten — Kalamazoo  County 
L.  W.  Switzer — Mason  County 
A.  E.  Stickley — Ottawa  County 
This  committee  will  receive  and  pass  upon  Dele- 
gate’s credentials.  Delegates  must  secure  their  cre- 
dentials from  their  County  Secretary. 

GENERAL  INFORMATION 

1.  Time.  Battle  Creek  is  on  daylight  saving  time. 

2.  Hotels 

Kellogg  Hotel — Headquarters  for  officers  and  dele- 
gates and  invited  guests. 


Post  Tavern — 

1.  General  Headquarters. 

2.  Ladies’  Auxiliary  Headquarters.  Slogan  “Meet 
Me  on  the  Bridge.” 

3.  Entertainment  Tuesday,  September  11,  9:30P.  M. 

4.  Big  Night,  Wednesday,  September  12.  Informal. 
No  big  banquet  or  speaker. 

Hotel  Rates 

Kellogg,  120  rooms.  Single,  $2.50  to  $3.50;  double, 
$4.00  and  up. 

Post  Tavern,  240  rooms.  Single,  $2.50  and  up;  dou- 
ble, $4.00  and  up. 

Clifton,  74  rooms.  Single,  $1.00  and  $1.50;  double, 
$1.50  and  $2.50. 

La  Salle,  35  rooms.  Single,  $1.50  and  $2.00;  double, 
$2.00  and  $3.00. 

La  Verne,  30  rooms.  Single,  $1.50  and  $2.00;  double, 
$2.00  and  $3.00. 

Please  write  direct  to  hotel  for  reservations. 

There  will  also  be  private  homes  available,  write 

to  Chairman,  Dr.  R.  C.  Winslow. 


3.  Scientific  Sessions 

The  several  Scientific  Sections  will  convene  on 
Wednesday  morning  from  9:00  to  11:00  A.  M.  and 
on  Thursday  morning  from  9:00  to  12:00  A.  M. 

All  the  Sections  will  combine  into  a general  meet- 
ing at  1:15  P.  M.  on  Wednesday  and  Thursday 
afternoons. 


4.  Local  Committees 

General  Chairman — Wilfrid  Haughey. 

Meeting  Places — C.  S.  Gorsline,  Chairman,  H.  M. 
Lowe,  L.  P.  Shipp,  Gertrude  Johnson,  and  C.  C. 
Landon. 

Hotels — R.  C.  Winslow,  Chairman,  J.  E.  Cooper, 
F.  LaFrance,  W.  M.  Putman,  E.  Van  Camp,  and 
Bertha  Mosher. 

Entertainment — C.  W.  Brainard,  Chairman,  C.  R. 
Hills,  B.  G.  Holtom,  F.  R.  Walters,  M.  A.  Morten- 
son,  and  Estella  Norman. 

Automobiles  and  Parking — A.  M.  Giddings,  Chair- 
man, W.  R.  Chenoweth,  J.  W.  Gething,  Karl  Zinn, 
and  S.  E.  Barnhart. 

Section  Monitors — N.  H.  Amos,  Chairman,  Phillip 
Bonifer,  R.  H.  Fraser,  T.  K.  Kolvoord,  Stanley 
Lowe,  and  L.  E.  Varity. 

Guests  and  Speakers — H.  F.  Becker,  Chairman,  H. 
Hanson,  R.  Stiefel,  W.  O.  Upson,  and  W.  M.  Dodge. 

Registration — Russell  Musard,  Chairman,  Carl  G. 
Wencke,  W.  M.  Dugan,  A.  W.  Nelson,  and  F.  G. 
Melges. 

Finance — A.  E.  MacGregor,  Chairman,  S.  Pritch- 
ard, G.  M.  Byington,  J.  E.  Rosenfeld,  E.  L.  Eggle- 
ston, and  C.  E.  Stewart. 

Public  Health  Exhibit — A.  A.  Hoyt,  Chairman, 
R.  H.  Baribeau,  W.  F.  Martin,  M.  J.  Capron,  C.  G. 
Fahndrich,  W.  L.  Howard,  and  Arthur  Humphries. 

Reception — R.  D.  Sleight,  Chairman,  H.  R.  Allen, 
A.  H.  Bennett,  J.  A.  Elliott.  W.  L.  Godfrey,  E.  E. 
Hancock,  E.  L.  Hanson,  W.  H.  Haughey,  J.  J.  Holes, 
Carrie  S.  Kellogg,  Kenneth  Lowe,  C.  G.  Morris. 
Adonis  Patterson,  W.  A.  Royer,  R.  H.  Steinbach, 
N.  O.  Byland,  J.  K.  M.  Gordon,  C.  W.  Heald,  John 
Heald,  L.  Jesperson,  W.  B.  Lewis,  A.  B.  Olson, 
W.  H.  Riley,  Paul  Roth,  W E.  Vandervoort,  Bruce 
Whyte,  J.  H.  Kellogg,  Nelson  Abbott,  G.  W.  Behan, 
Herman  Beuker,  E.  M.  Chauncey,  S.  K.  Church, 


September,  1934 


OFFICIAL  PROGRAM— 114TH  ANNUAL  MEETING 


495 


Robert  K.  Curry,  E.  Clare  Derickson,  G.  B.  Gesner, 
George  C.  Hafford,  A.  T.  Hafford,  C.  E.  Hale,  Louis 
M.  Henderson,  Phillip  M.  Henderson,  H.  A.  Herzer, 
O.  Johnson,  K.  B.  Keeler,  L.  N.  McNair,  J.  Roberts, 
and  A.  D.  Sharp. 


5.  Registration 

Registration  and  Information  Booths  will  be  lo- 
cated in  the  Gymnasium  in  the  Auditorium. 


Plan 


6.  Commercial  and  Scientific  Exhibits 

These  will  be  located  in  the  spacious  gymnasium 
in  the  Auditorium. 


Annual  Meeting  Exhibitors 

I.  The  G.  A.  Ingram  Co. 

■ 2.  The  G.  A.  Ingram  Co. 

3.  The  G.  A.  Ingram  Co. 

4.  The  G.  A.  Ingram  Co. 

5.  Hack  Shoe  Co. 

10.  Abbott  Laboratories. 

11  The  Kellogg  Co.  Home  Economics  Dept. 

12.  Horlick’s  Malted  Milk. 

13.  General  Elec.  X-Ray  Corp. 

14.  Petrolagar  Laboratories. 

15.  Gerbers. 

16.  The  J.  F.  Hartz  Co. 

17.  The  Lakeside  Laboratories. 

18.  American  Hospital  Supply  Corp. 

19.  The  Medical  Protective  Co. 

21.  H.  G.  Fischer  Co. 

22.  L.  O.  Geib 

23.  Physiotheraphv  Equipment  Co. 

24.  R.  B.  Davis  Co. 

25.  A.  Kuhlman  & Co. 

26  Universal  Products  Co. 

28.  Battle  Creek  Food  Co. 

30.  Merck  & Co. 

31.  Mead  Johnson  & Co. 

7.  President’s  Address 

The  President  will  deliver  his  annual  address  at 
the  General  Session  Wednesday  morning  at  11  :00 
A.  M. 

8.  Section  Monitors 

N.  H.  Amos,  Chairman 
Section  on  Medicine 
L.  E.  Verity 
L.  P.  Shipp 
Section  on  Surgery 
R.  A.  Stiefel 
H.  Hanson 

Sectio'n  on  Gynecology 
F.  J.  Melges 
F.  La  France 

Section  on  Opthcilmology  and  Otolaryngology 
R.  H.  Fraser 
Karl  Zinn 

Section  on  Pediatrics 
Stanley  Lowe 
Philip  Bonifer 
Section  on  Dermatology 
T.  K.  Kolvoord 
W.  R.  Chynoweth 

9.  Patronize  your  exhibitors. 

10.  Watch  Bulletin  Boards. 

II.  Be  sure  to  register  and  secure  hand  program 
with  further  announcements. 


To 

Attend 

This 

Annual 

Meeting 
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CONTRIBUTED  ARTICLES 


TREATMENT  OF  INTESTINAL  OBSTRUCTION* 


C.  R.  DAVIS,  M.D.,  A.B.f 

DETROIT,  MICHIGAN 


The  treatment  of  intestinal  obstruction  is  surgical.  The  time  for  operation  is  soon  after 
the  onset  of  symptoms.  The  type  of  operation  depends  upon  the  condition  which  causes 
the  obstruction.  To  these  three  phases  in  the  treatment  of  intestinal  obstruction  must 
be  added  the  preoperative  treatment  and  the  postoperative  treatment. 

Because  it  is  so  generally  admitted  that  intestinal  obstruction  should  be  treated  sur- 
gically, I shall  say  no  more  about  that  phase  of  the  treatment. 

That  operation  should  be  done  as  soon  as  possible  after  the  onset  of  symptoms  is  also 


admitted  generally.  Many  physicians,  how- 
ever, do  not  appreciate  how  promptly  the 
operation  should  be  done  as  they  appreciate 
that  the  treatment  should  be  surgical.  The 
demand  for  early  relief  of  intestinal  obstruc- 
tion is  exceeded  only  by  the  demand  for 
early  relief  of  obstruction  of  the  respiratory 
passages  and  is  equalled  only  by  the  demand 
for  early  operation  in  perforated  gastric 
ulcer.  With  few  exceptions  the  necessity 
for  relief  of  intestinal  obstruction  is  more 
urgent  than  the  necessity  for  the  arrest  of 
hemorrhage. 

Some  remarks  and  statistics  about  how 
soon  after  the  onset  of  symptoms  of  intes- 
tinal obstruction  operation  should  be  done 
may  not  be  amiss.  According  to  Drs,  IT.  E. 
Veldman  and  Frederick  C.  Warnshuis8  the 
mortality  is  as  follows: 


1 to  12  hours 

Number 
of  Cases 
12 

Lived 

8 

Died 

4 

13  to  24  hours 

15 

8 

7 

25  to  48  hours 

17 

9 

8 

49  to  72  hours 

8 

3 

5 

4 to  7 days 

18 

8 

10 

These  figures  indicate  that  the  operation 
should  be  done  within  twelve  hours.  Dr. 
Wrn.  B.  Holden3  had  a mortality  of  26  per 
cent  in  referred  cases  and  five  and  one-sixth 
per  cent  in  non-referred  cases  and  believes 
that  an  early  operation  in  the  hands  of  a 
novice  is  better  than  a late  operation  in  the 
hands  of  an  expert.  He  believes  operation 

*Read  at  the  November,  1932,  staff  meeting  of  the  Delray 
General  Hospital. 

fDr.  C.  R.  Davis  is  a graduate  of  Ouachita  College,  Ar- 
kansas, Cornell  University,  New  York  City,  M.D.,  1908.  He 
served  as  interne  and  House  Surgeon  at  the  Presbyterian 
Hospital  in  New  York  City.  He  is  attending  Surgeon.  Grace 
Hospital  (Miriam  Memorial  Branch)  and  Chief  of  the  Sur- 
gical Staff  of  Parkside  Hospital,  Detroit. 


should  be  done  within  twelve  to  twenty-four 
hours  after  the  onset  of  symptoms.  The 
higher  mortality  in  referred  cases  was  due 
undoubtedly  to  the  fact  that  time  was  lost 
because  the  patient  had  to  wait  for  the  two 
physicians  in  turn,  first  the  family  physician 
and  then  the  surgeon.  Time  was  saved  in 
the  non-referred  cases  because  one  physician 
had  been  eliminated.  At  least,  these  were 
my  conclusions  when  I reviewed  the  report 
in  which  he  has  stated  the  results  in  his  119 
referred  cases  and  fifty-eight  non-referred 
cases.  Dr.  Alton  Ochsner6  believes  that  in- 
testinal obstruction  should  be  operated  upon 
within  twelve  hours.  Bailey1  says  that  the 
operation  should  be  done  within  twelve  to 
twenty-four  hours. 

In  my  own  series  of  sixty-four  cases  there 
were  twenty-four  deaths,  which  makes  the 
mortality  31.24  per  cent.  The  twenty-four 
patients  who  died  either  had  multiple  ob- 
struction or  had  been  sick  longer  than  six 
hours.  The  forty  patients  who  recovered 
either  had  single  obstruction  or  had  been 
sick  less  than  six  hours.  These  figures  in- 
dicate that  if  we  operate  upon  patients  with 
intestinal  obstruction  early  and  if  the  ob- 
struction is  single,  the  mortality  should  be 
low  instead  of  high,  although  the  average 
mortality  is  nearly  50  per  cent.  I believe 
that  the  most  important  single  item  in  the 
treatment  of  intestinal  obstruction  is  early 
operation.  I can  see  no  reason  for  waiting 
twelve  to  twenty-four  hours.  In  fact,  after 
I had  reviewed  my  own  cases,  I decided  that 
the  operation  should  be  done  within  six 
hours  after  the  onset  of  symptoms. 

Little  preoperative  attention  is  needed  in 
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intestinal  obstruction.  Lavage  by  diminish- 
ing the  size  of  the  stomach  and  consequently 
decreasing  the  intra-abdominal  contents 
facilitates  operation.  One-quarter  grain  of 
morphine  sulfate  and  1/150  grains  of  atro- 
pine sulfate  should  be  given  hypodermically 
just  before  the  operation  but  not  earlier. 
The  first  dose  of  morphine  should  not  be 
given  until  the  patient  is  in  the  hospital  and 
ready  for  operation.  Although  it  is  the  duty 
of  the  famly  physician  to  relieve  suffering 
and  comfort  the  sick,  his  chief  duty  in  in- 
testinal obstruction  is  to  save  the  life  of  his 
patient.  To  do  this  he  must  let  the  patient 
suffer  until  just  before  the  operation.  Suf- 
fering, in  turn,  will  advance  the  hour  for  the 
operation.  Transfusion  of  blood,  infusion 
and  hypodermoclysis  of  sodium  chloride  so- 
lution should  be  kept  in  mind  and  used  be- 
fore operation  when  necessary. 

The  type  of  operation  to  be  used  in  in- 
testinal obstruction  depends  upon  the  con- 
dition which  causes  the  obstruction.  The 
more  accurate  the  diagnosis,  the  better  the 
operation  can  be  planned;  also  the  incision 
can  be  placed  in  a more  favorable  location. 
Before  discussing  the  operations  which  are 
adaptable  to  the  specific  conditions  which 
cause  the  obstruction,  I shall  discuss  proce- 
dures which  are  applicable  to  obstruction  in 
general. 

The  first  detail  which  will  command  at- 
tention is  anesthesia.  Dr.  A.  I.  McKinnon5 
has  said  that  for  the  relief  of  intestinal  ob- 
struction in  general  peritonitis,  and  this  may 
be  applicable  to  other  types  of  obstruction, 
the  operation  should  be  done  under  local 
anesthesia,  because  local  anesthesia  does  not 
hinder  peristalsis.  When  a general  anes- 
thetic is  used,  two  days  are  required  for  the 
intestines  to  regain  their  tone  and  expel  their 
contents.  I am  sure  that  you  will  admit  that 
it  is  difficult  to  empty  the  bowels  during  the 
first  two  days  after  any  operation  in  which 
a general  anesthetic  has  been  used.  Tn  intes- 
tinal obstruction,  if  immediate  evacuation 
of  the  intestinal  contents  can  be  obtained, 
the  patient  has  a better  chance  to  live. 
Spinal  anesthesia  can  also  be  used  in  many 
patients  successfully  because  spinal  anes- 
thesia as  well  as  local  anesthesia  does  not 
stop  peristalsis ; therefore,  both  local  and 
spinal  anesthesia  are  better  for  intestinal  ob- 
struction than  general  anesthesia,  which  does 
interfere  with  peristalsis.  Of  course,  gas 
and  ether  must  frequently  be  resorted  to, 


and  are  used  routinely  by  some  men,  but  it 
is  my  opinion  that  they  should  be  used  only 
in  cases  not  suitable  for  local  or  spinal  anes- 
thesia. It  is  better  to  do  as  much  of  the 
operation  as  possible  under  local  or  spinal 
anesthesia  in  suitable  cases  and  to  add  gen- 
eral anesthesia  when  the  local  or  spinal  anes- 
thesia is  not  satisfactory. 

A second  detail  in  the  treatment  of  in- 
testinal obstruction  is  the  incision.  When 
the  location  of  the  cause  of  the  obstruction 
cannot  be  determined,  a general  exploration 
is  needed.  A paramedian  incision  just  next 
to  the  umbilicus  permits  the  surgeon  to  make 
a very  satisfactory  exploration  and  does  lit- 
tle damage  to  the  nerve  supply  of  the  ab- 
dominal wall.  This  incision  should  extend 
from  one-third  of  its  length  above  the  level 
of  the  umbilicus  to  two-thirds  of  its  length 
below  the  level  of  the  umbilicus.  If  the  site 
of  the  obstruction  can  be  determined  before 
the  operation  is  begun,  an  incision  which 
permits  the  best  approach  for  the  relief  of 
the  condition  which  causes  the  obstruction 
should  he  used. 

Another  general  item  in  operating  for  in- 
testinal obstruction  is  the  handling  of  the 
howels.  If  the  obstruction  is  sought  for  by 
following  the  collapsed  bowel  up,  and  if  re- 
lief of  the  obstruction  can  be  effected  easily, 
evisceration  may  not  be  necessary,  but  evis- 
ceration is  frequently  the  most  rapid  and 
best  method  for  locating  and  relieving  ob- 
struction; it  is  even  preferred  as  a routine 
procedure  by  some.  When  distended  bowel 
only  presents  as  the  abdomen  is  opened,  thgr 
best  point  to  begin  the  search  for  the  ob- 
struction is  the  cecum.  If  the  ileum  and 
cecum  are  dilated,  the  obstruction  is  below 
the  cecum.  If  the  ileum  is  collapsed,  the  ob- 
struction is  above  the  cecum.  When  eviscer- 
ation must  he  done  the  bowels  should  be 
protected  by  hot  packs.  The  evisceration  of 
the  bowels  into  a rubber  bag  surrounded  bv 
hot  compresses  as  recommended  in  Lewis’ 
Surgery4  should  be  an  excellent  procedure. 
I have  never  followed  this  procedure  but  am 
thinking  seriously  of  doing  so,  because  the 
rubber  will  traumatize  the  peritoneum  less 
than  gauze  when  the  bowels  are  wrapped 
with  gauze  pads. 

Another  procedure  applicable  to  all  kinds 
of  intestinal  obstruction  is  enterostomy.  An 
enterostomy  may  be  either  one  of  two  tvpes: 
in  one  type  of  so-called  enterostomy  which  is 
really  an  enterotomy,  the  bowel  is  closed  im- 
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mediately  after  the  intestinal  contents  have 
been  evacuated;  in  the  other  type  of  enter- 
ostomy, which  is  a true  enterostomy,  the 
tube  is  left  in  the  bowel  for  from  several 
to  twelve  days  until  the  patient’s  recovery  is 
well  advanced,  or  until  the  operation  for  the 
relief  of  the  obstruction  can  be  done.  An 
additional  guide  for  the  removal  of  the  tube 
from  the  bowel  is  the  foul  smelling  fluid. 
When  the  fluid  which  escapes  from  the 
bowel  has  lost  its  peculiar  foul  smell,  the 
tube  may  be  removed,  usually  on  the  seventh 
to  the  tenth  day.  The  latter  type  of  enter- 
ostomv  is  done  to  save  the  life  of  a patient 
who  is  extremely  ill  and  to  tide  him  over 
until  the  operation  for  the  relief  of  the  ob- 
struction can  be  done  safely. 

Double  enterostomy,  which  Bailey  credits 
D.  P.  D.  Wilkie  with  having  done,  con- 
sists in  doing  one  enterostomy  above  the 
obstruction  and  a second  one  below  the  ob- 
struction ; the  two  tubes  from  the  two  open- 
ings were  then  connected  with  a glass  con- 
necting tube,  and  the  bowel  contents  were 
permitted  to  follow  their  normal  course. 
The  double  enterostomy  has  been  used  when 
the  first  opening  in  the  bowel  was  made  too 
low.  Precaution  should  be  taken  with  every 
enterostomy  against  the  tube  being  pulled 
out  or  slipping  out.  Slipping  out  can  be  pre- 
vented by  tying  two  skin  sutures  around  the 
tube  or  by  strapping  the  tube  to  the  ab- 
domen with  adhesive  tape  so  that  any  pull 
on  the  tube  is  stopped  by  the  stitches  or  the 
adhesive  tape. 

Dr.  Holden3  is  an  advocate  of  the  enter- 
ostomy which  is  closed  at  once.  He  does  the 
enterostomy  in  the  lowest  part  of  the  ob- 
struction and  milks  the  contents  of  the  bowel 
through  a tube  temporarily  inserted  into  this 
opening.  This  milking  is  done  rapidly  by 
drawing  the  bowel  from  above  down  be- 
tween compressed  fingers  which  have  been 
coated  with  vaseline.  In  order  to  empty  the 
bowel  contents  thoroughly,  the  milking  may 
be  done  more  than  once,  if  necessary.  The 
report  of  this  procedure  by  Dr.  Holden  at 
a meeting  of  the  American  College  of  Sur- 
geons in  Chicago  was  very  attentively  al- 
though questionably  received.  He  attributed 
his  low  mortality  of  26  per  cent  in  referred 
cases  and  five  and  one-sixth  per  cent  in  non- 
referred  cases  to  this  procedure,  although 
this  low  mortality  may  be  owing  to  the  fact 
that  he  operated  early,  the  importance  of 
which  he  fully  appreciates  also.  I tried  this 


technic  on  one  patient  who  had  a large 
amount  of  strangulated  bowel  in  a ventral 
hernia.  I was  forced  to  use  the  procedure 
because  I could  not  replace  the  bowels  in  the 
abdomen  otherwise.  The  patient,  who  was 
seventy-two  years  old,  had  been  sick  for  two 
days.  The  postoperative  comfort  in  this  pa- 
tient was  so  out  of  proportion  to  her  pre- 
operative condition  that  I was  very  much 
impressed  by  the  feasibility  of  the  procedure. 
Although  the  patient  died,  the  tendency  to- 
ward recovery  during  the  two  days  she  lived 
was  far  beyond  my  expectation.  I feel  that 
Dr.  Holden’s  procedure  is  worthy  of  con- 
sideration and  trial,  and  intend  to  use  it 
whenever  the  bowels  are  loaded  with  toxic 
contents  as  they  so  often  are.  Although  Dr. 
Holden’s  procedure  is  not  recommended  in 
cases  of  general  peritonitis,  Dr.  J.  W.  Ken- 
nedy, in  a paper  read  to  the  Wayne  County 
Medical  Society  several  years  ago,  attributed 
a very  low  mortality  in  cases  of  peritonitis 
to  stripping  the  bowels  in  a manner  similar 
to  Dr.  Holden’s  milking  but  without  the 
enterostomy. 

The  second  type  of  enterostomy  which  is 
the  true  enterostomy  and  which  is  allowed 
to  remain  open  is  the  one  which  is  done  as 
a temporary  measure  to  prolong  the  life  of 
the  patient  until  such  time  as  his  condition 
will  permit  a direct  attack  upon  the  cause 
of  the  obstruction.  It  is  also  done  in  cases 
of  general  peritonitis,  in  which  disease  the 
cause  of  death  is  considered  to  be  intestinal 
obstruction.  Dr.  McKinnon5  believes  that  a 
high  jejunostomy  is  the  enterostomy  of 
choice.  Because  obstruction  is  accompanied 
by  reversed  peristalsis  and  eventually  fecal 
vomiting,  his  argument  is  certainly  logical, 
for  then  the  enterostomy  opening  will  be  at 
the  end  of  the  reversed  intestinal  stream  in- 
stead of  at  the  beginning  of  it  as  in  cases 
where  the  enterostomy  is  placed  low.  The 
enterostomy  is  specially  applicable  in  peri- 
tonitis cases  in  which  no  other  operative 
procedures  may  be  undertaken.  Advocates 
of  low  enterostomy  may  be  correct  also  be- 
cause if  an  enterostomy  is  done  at  the  lowest 
part  of  the  obstruction,  the  obstruction  will 
be  relieved,  and  the  contents  of  the  bowels 
will  be  permitted  to  resume  their  normal 
course  downward. 

Dr.  Alton  Ochsner6  cpioted  Van  Beuren 
and  Smith  as  having  reported  a higher  mor- 
tality in  cases  treated  by  enterostomy  than 
in  cases  treated  without  enterostomy.  In 
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those  cases  the  enterostomy  was  probably 
done  in  very  severe  and  advanced  cases  only, 
because  men  who  resort  to  enterostomy 
early,  as  is  done  commonly  at  the  present 
time,  have  reported  a lower  mortality  in 
cases  in  which  enterostomy  has  been  done 
than  in  cases  in  which  enterostomy  has  not 
been  done.  If  enterostomy  is  done  in  the 
presence  of  gangrene,  and  the  gangrenous 
bowel  is  not  resected,  the  patient,  of  course, 
will  die. 

When  gangrene  of  the  bowel  is  present, 
the  gangrenous  bowel  either  must  be  in- 
vaginated  or  resected.  If  the  gangrenous 
portion  of  bowel  is  less  than  three  inches, 
it  may  be  invaginated  with  mattress  sutures. 
If  resection  must  be  done,  the  mistake  of 
resecting  too  little  bowel  should  not  be  made 
because  it  is  just  as  easy  to  resect  two  feet 
as  to  resect  two  inches.  The  greatest  dif- 
ficulty in  dealing  with  gangrenous  bowel  is 
the  recognition  of  viability ; and  it  is  very 
important  that  viability  be  recognized,  be- 
cause viable  bowel  need  not  be  resected ; its 
replacement  in  the  abdomen  is  all  that  is 
required.  A viable  bowel  has  a glistening- 
peritoneal  covering,  the  black  color  of  the 
strangulated  bowel  will  change  to  red  when 
hot  towels  are  applied  to  it,  muscular  con- 
tractions of  the  bowel  will  occur  and  should 
be  distinct,  and  the  blood  vessels  leading  to 
this  portion  of  the  bowels  will  be  pulsating. 
The  point  of  constriction  of  the  bowel  in 
an  obstruction  is  the  point  most  likely  to  be 
non-viable. 

After  a resection  of  the  small  bowel  has 
been  done,  an  end-to-end,  a side-to-side.  or 
an  end-to-side  anastomosis  may  be  used,  but 
after  a resection  of  the  large  bowel  has  been 
done,  and  if  the  anastomosis  of  the  remain- 
ing bowel  is  of  the  large  and  small  bowel, 
or  of  large  bowel  alone,  and  end-to-side, 
or  an  end-to-end  anastomosis  is  preferred 
beyond  the  cecum ; because  the  feces  in  the 
small  bowel  are  liquid  and  the  feces  of  the 
large  bowel  are  solid  beyond  the  middle  of 
the  transverse  colon,  trouble  will  result  if  a 
side-to-side  anastomosis  is  done ; the  solid 
feces  will  accumulate  in  the  blind  pouch 
which  is  formed  when  a side-to-side  anas- 
tomosis has  been  done,  and  this  accumula- 
tion of  hard  feces  causes  distress.  In  the 
ascending  colon  and  the  first  half  of  the 
transverse  colon  the  fecal  contents  are  more 
likely  to  be  liquid  or  semi-solid,  and  the  ob- 
jection to  the  side-to-side  anastomosis  does 


not  hold  if  the  anastomosis  is  done  at  the 
cecum.  When  bowel  has  been  resected,  the 
mesentery  should  not  be  sewed  together  be- 
cause vessels  may  be  stuck,  and  the  result- 
ing hemorrhage  add  to  the  dangers  of  the 
operation.  The  free  margins  of  the  mesen- 
tery should  be  clamped  first  and  then  tied 
together. 

In  discussing  the  adaptation  of  the  opera- 
tion to  the  condition  which  causes  the  ob- 
struction, I shall  consider  the  treatment  of 
intestinal  obstruction  under  two  general 
groups  in  which  I have  found  a great  spread 
in  mortality  rates.  One  group  is  the  single 
obstruction,  and  the  other  group  is  multiple 
obstruction.  In  single  obstruction  there  is 
only  one  point  of  obstruction;  in  mu'tiple 
obstruction  there  are  several  points  of  ob- 
struction. In  single  obstruction  there  are  a 
variety  of  conditions  which  cause  obstruc- 
tion, and  they  are  as  follows:  adhesions, 
enteroliths,  gall  stones,  foreign  bodies,  fecal 
impaction,  especially  rectal,  hernia,  volvulus, 
intussusception,  diverticula,  including  Meck- 
el’s diverticulum,  inflammatory  causes  and 
abscesses,  megacolon,  mesenteric  thrombosis, 
and  congenital  obstruction,  chief  of  which  is 
imperforate  anus.  In  multiple  obstruction, 
the  causes  of  obstruction  may  be  adhesions, 
either  acute  or  chronic,  ventral,  incisional, 
and  umbilical  hernise,  new  growths,  and  in- 
flammatory causes,  as  tuberculosis  and  ab- 
scess. 

A simple  single  obstruction  caused  by  a 
band  or  adhesions  requires  division  of  the 
obstructing  band  and  nothing  more.  An  ex- 
ception to  this  rule  occurs  in  obstruction  of 
the  duodenum.  If  the  cause  of  the  obstruc- 
tion cannot  be  removed,  a gastrojejunos- 
tomy, or  a duodenojejunostomy  mav  be  nec- 
essary. Volvulus,  which  can  be  relieved  by 
untwisting  the  bowel,  may  be  included  in 
the  group  of  single  obstruction  due  to  ad- 
hesions or  bands  so  far  as  treatment  is  con- 
cerned. In  volvulus,  it  may  be  necessary  to 
attach  the  mesentery  to  the  abdominal  wall 
to  prevent  a recurrence.  Of  course,  in  re- 
moving the  causes  of  the  obstruction,  the 
surgeon  must  be  guided  by  what  has  already 
been  said  under  conditions  applicable  to  all 
forms  of  obstruction.  In  volvulus  of  the 
sigmoid  some  men  have  been  able  to  relieve 
the  volvulus  by  passing  a rectal  tube  into  the 
loop  of  obstructed  bowel  with  the  aid  of  the 
sigmoidoscope. 

Another  type  of  simple  obstruction  is  that 
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caused  by  material  inside  the  bowel,  as 
enteroliths,  gall  stones,  fecal  impaction,  and 
foreign  bodies.  In  this  form  of  obstruction, 
an  enterotomy  with  removal  of  the  foreign 
body  effects  the  cure.  If  the  fecal  impaction 
is  in  the  rectum,  the  fecal  material  may  be 
removed  with  the  finger  or  a dessert  spoon. 

Obstructions  caused  by  diverticula,  espe- 
cially Meckel’s  diverticulum,  require  relief 
of  the  obstruction  first  and  removal  of  the 
diverticulum  if  the  condition  of  the  patient 
will  justify  it. 

Intussusception  is  a class  by  itself.  If  gan- 
grene is  not  present,  a reduction  must  be 
attempted  by  pushing  on  the  intussusceptum 
and  teasing  it  back.  Reduction  as  a rule  can 
be  accomplished  in  this  manner.  A few  su- 
tures attaching  the  bowel  near  the  beginning 
of  the  intussusception  to  the  anterior  ab- 
dominal wall  will  prevent  a recurrence ; some 
men,  however,  question  success  by  this  pro- 
cedure, think  it  is  not  necessary,  and  even 
prefer  not  doing  it.  Occasionally  the  con- 
stricting portion  of  the  bowel  will  require 
incising  longitudinally  opposite  the  mesen- 
teric border.  It  may  be  necessary  to  incise 
only  the  peritoneal  and  muscular  coats  which 
avoids  contaminating  the  peritoneal  cavity 
with  intestinal  bacteria.  When  an  incision 
has  been  used,  it,  of  course,  must  be  re- 
paired. Intestinal  growths,  frequently  the 
cause  of  intussusception,  must  be  removed, 
■when  present,  by  enterotomy,  or  the  ob- 
struction will  recur.  A cathartic  should  not 
be  given  to  a patient  whose  intussusception 
has  just  been  reduced  because  it  might  recur 
immediately.  If  gangrene  of  the  bowel  is 
present,  resection  must  be  done. 

In  resection  of  bowel  in  intussusception  a 
special  method  of  resection  appears  highly 
appropriate  although  I have  not  tried  it. 
Maunselles’1  method  of  resection  is  as  fol- 
lows: sew  the  entering  bowel  to  the  ensheath- 
ing  bowel  with  a few  interrupted  sutures ; 
cut  the  ensheathing  bowel  longitudinally, 
pull  out  the  apex  of  the  intussusceptum,  ap- 
ply traction  sutures  to  the  portion  of  the 
bowel  to  be  left  behind,  and  cut  off  the  apex 
of  the  intussusceptum.  Then  suture  the  two 
layers  of  bowel  together  with  a buttonhole 
stitch  and  close  the  longitudinal  opening  in 
the  intusscipiens. 

The  treatment  of  obstruction  due  to  her- 
nia is  well  known.  The  neck  of  the  sac  which 
causes  the  obstruction  frequentlv  must  be 
incised  before  the  obstructed  bowel  can  be 


freed.  In  retroperitoneal  hernia  the  anatomy 
of  the  blood  supply  about  the  opening  must 
be  borne  in  mind  so  that  no  vessel  which 
supplies  bowel  is  cut,  if  the  neck  of  the 
sac  requires  cutting.  If  the  constricting  neck 
cannot  be  cut,  aspiration  of  the  contents  of 
the  obstructed  bowel  may  permit  a reduction 
of  the  hernia.  After  the  bowel  has  been 
freed,  it  should  be  pulled  out  so  that  the 
constricted  portion  may  be  examined  for 
viability.  A fecal  odor  in  the  sac  is  con- 
clusive evidence  of  gangrene.  If  the  pa- 
tient’s condition  is  bad,  the  damaged  portion 
of  the  bowel  may  be  left  open  as  an  enter- 
ostomy and  repair  of  the  hernia  left  undone. 
The  open  ends  of  the  bowel  may  be  united 
later.  In  very  bad  cases  the  two  loops  of 
bowel  may  be  joined  by  a lateral  anastomosis 
and  the  gangrenous  loops  outside  of  the  ab- 
dominal cavity  left  untouched  for  a couple 
of  days,  and  then  the  bowel  may  be  excised 
and  the  ends  of  the  bowel  closed.  If  a per- 
forated bowel  has  slipped  back  into  the  ab- 
domen, a second  incision,  either  a rectus 
or  a paramedial  incision,  should  be  made  if 
the  hernia  is  inguinal  or  femoral,  and  the 
damaged  bowel  should  be  disposed  of  ac- 
cording to  indications.  Strangulated  omen- 
tum should  be  excised.  Catheterization 
should  be  done  in  strangulated  femoral  her- 
nia so  that  the  bladder  may  not  be  damaged 
during  the  operation  by  being  in  the  field  of 
operation.  In  femoral  hernia  the  upper  op- 
eration, above  Poupart’s  ligament,  should  be 
done  because  the  bowel  cannot  be  dealt  with 
properly  in  the  lower  operation  in  which  the 
incision  is  placed  over  the  swelling.  Also, 
the  lower  operation  does  not  permit  han- 
dling of  the  bowel  if  the  obstruction  should 
become  reduced  before  the  bowel  has  been 
inspected.  Bailey1  credits  Lotheisen  with  an 
excellent  description  of  operating  above 
Poupart’s  ligament.  This  paragraph  on  her- 
nia cannot  be  closed  without  reference  to 
diaphragmatic  hernia,  a condition  which  may 
be  encountered  at  any  time  and  which  must 
be  kept  in  mind.  A complication  peculiar  to 
one  form  of  hernia  is  cellulitis  following 
umbilical  hernia,  which  can  be  avoided  by 
draining  the  dead  space  for  a day  or  two. 

Again,  intestinal  obstruction  may  be 
caused  by  inflammatory  conditions.  The 
most  common  inflammation  occurring  in  the 
abdomen  is  peritonitis.  It  is  in  this  type  of 
inflammation  that  enterostomy  is  most  fre- 
quently used.  In  obstruction  due  to  abscess 
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the  abscess  must  be  drained,  adhesions  sepa- 
rated, and  an  enterostomy  done  according 
to  the  indications.  In  tuberculous  inflamma- 
tion resection  of  the  bowel  must  sometimes 
be  done.  It  is  questionable  which  type  of 
obstruction  can  tax  the  ability  of  the  sur- 
geon the  most. 

Mesenteric  thrombosis  causes  obstruction. 
Little  can  be  done  other  than  resection  of 
the  gangrenous  bowel.  The  gangrenous 
mesentery  must  also  be  excised  if  peritonitis 
is  to  be  avoided.  After  the  ends  of  the  bowel 
have  been  united,  a cecostomy  or  ileocolos- 
tomy  should  be  done. 

Obstruction  due  to  carcinoma  must  be  re- 
lieved either  by  colostomy  or  bv  enteros- 
tomy. The  carcinoma  should  be  removed 
several  weeks  later.  Exploration  should  not 
he  done  because  the  mere  passing  of  the 
hand  over  the  bowel  is  followed  occasionally 
by  the  escape  of  intestinal  bacteria  from  the 
thinned  and  distended  loops  of  the  ob- 
structed bowel.  I have  heard  this  statement 
made  at  the  Mayo  Clinic,  and  my  experience 
leads  me  to  believe  that  their  observations 
are  correct. 

Ileostomy  for  carcinoma  of  the  ascending 
colon  and  hepatic  flexure,  cecostomy  for  the 
transverse  colon,  and  colostomy  on  the  left 
side  for  carcinoma  of  the  rectum  or  sigmoid 
are  generally  considered  proper  procedures 
A transverse  colostomy  may  be  successful 
because  the  contents  of  the  bowel  here  are 
soft  whereas  a sigmoidostomy  may  fail  be- 
cause of  an  accumulation  of  the  hardened 
feces  there.  Because  of  this  choice  for  the 
site  of  the  intestinal  opening,  in  no  other 
type  of  obstruction  is  it  more  important  that 
an  accurate  diagnosis  of  the  location  of  the 
obstruction  be  determined  before  operation. 

Acute  dilation  of  the  colon  occurs  occa- 
sionally and  is  frequently  associated  with 
gall  stones.  In  my  patients  who  had  this 
condition  gall  stones  were  present.  In  one 
of  them  the  gall  bladder  had  ruptured,  and 
an  abscess  was  present  under  the  liver.  This 
type  of  obstruction,  for  it  will  be  operated 
on  as  such,  can  be  cured  by  having  an  as- 
sistant pass  a long  stomach  tube  rectallv  into 
the  colon,  while  the  surgeon  guides  it  to- 
ward the  cecum  with  the  intra-abdominal 
hand.  The  tube  should  be  left  in  from  a 
few  days  to  two  weeks,  at  which  time  it 
may  be  removed.  This  procedure  has  been 
recommended  by  Dr.  W.  J.  Mayo  and  was 
used  successfully  in  one  of  my  cases. 


I shall  not  discuss  megacolon  and  Hirsch- 
sprung’s disease  because  they  are  not  true 
obstructions  and  will  seldom  be  diagnosed 
as  obstructions.  Furthermore,  they  are  not 
incompatible  with  life.  They  should  be  kept 
in  mind,  however. 

One  important  congenital  type  of  obstruc- 
tion may  confront  the  surgeon  at  any  time. 
It  is  the  imperforate  anus.  If  there  is  a 
bulging  at  the  dimple  which  marks  the  site 
of  the  anus,  a needle  or  trocar  may  be  intro- 
duced not  deeper  than  half  an  inch.  If  me- 
conium is  obtained,  the  septum  may  be  in- 
cised ; the  mucosa  and  skin  should  be  united 
by  sutures.  If  meconium  is  not  obtained, 
a colostomy,  which  may  be  left  for  life, 
should  be  done. 

The  most  serious  type  of  obstruction  is 
multiple  obstruction  in  which  several  loops 
of  bowel  are  obstructed.  This  generally  oc- 
curs after  previous  operations  with  resulting 
adhesions,  or  in  incisional  hernias,  or  in  um- 
bilical hernias.  In  any  of  these  conditions 
several  loops  of  bowel  may  be  obstructed; 
usually  the  obstructed  loops  are  close  to- 
gether, but  there  may  be  considerable  areas 
of  normal  bowel  between  the  obstructed  por- 
tions. Frequently  adhesions  are  found  also 
in  the  strangulated  portions  of  hernias.  In 
this  type  of  obstruction  my  highest  mortality 
has  occurred,  54.16  per  cent.  Some  surgeons 
have  said  that  obstruction  due  to  adhesions 
following  a previous  operation  has  a lower 
mortality  because  the  scar  helps  in  making 
an  early  diagnosis.  These  surgeons  have  not 
separated  the  cases  into  the  two  groups,  sin- 
gle obstruction,  and  multiple  obstruction; 
consequently,  their  better  results  in  obstruc- 
tion due  to  adhesions  may  have  been  because 
their  patients  had  single  obstruction  only 
and  not  multiple  obstruction.  Upon  patients 
who  had  multiple  obstruction  I have  tried 
enterostomy  for  relief  of  obstruction,  I have 
tried  Holden’s  method  of  evacuating  the 
contents  of  the  bowel,  and  I have  tried  sim- 
ple relief  of  the  obstructed  portions,  but 
none  of  these  procedures  has  proved  satis- 
factory. The  mortality  rate  has  remained 
high.  If  obstruction  cannot  be  prevented 
because  a patient  will  not  permit  a hernia 
to  be  repaired  until  obstruction  occurs  or 
because  adhesions  cannot  be  prevented,  some 
more  radical  procedure  must  be  followed  in 
the  handling  of  multiple  obstruction  if  the 
mortality  rate  is  to  be  lowered. 

I am  very  much  impressed  by  a report  of 
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Drs.  James  C.  Owings  and  Iran  H.  Smith7 
who  recommend  massive  excision  of  the  ob- 
structed bowel  and  believe  that  excision  of 
the  entire  mass  of  obstructed  bowel  will 
shorten  the  operation  and  give  the  patient  a 
better  chance  for  recovery.  Ten  or  eleven 
feet  of  bowel  may  be  resected  safely.  The 
safe  point  for  resection  is  at  the  site  of 
marked  contraction.  The  badly  damaged 
portion  of  the  bowel  with  its  toxic  contents 
will  then  be  gone.  This  method  I propose 
to  try  in  appropriate  cases.  Dr.  William  B. 
Holden3  did  an  entero-enterostomy  or  en- 
tero-anastomosis  in  one  patient  who  had 
“nonstrangulated,  obstructed,  adherent  coils 
of  bowel”  and  regrets  that  he  did  not  use 
the  same  procedure  on  two  other  patients. 

The  postoperative  treatment  should  be 
supportive  and  evacuative.  The  treatment  of 
postoperative  shock  can  best  be  combated  by 
giving  dextrose  intravenously  in  5 to  10  per 
cent  solution.9  One  thousand  c.c.  may  be 
given  slowly  during  the  course  of  an  hour. 
The  solution  should  be  kept  at  110  degrees 
throughout  the  infusion.  Insulin  should  be 
given  subcutaneously  at  the  rate  of  one  unit 
(U-20)  to  3 grams  of  dextrose.  This 
amounts  to  33  units  of  insulin  for  1,000  c.c. 
of  10  per  cent  glucose.  “The  total  amount 
of  insulin  is  given  in  two  equally  divided 
doses,  one  fifteen  minutes  after  the  begin- 
ning of  the  infusion  and  the  second  at  the 
end  of  the  infusion.”  This  may  be  repeated 
in  four  hours  if  necessary.  I have  tried  giv- 
ing the  insulin  intravenously  with  the  glu- 
cose but'  am  not  prepared  to  report  approval 
at  present.  Intravenous  glucose  two  or  three 
times  a day  without  insulin  is  a very  excel- 
lent adjunct  in  the  treatment  of  obstruction 
with  or  without  shock.  Continuous  intra- 
venous infusions  of  5 to  10  per  cent  glucose 
solution  at  the  rate  of  150  c.c.  to  200  c.c. 
per  hour  is  very  excellent.  Full  utilization 
of  the  glucose  can  be  obtained  by  giving  in- 
sulin as  follows:  Give  insulin  into  tube  ac- 
cording to  color  reactions  and  test  urine 
every  four  hours  for  sugar.  Blue — none; 
green — 5 units;  yellow — 10  units;  orange — 
15  units;  brown  or  red — 20  units. 

This  procedure  also  takes  care  of  the  next 
most  important  item  in  postoperative  treat- 
ment, which  is  the  maintenance  of  body 
fluids.  The  best  method  for  introducing 
salines  is  by  hypodermoclysis.  About  3,000 
to  4,000  c.c.  per  day  is  sufficient  in  the  aver- 
age case.  Tbis  has  been  stressed  by  many 


writers,  and  its  importance  has  been  recently 
forcibly  reemphasized  by  Dr.  Coller.2  The 
severe  vomiting  in  intestinal  obstruction 
rapidly  reduces  the  blood  chlorides,  but  the 
blood  chlorides  can  be  replaced  by  saline  so 
readily  that  I feel  that  routine  blood  chloride 
examinations  are  not  necessary  even  though 
proper.  The  simplest  guide  for  the  intake 
of  fluid  is  the  tongue.  A dry  tongue  means 
that  the  patient  is  not  getting  enough  fluid. 
An  exception  to  this  rule  is  a patient  who 
is  breathing  heavily  and  rapidly  with  the 
mouth  open.  If  the  tongue  is  dry  on  3,000 
c.c.  of  fluid  a day,  the  patient  should  receive 
4,000  c.c. ; and  if  the  tongue  is  dry  on  4,000 
c.c.  a day,  he  should  receive  5,000  c.c.  The 
need  for  fluid  under  the  skin  is  especially  im- 
portant when  a high  enterostomy  has  been 
done  because  the  amount  of  fluid  and  chlo- 
rides drained  through  this  enterostomy  are 
greater  and  must  be  replaced.  Outside  of 
damaging  the  heart  by  a sudden  introduc- 
tion of  too  much  fluid,  there  is  little  danger 
of  giving  too  much  salt  solution.  Hypoder- 
moclysis should  be  kept  up  until  the  patient 
is  able  to  take  by  mouth  sufficient  water, 
food,  and  drink  to  equal  the  amount  of  fluid 
which  he  has  been  receiving  by  other  meth- 
ods. Many  men  advise  proctoclysis  rou- 
tinely, but  because  of  the  difficulty  in  know- 
ing accurately  the  fluid  intake,  I do  not 
use  proctoclysis.  Furthermore,  proctoclysis 
causes  reversed  peristalsis,  and  also  causes 
the  patient  to  be  uncomfortable. 

Another  very  important  weapon  in  the 
postoperative  treatment  in  intestinal  ob- 
struction is  the  use  of  the  stomach  tube.  It 
is  not  only  necessary  that  the  bowels  be 
drained  of  their  toxic  contents  by  relief  of 
the  obstruction  and  enterostomy,  but  it  is 
necessary  that  the  stomach  be  kept  empty 
of  all  material  regurgitated  into  it  from  the 
bowels.  The  use  of  the  stomach  tube  should 
he  started  early  and  should  continue  until  no 
further  fluid  can  be  obtained.  This  may  re- 
quire several  days.  Holden,  however,  claims 
that  he  seldom  requires  the  use  of  a stomach 
tube  after  his  method  of  evacuation  of  the 
bowel  contents.  The  best  stomach  tube  is 
the  large  one,  although  the  Levine  tube  may 
be  introduced  and  allowed  to  remain  con- 
tinuously for  several  days.  When  the  re- 
turned fluid  remains  constantly  clear  and 
free  of  foul  odor,  the  tube  may  be  removed. 

The  use  of  intestinal  stimulants  such  as 
pituitrin  and  eserine,  of  which  eserine  is  the 
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most  efficient,  have  never  yielded  highly  sat- 
isfactory results  in  my  hands,  and  their 
value  is  being  questioned  generally  by  recent 
writers.  Recently,  however,  I have  had  some 
success  with  pitressin.  Ten  and  20  per  cent 
solutions  of  sodium  chloride  have  been 
found  to  stimulate  the  tone  and  contrac- 
tility of  the  bowel  more  than  drugs.  As 
much  as  four  to  eighteen  grams  of  sodium 
chloride  per  day  can  be  used  intravenously, 
says  Dr.  Alton  Ochsner,6  who  gives  credit 
to  Hughson  and  Ecarff  for  this  method  of 
therapy.  Ten  c.c.  of  10  per  cent  solution  of 
sodium  chloride  may  be  given  at  each  injec- 
tion until  four  grams  have  been  given  in 
24  hours.  Lewis’  Surgery  says  that  sodium 
chloride  may  be  given  in  an  initial  dose  of 
one  gram  per  kilogram  of  body  weight. 

I never  hesitate  to  keep  the  patient  com- 
fortable with  morphine,  and  I have  never 
seen  definite  evidence  of  a case  harmed  by 
the  use  of  it.  I cannot  see  that  it  inhibits 
peristalsis.  Some  men  not  only  agree  with 
my  opinion  that  morphine  does  not  hinder 
peristalsis,  but  even  say  that  it  stimulates 
peristalsis  and  object  to  its  use  because  of 
too  much  stimulation. 

Feeding  should  be  started  as  soon  as  the 
stomach  can  remain  clean  of  secretions, 
which  lack  of  vomiting  and  the  stomach  tube 
will  demonstrate.  In  other  words,  feed  when 
peristalsis  has  been  reestablished. 

Although  evacuation  is  an  important  item 
in  the  treatment,  little  need  be  said  about 
it,  especially  if  the  bowel  has  been  milked 


of  its  contents  according  to  the  method  of 
Holden,  who  seldom  gives  cathartics  and 
then  only  on  the  fourth  or  fifth  day.  I favor 
rest  rather  than  activation.  The  bowels  will 
frequently  move  spontaneously.  As  an  item 
under  evacuation,  the  urine  should  be 
watched. 

Finally,  I wish  to  emphasize  again  the 
time  of  operation  as  the  most  important  fea- 
ture in  the  treatment  of  intestinal  obstruc- 
tion. If  the  mortality  is  to  be  reduced,  oper- 
ation must  be  done  early.  When  the  diag- 
nosis is  certain,  operation  should  be  done 
immediately.  When  the  diagnosis  is  doubt- 
ful, the  operation  should  be  done  as  soon  as 
other  conditions  and  diseases  can  be  ex- 
cluded by  the  various  diagnostic  methods 
used  in  arriving  at  a correct  diagnosis.  In 
intestinal  obstruction  it  is  perfectly  proper 
to  make  a diagnosis  with  the  knife. 
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OF  CHILDHOOD 
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The  treatment  of  syphilis  of  childhood  should  be  based  on  a broad  knowledge  of  the 
pathological  changes  commonly  produced  by  this  disease  in  infancy,  the  duration  of  the 
infection,  and  a thorough  knowledge  of  the  drugs  and  methods  available.  Results  of 
treatment  will  amply  compensate  for  a thorough  study  of  the  pathology  in  each  case. 
One  must  strive  to  design  a method  of  treatment  which  is  fitted  to  cover  all  the  manifes- 
tations. The  basic  requirement  for  such  an  adaptation  is  a complete  knowledge  of  the 
natural  history  and  the  evolution  of  the  disease. 
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It  is  with  this  point  in  view  that  we  will 
review  briefly  some  of  the  main  points  in 
the  evolution  of  the  disease  and  bring  out 
their  bearing  on  a rational  plan  of  treat- 
ment. 
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The  fetus  is  usually  infected  from  the 
blood  stream  of  the  mother  through  the 
placenta  into  the  fetal  circulation.  This 
may  occur  at  any  time  during  gestation. 
The  older  idea  of  conceptional  syphilis 
(transmission  through  the  sperm  of  a 
syphilitic  father  to  the  germplasm,  and  in- 
fection of  the  mother  by  the  fetus)  has  been 
discarded  since  the  question  was  thoroughly 
considered  by  a committee  of  the  French 
Dermatological  Society  in  1920.  The  con- 
sensus of  opinion  now  favors  the  maternal 
transmission  as  being  practically  the  only 
possible  mode  of  infection,  still  maintaining 
a small  loophole  for  the  possibility  of  pa- 
ternal direct  transmission  in  the  granular 
resting  forms  of  the  spirochete. 

Thus,  we  believe  that  the  infection  of  the 
fetus  early  in  life  with  a virulent  organism 
will  cause  abortion  usually  after  several 
months,  for  we  must  allow  time  for  the  in- 
fection in  the  fetus  to  pass  through  the  vari- 
ous phases  which  we  see  in  extrauterine  life. 
The  virulent  spirochete  enters  the  fetal 
circulation  probably  by  direct  penetration 
through  the  thin  membrane  separating  the 
fetal  and  maternal  circulations  without  the 
formation  of  a chancre  at  this  point.  Thus, 
we  have  no  delay  such  as  that  caused  by 
the  formation  of  the  local  inoculation  reac- 
tion in  the  acquired  case.  The  infection 
progresses  much  as  in  syphilis  d’emble, 
syphilis  without  chancre,  as  is  seen  in  trans- 
fusion syphilis.  Following  this  there  is  a 
period  of  quiescence  during  which  time  the 
spirochete  is  becoming  accustomed  to  the 
new  host,  and  multiplication  in  the  blood 
stream  goes  on.  During  this  time  anti- 
bodies are  being  formed,  both  free  in  the 
blood  stream  and  in  the  fixed  tissues.  A 
period  of  one  to  four  months  is  required 
for  the  development  of  these  antibodies  to 
such  a point  that  the  local  deposit  of  a few 
spirochetes  in  any  region  of  the  body  will 
elicit  a response  which  we  recognize  as  sec- 
ondary syphilis.  These,  of  course,  are  not 
observed  because  the  fetus  is  still  in  utero. 
Recurrent  attacks  of  these  allergic  responses 
in  the  skin,  gastro-intestinal  tract,  spleen, 
liver,  meninges,  etc.,  take  place  until  most 
of  the  spirochetes  are  destroyed  and  all  have 
disappeared  from  the  blood  stream.  A few 
foci  are  usually  left  in  the  liver,  brain, 
spinal  cord,  etc.,  in  nonallergic  or  nonreact- 
ing tissue,  where  they  become  quiescent. 
This  is  the  period  of  latency,  and  it  is  dur- 
ing this  period  that  most  syphilitic  children 


are  born.  This  is  true  heredosyphilis  with 
no  manifestations  at  birth.  These  children 
later  develop  snuffles,  caused  by  a luetic 
osteomyelitis  of  the  small  bones  of  the  nose, 
Parrot  pseudoparalysis,  interstitial  keratitis, 
etc.  The  term  latent  period  is  used  to  cover 
the  time  from  the  end  of  the  secondary  re- 
sponses until  some  evidence  of  late  activity 
is  seen. 

Then  we  see  an  infection  acquired  prob- 
ably three  to  five  months  before  birth  and 
manifesting  itself  as  rhagades,  pemphigus 
of  the  palms  and  soles,  papular  syphilide  of 
buttocks,  etc.  In  a third  group  of  cases, 
we  see  children  infected  during  passage 
through  the  birth  canal.  They  show 
chancres  soon  after  birth  or  secondary 
rashes  similar  to  those  seen  in  acquired 
cases. 

During  the  latent  period  the  organisms 
remain  in  a few  non-responsive  foci  and 
occasionally  a few  get  into  the  blood  stream, 
gradually  increasing  the  tissue  and  blood 
stream  antibodies,  until  finally  the  reacting 
properties  of  the  various  tissues  are  at  an 
extremely  high  point.  Then  at  any  time, 
due  to  trauma  or  without  apparent  cause,  a 
single  or  few  spirochetes  may  lodge  in  a 
hyperreactive  tissue  and'  we  have  the  tre- 
mendous reaction  to  the  minute  organism, 
the  gumma.  It  is  probable  that  the  tissue 
which  reacts  most  during  all  these  allergic 
phenomena  is  the  reticulo-endothelial  cells 
of  the  blood  vessels.  The  reaction  involves 
the  vessels  supplying  the  area  and  the  re- 
sponse which  we  see  is  largely  due  to  the 
loss  of  blood  supply  (Warthin9). 

Destruction  of  tissue  takes  place  only  in 
the  late  or  tertiary  stage,  and  it  is  to  the 
prevention  of  the  development  of  these 
lesions  that  we  must  direct  our  treatment, 
not  to  the  clearing  up  of  a transitory  early 
rash  which  will  do  the  patient  little  harm. 
Energetic  treatment  is  necessary  early  in  the 
disease  to  prevent  contagion  only. 

Broadly  speaking,  we  see  the  complement 
fixing  and  precipitating  substances  of  the 
blood  serum  following  the  same  course  in 
the  inherited  case  as  we  do  in  the  acquired 
case,  keeping  the  above  body  responses  in 
mind.  Thus,  the  child  born  with  early 
manifestations  of  the  skin  almost  always 
has  a strongly  positive  Wassermann  or 
Kahn  test.  In  early  infected  cases  which 
have  passed  through  the  secondary  stage 
and  are  born  in  a latent  period,  the  above 
tests  are  often  negative  for  three  to  four 
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weeks  after  delivery.  The  Wassermann 
usually  becomes  positive  at  the  end  of  that 
time,  and  maintains  a high  percentage  of 
positive  readings  for  some  months.  The 
percentage  of  positive  readings  gradually 
decreases  until  puberty  is  reached,  when 
about  forty  per  cent  are  positive,  about  the 
same  percentage  as  is  found  in  acquired  late 
latent  cases. 

Despite  the  multiplicity  of  gross  changes 
seen  in  syphilis,  the  microscopic  pathology 
is  fairly  uniform  and  the  primary  reaction 
is  almost  always  the  same.  The  primar 
change  in  the  chancre  is  the  swelling  of  the 
reticulo-endothelial  cells  with  the  rapid  wan- 
dering in  of  mononuclears  and  plasma  cells 
about  the  vessels.  Thus  the  vessels  are  oc- 
cluded, collateral  vessels  take  up  the  load 
and  they  are  in  turn  involved.  This  rapid 
perivascular  reaction  about  many  vessels  in 
a small  area  is  the  change  which  gives  the 
chancre  its  firm  infiltration. 

The  local  reaction  in  the  secondary  lesion 
is  essentially  the  same  as  in  the  chancre  ex- 
cept that  the  tissue  reaction  is  much  more 
active  due  to  the  allergic  mechanism.  The 
late  manifestations  begin  like  the  primary 
and  secondary  lesions  with  the  local  retic- 
ulo-endothelial response.  Then  follows  the 
typical  perivascular  mantling  of  plasma 
cells  and  lymphocytes.  This  is  an  evidence 
of  a still  more  active  allergic  tissue  response 
and  involves  much  more  tissue  than  even 
the  secondarv  stage.  The  marked  tissue  re- 
action about  the  larger  and  deeper  vessels 
causes  a thrombosis  with  the  production  of 
anemic  infarcts  in  the  skin  and  probably 
other  organs.  Thus  we  have  the  destruc- 
tive action  of  the  later  lesions. 

The  factor  which  determines  whether  or 
not  the  late  manifestations  seen  in  any  case 
will  be  a gumma  or  a chronic  interstitial 
luetic  fibrosis  is  the  size  of  the  area  sup- 
plied by  the  involved  vessels. 

The  occlusion  of  superficial  small  vessels 
will  cause  a destruction  of  active  paren- 
chyma of  the  organ  involved.  The  collat- 
eral circulation  will  be  sufficient  to  rapidly 
absorb  the  destroyed  tissue  and  replace  it 
with  fibrous  tissue.  In  the  gumma  the 
major  vessel  is  involved  with  loss  .of  a large 
area.  Lymphocytes  wander  in  and  we  have 
a large  inflammatory  mass.  Thus  we  see 
that  the  difference  is  only  one  of  size,  and 
is  dependent  oh  the  type  of  vessel  involved. 
We  have  felt  that  a proper  appreciation  of 
the  above  facts  has  been  lacking  in  the  plan- 


ning of  an  adequate  treatment  for  syphilis 
in  many  cases.  Syphilis  must  be  considered 
as  a very  slow,  insidiously  developing  infec- 
tion which  is  contagious  but  causes  the  host 
little  permanent  damage  in  its  early  stages. 
Only  after  a period  of  months  or  years  late 
lesions  occur  which  are  permanently  de- 
structive. 

The  major  considerations  in  the  planning 
of  treatment  therefore  are: 

1.  The  prevention  of  contagion. 

2.  The  protection  of  the  patient  against 
permanently  destructive  lesions  which  may 
incapacitate  him  in  years  to  come. 

A gross  disregard  for  the  slow  develop- 
ment and  latency  of  this  disease  is  frequent- 
ly encountered.  Thus  we  see  in  an  article 
by  Atlee  and  Tyson1  in  the  American  Jour- 
nal of  Diseases  of  Children,  recommending 
a short  routine  of  treatment,  the  following 
sentence,  “A  greater  number  of  patients 
will  have  to  be  treated  and  followed  for  a 
longer  period  of  time  to  prove  our  point, 
namely,  that  this  minimum  of  treatment 
started  immediately  after  birth  is  sufficient 
to  cure  congenital  syphilis  in  this  symptom- 
less stage,  the  equivalent  probably  of  the 
early  primary  stage  of  the  disease.”  They 
are  recommending  a grossly  inadequate 
treatment  based  on  their  conclusions  in  a 
very  few  cases  followed  for  only  one  to 
four  years  and  based  on  a premise  which  is 
untenable  when  the  evolution  of  this  disease 
is  understood.  That  is,  that  the  early  latent 
cases  are  as  amenable  to  treatment  as  the 
sero-negative  primary  cases. 

Adequate  treatment  as  based  on  our 
knowledge  of  acquired  cases  should  serve 
as  a basis  for  the  beginning  of  the  discus- 
sion of  treatment  in  inherited  and  congenital 
syphilis. 

The  United  States  Public  Health  Service 
Committee,8  composed  of  six  of  the  coun- 
try’s leading  syphilologists,  on  treatment  of 
syphilis  states  that  in  early  acquired  syphilis 
the  treatment  should  consist  of  alternating 
courses  of  salvarsan  and  bismuth  or  mer- 
cury for  one  year  without  a rest  following 
the  reversal  of  the  Wassermann. 

In  inherited  syphilis  treatment  begun  dur- 
ing the  first  month  or  so  of  life  should  not 
be  stopped  until  at  least  the  above  criterion 
has  been  fulfilled.  To  quote  from  Stokes,7 
“Early  heredosyphilis  is  virulent  early 
syphilis.  The  issue  at  stake  is  the  child’s 
life  and  it  seems  better  to  adopt  adult  in- 
tensity in  treatment.”  Early  vigorous  treat- 
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ment  will  result  in  an  early  reversal  of  the 
Wassermann,  and  a clinical  cure.  How- 
ever, treatment  begun  after  several  years 
should  he  handled  as  a late  latent  infection 
with  less  active  treatment,  spread  out  over 
several  years.  It  is  in  these  late  cases  that 
we  see  the  Wassermann  which  can  hardly, 
if  ever,  be  reversed. 

In  children  seen  during  the  first  few 
weeks  with  no  visible  lesions  or  with  the 
early  manifestations,  vigorous  treatment 
should  be  instituted  first  to  render  the.  child 
non-contageous,  and  secondly  to  kill  as 
many  of  the  organisms  as  possible  before 
they"  are  walled  off  in  fibrous  and  lymphoid 
pockets. 

Treatment  should  be  instituted  with  very 
small  doses  of  neoarsphenamine  intrave- 
nously or  sulpharsphenamine  intramuscu- 
larly, combined  with,  or  followed  by,  mer- 
cury by  inunction  or  injection,  or  bismuth 
by  injection.  Fordyce  and  Rosen4  have 
shown  in  a long  series  of  cases  that  mer- 
cury bichlorid  in  oil  intramuscularly  in  ten 
to  twelve  injection  courses  once  weekly,  fol- 
lowed by  arsphenamine  in  course  of  eight 
injections  once  weekly,  is  entirely  feasible 
in  children.  Sulpharsphenamine  in  aqueous 
solution  and  neoarsphenamine  in  oil  may  be 
given  intramuscularly,  providing  the  tech- 
nical difficulty  of  neoarsphenamine  intrave- 
nously is  insurmountable. 

The  table  following  shows  an  approxi- 
mate first  course  outlined  for  a case  seen  one 
week  post  partum  with  heredosyphilis. 

Neoarsphen.  G-0.050  l.V.  or  same  dose  in  sterile 

olive  oil  I.M.  5 days  later. 

Neoarsphen.  G-0.075  Bis.  Sal.  % c.c.  I.M. 

1 wk.  Neoarsphen.  G-0.1  1 wk.  Bis.  Sal.  % c.c.  I .M. 

1 wk.  Neoarsphen.  G-0.1  1 wk.  Bis.  Sal.  H c.c.  LM. 

1 wk.  Neoarsphen.  G-0.1  Continue  until  12  given 

1 wk.  Neoarsphen.  G-0.1 
1 wk.  Neoarsphen.  G-0.1 
1 wk.  Neoarsphen.  G-0.1 

The  above  routine  should  be  repeated  at 
least  three  times  with  no  rest  period.  The 
substitution  of  old  arsphenamine  intrave- 
nouslv  for  one  course  gives  excellent  results. 
This  should  be  given  in  doses  of  G-0.1  once 
a week,  dissolved  in  20  c.c.  of  water  and 
properly  neutralized  with  sodium  hydroxide 
It  should  be  given  very  slowly.  As  the  pa- 
tient grows  older  neoarsphenamine  will 
prove  more  effective  in  larger  doses:  that  is, 
neoarsphenamine  G-0.1 5 at  six  months; 
G-0.2  -0.3  from  one  to  two  years.  Sulph- 
arsphenamine intramuscularly  is  not  quite 


so  effective,  but  may  be  used  in  the  same 
dosage  as  neoarsphenamine. 

The  critical  period  is  during  the  first  few 
weeks  and  during  this  time  the  baby  should 
be  carefully  examined  every  few  days.  If 
there  is  not  immediate  response  to  the  neo- 
arsphenamine or  sulpharsphenamine  alone, 
mercury  by  inunction  should  be  added.  This 
should  be  spread  under  the  binder  and  left 
on  constantly. 

The  mother  should  be  put  on  vigorous 
arsenical  medication  and  the  child  kept  at 
the  breast.  The  children  seem  tc  derive 
considerable  benefit  from  the  mothers’  med- 
ication. Caution  should  be  used  in  giving 
the  mother  iodide.  Some  infants  are  very 
sensitive  to  it  and  will  get  sufficient  in  the 
mother’s  milk  to  cause  a severe  upset. 

In  cachectic  infants  the  following  methods 
has  proven  very  successful  in  a few  cases. 
The  mother  is  given  a maximum  dose  of  old 
arsphenamine  and  in  thirty  minutes  10-40 
c.c.  blood  is  withdrawn,  the  serum  is  ex- 
tracted under  sterile  precautions  and  given 
subcutaneously  to  the  infant.  This  should 
be  repeated  every  two  or  three  days,  using 
the  paternal  or  other  luetic  donor’s  blood. 

Treatment  should  be  continuous  or  prac- 
tically so  for  the  first  year  or  eighteen 
months.  Dosage  and  rest  periods  must  be 
regulated  for  each  case  according  to  the  re- 
sponse to  treatment  and  with  special  atten- 
tion to  unfavorable  reactions.  The  serum 
reactions  should  be  checked  every  one  or 
two  months.  The  large  majority  of  Was- 
sermanns  should  be  reversed  after  the  first 
course  of  arsenic  (Fleming3  96  per  cent 
of  forty-four  infants).  Fleming3  also  found 
that  the  reactions  relapsed  again  unless 
treatment  was  continued.  We  see  this  same 
relapse  in  the  acquired  case  unless  treatment 
is  continued. 

Some  time  during  the  active  course  of 
treatment  a spinal  fluid  study  should  be 
made,  and  any  evidence  of  central  nervous 
system  involvement  should  be  checked  by 
adequate  treatment,  such  as  a switch  to  old 
arsphenamine  or  a few  Swift-Ellis  treat- 
ments; children  tolerate  them  very  well. 

Since  the  article  written  by  H.  Guillemot5 
in  1924  on  the  use  of  acetarsone  by  mouth 
in  a syphilitic  infant,  the  attention  of  the 
medical  profession  has  been  frequently 
directed  to  its  use  in  these  cases.  How- 
ever, it  is  only  within  the  past  year  or  so 
that  the  dosage  has  been  at  all  uniform  and 
the  technic  fairly  standardized.  The 
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methods  largely  used  now  in  this  country 
seem  to  follow  in  the  main  that  suggested  by 
Bratusch-Marrain2  in  the  Arch,  fur  Kinder- 
heil.  Their  method  which  we  recommend 
is  as  follows: 

1st  wk.  G-0.005  or  1/13  gr.  per  Kilo  daily 
2nd  wk.  G-0.010  or  1/7  gr.  per  Kilo  daily 
3rd  wk.  G-0.015  or  1/4  gr.  per  Kilo  daily 
4th  wk.  G-0.02  or  1/3  gr.  per  Kilo  daily 

This  is  the  maximum  dose  and  the  course 
lasts  over  a period  of  nine  or  ten  weeks. 

The  daily  dose  in  infants  is  given  all  at 
once  in  plenty  of  water  about  one-half  hour 
before  feedings.  In  the  larger  children  the 
dose  is  divided  and  given  with  plenty  of 
water  before  each  meal.  The  majority  of 
writers  so  far  have  given  acetarsone  with- 
out complementary  treatment.  We  feel 
that  results  would  be  much  better  if  the 
course  of  acetarsone  instead  of  being  fol- 
lowed by  a long  rest  period  was  followed  by 
a course  such  as  that  used  in  the  arsphe- 
namine  series,  using  mercury  inunctions  or 
injections,  or  bismuth  by  injection.  In  this 
-manner  the  method  could  be  made  intensive 
and  still  not  overload  the  child  with  a single 
agent. 

In  very  active  early  cases  I am  sure  that 
results  would  be  better  if  for  the  first  course 
the  arsphenamine  routine  recommended 
above  was  used.  Later  courses  could  be 
continued  with  acetarsone. 

During  the  past  year  or  so  acetarsone  has 
been  used  intravenously  in  syphilis  of  the 
central  nervous  system  with  very  superior 
results.  As  far  as  I know,  it  has  not  been 
used  in  children  but  I see  no  reason  why 
the  results  should  not  be  equally  as  good. 

Tryparsamide  has  been  used  with  excel- 
lent results  in  preparetic  and  paretic  adults 
and  occasionally  in  children.  It  has  been 
given  in  proportionate  dosage  and  the  re- 
sults have  been  good. 

Syphilitic  children  seen  later  in  life  must 
be  studied  carefully  to  determine  whether 
there  is  any  definite  gross  changes,  and 
treatment  individualized  and  directed  to- 
ward relief  of  the  main  pathology.  The 
treatment  should  be  started  slowly  with 
iodides  and  mercury  or  bismuth  for  one  or 
two  months  to  avoid  a Herxheimer  reac- 
tion, i.e.,  a focal  flare-up  after  the  first 


treatments.  Following  this  the  treatment 
should  be  more  intensive  with  alternating 
courses  of  arsenic  in  the  forms  of  some 
arsphenamine  or  acetarsone  and  bismuth  or 
mercury  for  about  one  year.  After  this  one 
or  two  courses  a year  should  be  given  and 
the  patient  examined  three  or  four  times  a 
year  until  puberty  is  well  past.  Puberty  is 
the  time  of  greatest  danger  in  these  cases 
for  it  is  at  this  time  that  we  see  the  per- 
manently destructive  lesions  such  as  inter- 
stitial keratitis,  nerve  deafness,  etc.  Cases 
which  have  been  clinically  and  serologicallv 
negative  for  several  years  and  have  passed 
the  danger  point  of  puberty  may  be  dis- 
charged and  seen  only  once  a year  for  a 
check-up. 

Fever  therapy  has  come  into  great  vogue 
during  the  past  ten  years  as  an  excellent 
method  in  the  treatment  of  syphilis  of  the 
nervous  system.  The  results  in  adults  have 
been  very  good  but  not  quite  so  satisfactorv 
in  children.  Robert  Lees6  reports  cures  in 
21  per  cent  and  improvement  in  30  per  cent 
in  juvenile  paresis.  The  results  reported 
from  the  injection  of  a sulphur  product 
(sulfocin),  from  typhoid  vaccine  intrave- 
nously, from  rat  bite  fever,  etc.,  have  not 
been  entirely  satisfactory.  However,  dia- 
thermy and  malaria  both  give  excellent  re- 
sults. The  majority  of  observers  think  that 
the  results  are  better,  due  to  the  higher  and 
the  more  prolonged  high  temperature.  Re- 
sults have  not  been  good  except  in  cases  in 
which  the  temperature  has  reached  104°- 
105°. 

We  have  made  an  effort  here  to  briefly 
review  the  natural  history  and  pathology  of 
syphilis  and  to  show  how  a proper  under- 
standing of  these  facts  should  be  used  in  the 
planning  of  treatment  for  the  child  with  in- 
herited syphilis. 
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MEDICAL  PARTICIPATION  IN  PUBLIC  HEALTH* 
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Each  year  public  health  becomes  more  and  more  a summation  of  personal  health.  The 
community  with  a low  death  rate,  after  adjustment  has  been  made  for  racial,  occupational 
and  age  maladjustment,  is  one  in  which  the  majority  of  individuals  has  learned  to 
apply  the  principles  of  hygienic  living.  That  community  in  which  the  citizens  have 
learned  that  tuberculosis  is  a communicable  disease  and  have  recognized  that  tuberculosis 
breeds  tuberculosis,  will  have  the  lowest  death  rate  from  this  cause  providing,  of  course, 
that  adequate  facilities  for  case-finding,  nursing  service  and  hospital  care  have  been 


established.  The  community  with  the  low- 
est diphtheria  death  rate  is  the  one  in  which 
the  highest  per  cent  of  susceptible  children 
have  been  protected.  The  city  with  the 
lowest  general  death  rate  is  the  one  in  which 
the  average  citizen  has  learned  to  accom- 
modate his  daily  life  to  the  knowledge  that 
the  scientific  laboratories  have  generously 
provided  with  respect  to  the  prevention  and 
control  of  disease.  If  we  are  to  have  healthy 
cities  and  states,  we  must  have  healthy  in- 
dividuals. Public  health  administration  is 
becoming  more  and  more  a matter  of  per- 
sonal hvgiene. 

When  the  first  permanent  health  organ- 
izations were  created  in  this  country  some 
seventy-five  years  ago,  little  was  known  of 
the  science  of  bacteriology  and  there  was 
no  recognition  of  the  prominent  part  that 
the  individual  plays  in  determining  the 
health  and  welfare  of  the  community.  There 
had  been  verv  little  progress  in  the  study 
of  the  causative  factors  since  the  days  of 
Greek  medicine  and  it  was  naturally  as- 
sumed that  man’s  environment  was  the  most 
potent  factor  in  determining  the  prevalence 
of  infection.  The  American  health  depart- 
ment, both  local  and  state,  was  created  with 
vast  police  authority  to  combat  nuisances, 
offensive  trades  and,  in  general,  to  control 
all  obnoxious  matters  which  might  prove 
inimical  to  health.  Particular  heed  was 
given  to  municipal  cleanliness,  including, 
fortunately,  the  disposal  of  human  wastes. 
This  led  naturally  to  the  creation  of  vast 
systems  of  sewerage  and  sewage  disposal 
and  improvements  in  the  quality  of  our 
water  supplies.  There  resulted  a diminu- 
tion in  the  filth-borne  diseases  such  as 
typhoid  fever  and  other  disorders  of  the 
alimentary  tract ; but,  contrary  to  the  expec- 

*Read  before  the  Medical  Section  of  the  Michigan  State 
Medical  Society,  Grand  Rapids,  September  13,  1933. 

fDr.  Pritchard  is  General  Director  of  the  W.  K.  Kellogg 
Foundation,  Battle  Creek. 


tation  of  the  sanitarian,  there  was  no  no- 
ticeable influence  upon  the  prevalence  of 
other  communicable  diseases.  Not  until 
Pasteur  and  Koch  had  opened  up  the  newer 
knowledge  of  bacteriology  did  the  sanita- 
rian recognize  that  it  is  the  individual  even 
more  than  his  environment  which  deter- 
mines our  health  tone.  So  in  recent  years 
public  health  administrators  have  come  to 
recognize  that  to  improve  the  public  health 
we  must  stimulate  a reaction  on  the  part  of 
the  individual  citizen  to  our  health  educa- 
tional program,  must  provoke  a response  so 
that  he  will  daily  practice  the  principles  of 
prophylaxis.  Tbe  early  American  health 
department  was  clothed  with  tremendous 
police  authority  which  it  freely  exercised  in 
its  fight  against  insanitation.  The  modern 
health  department  is  organized  to  pursue 
vigorously  a program  of  health  education  in 
which  the  physician  and  dentist  must  join 
hands  with  the  health  educator  and  the  lay- 
man. 

There  are  some  public  health  officers  who 
feel  that  certain  of  the  medical  services 
which  have  become  a heritage  of  the  health 
organization  should  be  gradually  transferred 
to  the  family  physician  in  his  own  office. 
They  believe  that  such  a program  will  ex- 
tend the  influence  of  the  community  health 
organization,  will  multiply  the  opportunities 
for  health  education  and  will  result  in  the 
conservation  of  both  life  and  money. 

The  watchword  of  the  day  is  economy. 
We  have  been  told  of  the  high  costs  of  med- 
ical care  and  at  the  same  time  informed  of 
the  low  average  income  of  the  physician. 
The  very  best  way  to  reduce  the  high  cost 
of  illness  is  to  prevent  the  individual  from 
becoming  ill.  A slight  increase  in  expendi- 
tures for  preventive  medicine  will  materially 
reduce  the  cost  of  caring  for  the  sick.  In 
the  future  medical  practice  will  be  largely 
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of  a preventive  character.  The  office  of 
every  prepared  physician  should  in  fact  be- 
come a health  center  from  which  will  be  dis- 
pensed not  only  knowledge  regarding  the 
prevention  of  disease  but  service  which  un- 
der any  circumstances  is  available  only  at 
the  hands  of  the  qualified  physician.  Each 
local  community  has  but  one  health  officer. 
There  may  be  scores  or  even  thousands  of 
practicing  physicians  each  one  of  whom 
should  become  an  agent  or  deputy  of  the 
health  department. 

Programs  have  already  been  instituted  in 
three  rural  counties  of  southwestern  Mich- 
igan (Barry,  Allegan  and  Eaton)  under  the 
direction  of  the  W.  K.  Kellogg  Foundation 
and  in  urban  Detroit  by  the  Wayne  County 
Medical  Society  and  the  Detroit  Depart- 
ment of  Health,  with  the  view  to  securing 
the  active  participation  of  the  practicing 
physician  in  providing  preventive  medical 
services  for  the  public.  The  objective  is  to 
have  the  family  physician  care  for  his  clien- 
tele in  health  as  well  as  in  illness.  In  case 
of  illness  a physician  is  better  able  to  serve 
his  patient  if  he  has  a complete  understand- 
ing of  the  patient’s  mental  and  physical 
characteristics.  There  is  likewise  need  of 
re-educating  the  public  to  look  toward  the 
physician  in  private  practice  for  such  pre- 
ventive services  as  diphtheria  protection, 
smallpox  vaccination  and  periodic  health  ex- 
amination rather  than  to  depend  upon  public 
agencies  and  free  clinics.  Preventive  med- 
ical services  constitute  a purchasable  com- 
modity ; an  investment  which  yields  gener- 
ous returns.  The  willingness  with  which 
the  public  accepts  such  services  will  largely 
determine  the  individual’s  future  health 
status.  Unfortunately  in  many  communi- 
ties a certain  degree  of  suspicion  and  antag- 
onism has  developed  between  the  county 
medical  society  and  the  health  department. 
The  former  probably  frowns  upon  the  real 
or  mythical  inroad  of  socialized  or  state 
medicine  while  the  latter  has  failed  to  appre- 
ciate the  important  part  that  the  family  phv- 
sician  if  properly  trained  can  play  in  extend- 
ing the  community  health  service.  The 
health  officer  may  have  overlooked  the  view- 
point of  the  practicing  physician,  may  have 
permitted  his  organization  to  develop  so  as 
to  interfere  with  the  private  prerogatives  of 
the  physician  and  may  have  enticed  into  free 
clinics  individuals  who  can  well  afford  to 
pay  the  family  physician  for  his  service. 
There  is  need  of  a more  common  under- 


standing between  the  organized  medical  pro- 
fession and  the  local  health  agency,  both  of 
which  have  a similar  purpose,  the  preserva- 
tion and  conservation  of  human  life. 

The  programs  already  referred  to  do  by 
no  means  constitute  the  sole  effort  to  bring 
about  a better  state  of  public  health  through 
the  active  support  of  the  practicing  physi- 
cian. In  Flint,  Pontiac,  Saginaw,  Jackson, 
Battle  Creek  and  Muskegon  the  medical 
societies  have  undertaken  somewhat  similar 
projects  with  local  variations  in  application. 
Of  one  thing  we  are  convinced  and  that  is 
that  the  organized  medical  profession  can 
make  a material  contribution  to  improve- 
ment in  public  health.  There  are  some 
health  officers  who  declare  that  the  cobpera- 
tion  of  the  family  physician  cannot  be  effec- 
tively secured.  To  such  a declaration  we 
most  vehementlv  object  as  it  has  been  amply 
demonstrated  that  as  many  as  1,100  phy- 
sicians can  be  organized  to  provide  suitable 
service  in  a single  community.  The  county 
medical  society  has  neither  the  funds  nor 
the  personnel  equipped  to  carry  on  a com- 
munity health  service  and  there  is  therefore 
need  for  a local  health  organization  with  a 
full-time  health  officer  fortified  with  ade- 
quate funds.  Every  county  in  Michigan 
should  have  a whole-time  health  department 
unless  the  county  be  so  sparsely  settled  that 
it  becomes  economically  advantageous  to 
combine  with  one  or  more  other  counties 
into  a health  district.  At  the  head  of  such 
county  health  organization  there  should  be 
a public  health  administrator  trained  in  pre- 
ventive medicine,  aided  by  one  or  more  pub- 
lic health  nurses.  There  should  also  be  suf- 
ficient personnel  to  provide  a sanitary  in- 
spection service  and  the  necessary  clerical 
help.  Diagnostic  laboratory  service  should 
either  be  provided  locally  or  made  available 
by  some  nearby  institution.  In  addition  to 
his  training  in  public  health  work  the  prin- 
cipal qualification  for  the  health  officer 
should  be  a sympathetic  regard  for  the  view- 
point of  the  practicing  physician  and  the 
ability  to  harmonize  his  program  with  that 
of  organized  medicine.  Those  who  assume 
that  the  practice  of  preventive  medicine  in 
the  physician’s  office  warrants  the  curtail- 
ment of  funds  to  the  local  health  depart- 
ment are  bound  to  be  disappointed.  If  the 
health  department  withdraws  from  the  co- 
operative plan,  disaster  will  result.  The 
two  groups,  the  medical  profession  and  the 
health  agency,  must  work  together  and  rec- 
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ognize  their  common  interest  in  the  promo- 
tion of  positive  health,  the  prevention  of  dis- 
ease and  in  service  to  the  public,  more  espe- 
cially the  growing  child. 

This  newer  approach  to  preventive  medi- 
cine through  the  family  physician,  which  has 
been  long  discussed  but  only  lately  actually 
applied,  involves,  first,  a group  plan ; sec- 
ond, the  extension  of  local  public  health 
organization  and,  third,  compensation  to 
physicians  for  sendee  rendered  indigents. 

The  group  plan  should  be  controlled  by 
the  county  medical  society,  which  through  its 
authorized  committee  should  establish  a 
procedure  with  the  cooperation  of  the  local 
health  officer.  We  feel  that  the  county 
should  be  the  smallest  unit  for  the  health 
organization.  There  should  be  a county 
health  officer  whose  jurisdiction  includes  the 
entire  county.  The  county  medical  society 
should  concern  itself  with  the  preparation 
of  the  physician  so  that  each  man  who  co- 
operates agrees  to  abide  by  the  program  and 
prepares  himself  to  practice  modern  preven- 
tive medicine. 

The  health  department  should  concern 
itself  with  the  preparation  of  the  public. 
While  general  health  education  such  as  the 
use  of  the  radio  and  the  printed  and  spoken 
word  is  profitable,  the  best  results  can  be 
obtained  bv  employing  properly  trained 
public  health  nurses  as  health  educators  to 
carry  the  message  of  disease  prevention  to 
the  individual  parent  in  his  home.  A pro- 
gram for  the  eradication  of  diphtheria  by 
securing  the  protection  of  children  of  sus- 
ceptible age,  more  especially  the  infant  from 
six  to  twelve  months  of  age  and  the  pre- 
school child,  affords  a unique  opportunity 
of  placing  into  effect  a program  of  medical 


participation  in  public  health  work.  A pub- 
lic health  nurse  visiting  the  home  of  each 
child  as  it  reaches  the  age  of  six  months 
serves  to  bring  about  a contact  between  the 
family  and  the  cooperating  physician.  In 
Detroit  such  a plan  has  provided  for  the 
immunization  of  more  than  one-third  of  the 
children  before  they  attain  the  age  of  twelve 
months. 

Each  physician  should  receive  some  com- 
pensation for  every  service  rendered.  When 
the  parents  are  financially  able  they  should 
pay  the  physician  direct  but  for  indigents 
the  community  through  its  health  depart- 
ment can  well  afford  to  set  aside  each  year 
a sum  with  which  to  pay  an  honorarium  to 
the  cooperating  physician  for  each  service 
where  the  parent  is  unable  to  pay. 

Using  the  diphtheria  prevention  project 
as  an  entering  wedge  the  program  may 
readily  be  expanded  so  as  to  include  protec- 
tion against  smallpox,  provision  for  an  an- 
nual health  and  dental  examination  and  mav 
even  be  extended  to  the  control  of  tubercu- 
losis and  the  venereal  diseases  and  to  other 
phases  of  preventive  medicine. 

It  has  been  found  that  such  a program 
of  medical  participation  in  health  work  is 
profitable  to  the  physician,  to  the  public  and 
to  the  health  department.  It  costs  less  to 
prevent  than  to  cure.  In  conclusion  we 
would  urge  that  every  county  medical  so- 
ciety in  Michigan  strongly  support  the  es- 
tablishment of  a properly  organized  and 
personnelled  county  health  department 
which  will  work  wholeheartedly  in  the  in- 
terests of  the  local  medical  profession  and 
thus  serve  the  public  to  maximum  advan- 
tage. 


SCIATIC  NEURALGIA:  CLINICAL  ENTITY: 
ITS  SYMPTOMS,  DIAGNOSIS  AND 
TREATMENT:  REPORT  OF 
SIXTY  CASES 

A study  of  sciatic  neuralgias  and  a review  of  sixty 
cases  led  Emil  D.  W.  Hauser,  Chicago,  to  conclude 
that  this  condition  is  not  a true  neuritis  but  an  essen- 
tial reflex  sciatic  neuralgia,  that  the  referred  pain 
is  not  confined  to  the  sciatic  nerve,  that  the  origin 
of  these  pains  may  be  attributed  to  muscular  insuffi- 
ciency or  physical  strain  and  that  any  environmental 
condition  which  strains  the  nervous  system  acts  as 
a contributing  factor.  The  author’s  ideas  are  in  ac- 
cord with  Linstedt’s  views  that  chronic  irritations 
result  from  functional  fatigue;  that  functional 


fatigue,  in  his  cases,  was  secondary  to  organic  altera- 
tion of  normal  body  statics ; that  the  irritation  of 
chronic  fatigue  may  make  the  nerve  of  the  involved 
part  hypersensitive  and  produce  pain  along  the 
course  of  the  nerve.  When  such  pains  occur  in  the 
region  of  the  sciatic  distribution  they  are  called 
sciatica.  These  views  were  confirmed  by  Haglund's 
vast  experience ; he  also  found  that  the  removal 
of  functional  insufficiency  by  means  of  orthopedic 
measures  cured  the  sciatica.  In  the  sixty  cases  that 
the  author  reviews,  relief  was  obtained  in  each  case 
as  soon  as  a functional  compensation  was  reestab- 
lished. These  observations  cover  a period  of  seven 
years,  during  which  time  the  patients  have  remained 
well. — Journal  A.  M.  A.  (May  5,  1934). 
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PITFALLS  IN  THE  X-RAY  DIAGNOSIS  OF  BRONCHIECTASIS 
WITH  IODIZED  OIL  INJECTIONS 


C.  K.  HASLEY,  M.D.,  and  W.  A.  HUDSON,  M.D. 

DETROIT,  MICHIGAN 

With  the  advent  of  lipiodol  and  other  iodized  oil  injections,  the  x-ray  diagnosis  of 
early  bronchiectasis,  which,  only  a decade  ago,  was  indeed  difficult,  has  been  greatly  sim- 
plified. The  x-ray  interpretation  is  still  fraught  with  some  difficulties  and  undoubtedly 
a few  erroneous  diagnoses  of  bronchial  dilatation  are  being  made,  simply  because  the 
mechanical  knowledge,  which  is  usually  considered  uninteresting,  is  not  being  applied. 
The  iodized  oil  is  injected  too  frequently  under  excessive  pressure.  It  is  forced  into  the 
bronchi  and  not  allowed  to  run  in.  The  roentgenologist  is  over-anxious,  in  interpreting 
the  x-ray  films  of  children,  to  find  evi- 
dence of  bronchiectasis,  especially  when 
there  is  a history  of  recurrent  attacks  of 
cough,  probably  associated  with  a chronic 
bronchitis  or  pneumonitis,  and  he  is  still 
more  anxious  to  find  evidence  of  bronchial 
dilatation  when  the  referring  physician 
states  that  there  is  a chronic  bronchitis  with 
or  without  emphysema  or  asthmatic  symp- 
toms. In  some  of  the  cases  where  bronchi- 
ectasis has  been  established  by  the  x-ray 
diagnosis  there  has  been  no  sputum,  indicat- 
ing that  there  is  little  or  no  infection.  To 
this  condition  the  term  “bronchiectasis 
sicca”  has  been  applied. 

In  this  paper  the  technic  of  bronchsocopic 
injections  with  iodized  oil  is  to  be  discussed, 
since,  in  many  instances,  this  method  is 
particularly  adaptable  to  children  from 
whom  no  cooperation  can  be  expected.  If 
properly  done,  the  bronchoscopic  method  is 
a very  reliable  one ; but  the  technic  of  execu- 
tion is  very  difficult.  In  selected  cases  it 
may  be  used  advantageously  in  adults.  The 
supraglottic  method  or  even  the  intra- 
tracheal method  requires  much  less  effort, 
time  and  training.  Hence,  we  believe  that 
bronchoscopic  injection  of  iodized  oil  is  in- 
dicated only  when  the  cooperation  of  the 
patient  is  not  assured  or  where  one  partic- 
ular area  of  the  lung  is  to  be  investigated 
for  evidence  of  disease.  Of  course,  there 
are  some  contra-indications  to  the  explora- 
tion of  the  bronchial  tree  with  iodized  oil 
even  though  the  mechanical  procedure  is 
innocuous. 

If  diagnostic  films  are  to  result,  team- 
work of  a skilled  bronchoscopist  and  a ra- 
diologist is  essential.  The  oil  should  be 
allowed  to  flow  in  the  bronchi  on  an  x-ray 
table,  preferably  a fluoroscopic  table.  The 
x-ray  exposures  can  then  be  made  without 
moving  the  patient  about,  as  movement  has 
a tendency  to  distort  the  outline  of  the  filled 


bronchi  and  might  stimulate  the  coughing 
reflex.  We  have  observed,  in  a few  in- 
stances, that  the  oil  is  expelled  from  the 
bronchi  due  to  normal  peristaltic-like  waves. 
Hence  it  is  always  desirable  to  make  the 
x-ray  exposure  immediately  after  the  oil  has 
entered  the  lung  tissue  under  investigation. 

Preparation  of  the  Patient. — The  child 
should  be  hospitalized  and  a sufficient 
amount  of  morphine  or  a barbiturate  given 
to  produce  a narcosis.  Respiration  must  be 
regular  even  though  it  may  be  reduced.  The 
bronchoscope  is  passed  and  the  iodized  oil 
is  allowed  to  flow  in  at  body  temperature,  a 
very  little  at  a time,  preferably  under  fluoro- 
scopic control,  as  it  is  desirable  at  all  times 
to  know  how  much  oil  is  actually  being 
used.  A more  uniform  result  in  the  filling 
of  the  bronchi  can  be  obtained  if  it  is  done 
with  the  use  of  a mercury  or  water  manom- 
eter. Five-tenths  c.c.  of  oil  or  more  may 
be  used  at  a time,  using  both  the  manometer 
and  fluoroscope  for  accurate  control  during 
the  introduction  of  the  oil  into  the  bronchi. 
By  using  a double  control  of  this  kind  a few 
of  the  mechanical  errors  mentioned  above, 
namely,  too  much  pressure  and  too  much  oil, 
can  be  eliminated.  Iodized  oil  should  flow 
into  the  bronchus.  It  should  never  be  forced 
in  with  pressure.  As  a matter  of  fact,  the 
force  of  gravity  and  the  weight  of  the  oil 
are  sufficient  to  outline  the  bronchi.  Too 
much  pressure  forces  the  oil  into  the  ter- 
minal air  cells  or  alveoli  and  the  shadows  on 
the  x-ray  films  show  up  as  meaningless  glo- 
bules with  hazy  outlines.  It  must  be  borne 
in  mind  that  these  shadows  are  distortions 
of  normal  tissue.  Too  frequently  they  have 
been  interpreted  as  indicating  ” a diseased 
condition.  When  too  much  oil  is  used,  the 
x-ray  film  presents  many  superimposed 
shadows  of  filled  alveoli,  simulating  an  out- 
line of  a small  abscess  cavity  or  slightly 
dilated  bronchi. 
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In  a recent  study  of  children,  injections 
were  made  without  fluoroscopic  control  and 
without  the  use  of  a manometer.  The 
roentgenologist  interpreted  the  films  with- 
out knowing  the  method  of  injection.  Con- 
sequently bronchiectasis  was  a common  and 
frequent  diagnosis.  One  day  one  of  the 
attending  physicians  questioned  the  inter- 
pretation of  bronchiectasis  and  asked  this 
question:  “Is  oil  injection  infallible  in  dem- 
onstrating bronchiectasis?”  This  was  the 
inspiration  for  the  dog  experiment  which  is 
recorded  herewith. 

Dog  Experiment. — A medium  sized  Bos- 
ton bull  terrier,  weighing  about  20  pounds, 
with  an  injured  right  shoulder,  was  given 
7 grs.  of  nembutal,  5 grs.  one  and  one-half 
hours  before  bronchoscopy  and  2 grs.  one- 
half  hour  before.  A preliminary  x-ray 
film  of  the  chest  was  made  after  the  dog 
had  been  placed  on  the  fluoroscopic  table. 
This  film  demonstrates  the  injured  shoulder, 
namely,  a fractured  humerus  and  a calcified 
shadow  in  the  stomach,  probably  a piece  of 
bone.  The  lung  fields  are  clear  throughout. 
As  bronchiectasis  is  a common  disease  in 
dogs,  it  was  necessary  for  us  to  exclude  this 
possibility  immediately.  The  bronchoscope 
was  passed  and  the  mucous  membrane  of 
the  trachea  and  bronchi  was  found  to  be 
clean  and  free  from  injection.  A tube  was 
attached  to  a water  manometer  connecting 
the  bronchoscope  and  the  syringe  used  to 
inject  the  lipiodol.  The  internal  resistance 
of  the  apparatus  had  been  tested  previously 
and  was  found  to  have  one-half  to  three 
centimeters  of  water  pressure,  depending 
upon  the  rapidity  with  which  the  plunger  was 
forced  up  and  down  in  the  syringe.  The 
lipiodol  was  forced  into  the  bronchoscopic 
tube  under  14  to  20  cms,  of  water  pressure. 
This  was  done  under  fluoroscopic  control 
and  the  air  in  the  bronchoscope  was  allowed 
to  escape  through  the  bronchoscopic  shield. 
As  soon  as  lipiodol  appeared  at  the  tip  of 
the  bronchoscope  one  additional  c.c.  of 
lipiodol  was  injected.  The  reading  of  the 
manometer  at  this  time  showed  20  cms.  of 
water  pressure.  The  injection  was  stopped 
and  the  fluoroscopic  study  revealed  that  ap- 
proximately 3 inches  of  the  smaller  bronchi 
had  been  injected  although  only  1 c.c.  of 
oil  had  been  used. 

(Dr.  Hasley  showed  a number  of  films 
demonstrating  the  injection  of  the  bronchi 
with  lipiodol  which  was  controlled  by  a tube 


connected  with  a manometer.  The  succes- 
sive films  exhibited  exposures  made  first 
after  the  initial  injection  then  after  3 addi- 
tional c.c.  of  oil  showing  a pressure  up  to 
twenty-five ; then  an  additional  3 c.c.  of 
lipiodol  increasing  pressure  to  thirty ; 5 
additional  c.c.  and  then  6 additional  centi- 
meters, the  pressure  being  twenty-eight  and 
twenty-seven  respectivelv. — Editor. ) 

At  the  conclusion  of  the  experiment  18 
c.c.  of  oil  were  recovered  from  the  manom- 
eter tube  and  3 c.c.  from  the  bronchoscope. 
A total  of  25  c.c.  had  been  injected,  which 
left  4 c.c.  to  be  accounted  for.  This  repre- 
sents the  actual  amount  introduced  into  the 
lung  field.  None  of  the  oil  had  entered  the 
stomach.  The  shadow  of  increased  density 
in  the  region  of  the  stomach  was  present 
on  the  preliminary  plate.  During  the  last 
few  minutes  of  the  experiment  oil  did  enter 
the  stomach  but  was  found  to  flow  back  into 
the  esophagus  as  soon  as  the  bronchoscopic 
shield  was  released.  This  was  noted  under 
the  fluoroscope.  The  last  films  show  that 
some  of  the  oil  had  entered  the  small  alveoli 
and  that  many  of  the  shadows  were  begin- 
ning to  overlap  and  to  develop  into  mean- 
ingless shadows.  On  film  No.  7 the 
shadows  on  the  right  of  the  midline  are 
overlapping  and  demonstrate,  we  believe, 
convincingly,  how  easy  it  is  to  misinterpret 
the  shadows  and  to  make  a diagnosis  of 
dilated  bronchi  when,  in  reality,  the  condi- 
tion is  due  to  confusion  of  the  superim- 
posed shadows. 

The  authors  realize  that  there  are  other 
factors  which  must  be  included  in  the  com- 
plete study  of  the  possible  pitfalls,  such  as, 
viscosity  of  oils,  influence  of  various  barbit- 
urates and  opiates  on  the  involuntary  mus- 
culature of  the  bronchi ; the  amount  of  re- 
laxation of  the  muscles  due  to  nerve 
paralysis  following  the  local  application  of 
cocaine  or  novocaine ; the  changes  in  the  out- 
line of  the  bronchi  in  inspiration  and  ex- 
piration or  the  motor  physiological  changes 
during  normal  respiration  ; as  well  as  physio- 
pathological  changes  in  the  bronchi  due  to 
associated  disease  conditions,  such  as  asthma 
and  emphysema. 

In  conclusion,  we  wish  to  emphasize 
again  that  there  are  two  factors,  commonly 
overlooked,  which  may  result  in  erroneous 
interpretations  in  lipiodol  diagnoses — too 
much  oil  and  too  much  pressure. 


September,  1934 
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ARSENIC  PASTE  IN  CANCER  OF  THE  SKIN* 


CYRIL  K.  VALADE,  M.D. 

DETROIT,  MICHIGAN 

Arsenic  as  we  all  know  is  a compound  that  dates  from  ancient  and  medieval  times. 
It  has  been  used  in  any  number  of  instances,  both  as  a therapeutic  drug,  and  as  a means 
of  human  destruction.  It  is  now  used  by  the  physician  and  the  manufacturer,  the  former 
in  the  treatment  of  syphilis  and  skin  conditions,  the  latter  in  the  making  of  dyes,  glass 
and  papers. 

In  reviewing  its  early  history,  we  have  found  that  the  first  definite  references  as  to  the 


use  of  arsenic  date  from  460  B.  C.,  the  t 
born  on  the  isle  of  Cos,  and  who  was  the 
founder  of  the  Hippocratic  school  of  medi- 
cine which  initiated  a system  of  therapeutics 
that  is  based  upon  prognosis  and  upon  re- 
spect for  the  endowments  of  nature.  He 
used  arsenic  in  catarrah  internally  and  men- 
tions the  orpiment,  stating  that  it  is  an  ex- 
cellent ingredient  in  a paste  for  the  treat- 
ment of  ulcers. 

Democritus,  who  was  an  admirer  of  Hip- 
pocrates, and  incidentally  a traveler,  philos- 
opher, writer  and  metaphysicist,  although 
not  a practitioner  of  medicine  himself,  is 
claimed  to  he  the  first  of  a long  line  of  al- 
chemists to  have  used  the  metal  in  attempts 
to  convert  base  metals  into  gold. 

From  the  death  of  Democritus,  till  40 
A.  D.,  arsenic  remains  unmentioned,  be- 
cause the  physicians  during  all  this  time,  no 
matter  what  great  school  they  were  grad- 
uates of,  were  not  permitted  to  use  the 
“poison”  and  others  allied  to  it  in  their  ac- 
tions, by  the  laws  of  Plato.  It  remained, 
however,  for  Dioscorides  of  Cilicia,  of  the 
Alexandria  School,  to  enter  arsenic  in  his 
treatise  on  Materia  Medica,  which  included 
500  plants  and  minerals  and  was  considered 
a fairly  voluminous  work  for  that  time  and 
age.  It  was  he  who  mentioned  the  poison- 
ous effect  of  arsenic  on  the  intestines.  Aure- 
lius Cornelius  Celsus,  alleged  to  have  been 
born  in  Narbonne  about  25  B.  C.,  author  of 
that  much  discussed  work  of  art,  De  Medi- 
cina,  makes  mention  of  the  crusting  and 
scaling  which  follows  the  use  of  arsenic.  It 
is  worthy  of  note  to  state  that  De  Medicina 
is  a work  of  surprising  literary  art,  being 
the  first  medical  thesis  in  Latin,  and  of 
great  historical  value,' since  from  its  appear- 
ance the  official  use  of  Latin  in  medicine 
takes  form. 


*The  Chairman’s  address  read  before  the  Section  of  Der- 
matology and  Syphilology  of  the  Michigan  State  Medical 
Society  at  its  annual  meeting  in  Pontiac,  Michigan,  Sep- 
tember 23-24,  1931. 


me  of  Hippocrates,  the  father  of  medicine. 


Galen,  born  in  Pergamum  in  130  A.  D., 
was  tutored  in  the  Alexandrian  tradition  by 
Satyrus,  a pupil  of  Quintus.  He  was  a firm 
upholder  of  Hippocrates.  Not  only  a phy- 
sician, but  also  a pharmacist,  a man  of 
science,  philosopher  and  a great  leader  in 
his  time,  he  called  attention  to  the  escharotic 
properties  of  arsenic,  and  advocated  its  use 
for  putrid  ulcers.  He  wrote  that  it  was  as 
caustic  as  fire  and  mixed  with  quick-lime 
made  an  excellent  depilatory. 

Avicenna,  the  Hippocrates  and  Aristotle 
of  the  Arabians,  born  980  A.  D.,  differen- 
tiated, for  the  first  time,  white  arsenic  from 
the  sulphides  (orpiment  and  realgar).  After 
Avicenna,  arsenic  played  the  great  part  in 
the  alchemists’  lives  in  formulse  for  svn- 
thetic  gold. 

As  a poison,  white  arsenic  or  arsenious 
acid  was  very  popular  in  mediaeval  times, 
since  it  possessed  all  the  properties  of 
diabolical  methods  for  ending  life.  Its 
properties  of  being  colorless,  tasteless  and 
easily  incorporated  with  articles  of  food 
were  only  too  well  known  to  the  sorcerers. 

In  the  treatment  of  skin  cancer,  arsenic 
paste  was  first  mentioned  as  an  escharotic 
in  the  writings  of  Hippocrates,  who  de- 
scribed it  in  the  form  of  the  yellow  sulphide 
of  arsenic  or  orpiment.  As  we  have  men- 
tioned previously,  Galen,  knowing  the  escha- 
rotic properties  of  the  drug,  recommended 
its  use  in  the  treatment  of  indolent  ulcers; 
however,  it  is  not  known  whether  he  used 
it  himself  in  this  role. 

Among  the  alchemists,  Albertus  Magnus 
(1193-1280)  was  the  first  one  to  prepare 
metallic  arsenic. 

It  is  not  known  who  first  reasoned  that 
there  might  he  something  of  good  in  this 
powerful  poison  and  who  daringly  experi- 
mented with  it  as  a therapeutic  agent.  About 
the  middle  of  the  eighteenth  century,  how- 
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ever,  there  appeared  a remedy  called  ‘‘Taste- 
less Ague  and  Fever  Drops.”  In  1786,  a 
London  physician  by  the  name  of  1 homas 
Fowler,  was  led  to  investigate  these  ague 
drops  and  to  formulate  a solution  which  he 
considered  to  be  a satisfactory  imitation. 
This  is  called  Fowler’s  solution  to  this  day. 

Some  of  the  old  recipes  for  the  prepara- 
tion of  arsenic  pastes  are  interesting.  One 
of  them  is  as  follows:  Arsenious  acid,  2 

drams;  cinnabar,  2 drams;  ashes  of  old 
leather,  8 grains;  dragon’s  blood,  2 grains; 
make  into  a paste  with  water  or  saliva. 

Jean  cle  Vigo,  in  the  fifteenth  century, 
used  ointments  containing  arsenious  acid, 
red  and  yellow  sulphide  of  arsenic,  litharge, 
alum,  mercury,  sulphur,  vitriol,  camphor, 
antimony,  incense,  myrrh,  aloes,  sanguinaria 
and  black  hellebore  in  ulcerative  lesions. 
(Bechet.) 

Until  the  eighteenth  century,  arsenic  as 
a local  cauterizing  agent  was  used  in  hap- 
hazard fashion  by  Fabrice  de  Hilden,  P.  J. 
Faber,  Magatus,  and  others.  It  was  con- 
demned by  Junker,  Boerhaave,  Triller, 
Lieutand,  Heister,  Richter,  and  Stoll. 

Rousselot,  a chiropodist  to  the  Dauphin, 
published  in  1769  the  results  of  several 
years’  experience  with  arsenical  pastes  in 
cancer ; to  him,  therefore,  must  go  the  credit 
of  priority  in  the  use  of  this  method.  His 
favorite  application  consisted  of  cinnabar, 
sanguinaria,  and  arsenic ; this  was  mixed  in 
the  palm  of  the  hand,  saliva  being  used  as 
a diluent;  the  paste  was  then  applied  to  the 
cancer  and  kept  in  place  with  a spider  web. 
(Bechet. ) 

Twenty  years  later,  a monk,  Friar  Come 
or  Cosme,  and  his  pupil  and  successor,  Friar 
Bernard,  used  a formula  with  which  they 
were  very  successful  in  the  treatment  of  pa- 
tients with  cancer ; it  consisted  of  powdered 
arsenic,  5 grains ; cinnabar,  25  grains,  and 
powdered  burnt  shoe  soles,  a pinch.  They 
had  purchased  this  formula  from  a barber 
surgeon  for  3,000  livres. 

According  to  King,  Laurent  Theodore 
Biett,  Swiss  physician  (1781-1840),  was  the 
first  of  the  more  modern  physicians  to  use 
arsenical  paste  in  the  treatment  of  skin  can- 
cer. In  his  train  there  follows  a long  list 
of  physicians  who  used  arsenic  pastes  for 
this  purpose.  In  this  list  there  are  many 
illustrious  names. 

Bechet  mentions  the  fact  that  Emmanuel 
Patrix,  in  1816,  published  a monograph  en- 
titled “The  Art  of  Applying  Arsenic- 


Pastes”  with  a clear  and  definite  discussion 
of  indications  and  contraindications  for  its 
use,  and  that  John  Marshall  used  arsenical 
paste  successfully  on  a cancer  in  the  right 
inguinal  region  in  1817. 

Ferdinand  Von  Hebra,  the  Austrian  der- 
matologist (1816-1880),  used  an  arsenical 
paste  that  was  a modification  of  Friar 
Cosme’s.  Hebra  modification  was: 


Acid,  arseniosi 1 part 

Hydrarg.  surphuret  rub 5 parts 

Ungt.  aquae  rosae 40  parts 


Johann  Friedrich  August  Von  Esmarch, 
the  German  surgeon  (1823-1908),  em- 
ployed arsenic  powder  both  internally  and 
externally,  the  former  because  the  medicine 
was  supposed  to  promote  the  disintegration 
of  albuminous  compounds.  For  the  latter 
purpose  the  powder  was  used  instead  of  a 
paste.  The  powder  was  thickly  strewn 
over  the  ulcer  or  wound  every  day ; its  ac- 
tion was  powerfully  escharotic  but  painless 
and  neutralized  the  fetor  of  the  sore. 

Alexander  Edwin  Marsden,  English  sur- 
geon (1832-1902),  introduced  a caustic 
paste  consisting  of  two  parts  arsenious  acid, 
one  part  powdered  gum  acacia,  and  water 
to  make  a paste.  In  1869,  Marsden  wrote 
a paper  entitled  “A  new  and  Successful 
Mode  of  Treating  Certain  Forms  of  Can- 
cer.” At  this  time  he  had  observed  6,000 
cases  in  the  cancer  hospital  of  London  and 
had  come  to  the  conclusion  that  skin  cancer 
was  best  treated  by  the  use  of  caustics.  He 
had  employed  his  method  for  seventeen 
years  before  publishing  his  results.  His 
hook  contains  detailed  reports  of  twenty 
cases  in  which  his  paste  was  successfully  em- 
ployed ; among  this  number  were  several 
large  epitheliomas  involving  the  entire  lower 
lip.  This  treatise  gave  impetus  to  its  wide- 
spread use  in  England  and  America  and 
many  conservatives  used  it  with  excellent 
results. 

Moritz  Ivohn  Kaposi  (1837-1902),  the 
Austrian  dermatologist,  Hebra’s  pupil  and 
son-in-law,  further  modified  his  mentor’s 
paste  by  substituting  factitious  cinnabar  for 
the  red  sulphuret  of  mercury. 

Koebner  in  1883  reported  that  he  had 
cured  a case  of  multiple  sarcoma  of  the  skin 
by  injecting  each  of  the  small  tumors  with 
Fowler’s  solution.  This  is  interesting  al- 
though not  strictly  relevant  to  our  subject. 

Unna  (1850-  ) reported  successful 

treatment  of  epithelial  new  growths  by  the 
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continual  application  of  mercury  ointment 
containing  5 per  cent  arsenic.  He  said  the 
growth  disappeared  by  absorption  as  in 
spontaneous  cure. 

The  treatment  of  cancer  by  arsenic  has 
been  both  internal  and  external.  At  one 
time  the  administration  of  iodide  of  arsenic 
was  held  by  competent  authorities  to  be  ca- 
pable of  diminishing  the  size  of  cancerous 
tumors,  but  the  treatment  has  now  lost 
whatever  credit  it  once  possessed.  As  a 
caustic,  arsenic  was  used  for  the  destruction 
of  cancerous  tumors  even  by  the  ancients, 
and  throughout  the  course  of  medical  his- 
tory, examples  may  be  found  of  faith  in  its 
propriety  and  efficacy.  Arsenic  forms  the 
basis  of  most  of  the  secret  cancer  cures 
which  have  enjoyed  popularity.  Before  the 
advent  of  the  x-ray,  radium,  and  other  mod- 
ern means  of  treatment,  arsenical  pastes 
were  popular  remedies  in  the  hands  of  eth- 
ical physicians,  but  in  recent  times  the  prac- 
tice has  fallen  largely,  but  not  exclusively, 
into  the  hands  of  quacks.  Most  of  these 
arsenical  caustics  are  excessively  painful  and, 
if  applied  over  a large  surface,  involve  the 
risk  of  producing  poisonous  effects,  and 
their  use  has  even  been  characterized  as  “a 
murderous  practice.” 

Plunkett’s  caustic,  an  empirical  remedy  of 
great  repute,  consisted  of  Ranunculus  acris 
and  Ranunculus  Flammula,  each  an  ounce, 
bruised  and  mixed  with  a dram  of  arseni- 
ous  acid  and  five  scruples  of  sulphur.  The 
whole  was  beaten  into  a paste,  formed  into 
balls,  and  dried  in  the  sun.  When  used 
these  balls  were  rubbed  up  with  yolk  of  egg 
and  spread  on  pig’s  bladder. 

Robinson  uses  two  strengths : ( 1 ) Equal 
parts  of  arsenious  acid  and  powdered  acacia, 
and  (2)  two  parts  of  arsenious  acid  and  one 
part  of  powdered  acacia. 

From  1900  to  the  present  time,  articles 
have  appeared  in  the  literature  from  time 
to  time,  some  extolling  the  virtues  of  arsen- 
ical paste  in  the  control  of  skin  cancer,  and 
others  condemning  it  as  strongly.  Of  this 
large  number  of  articles  of  which  the  indices 
make  mention,  I have  selected  only  a few, 
partly  because  only  a small  number  of  these 
are  available  locally,  and  partly  because 
these  are  sufficient  to  show  the  trend  in  the 
use  of  arsenic  pastes. 

In  the  Journal  of  the  American  Medical 
Association  for  July  13,  1901,  M.  L.  Heid- 
ingsfeld  discusses  the  treatment  of  cuta- 
neous cancer  and  makes  the  following  state- 
ment: 


The  treatment  of  cutaneous  cancer  has  been  one 
of  the  most  serious  and  difficult  problems  with  which 
the  profession  has  had  to  deal.  The  remedies  which 
at  one  time  have  been  highly  extolled,  at  another, 
severely  condemned,  are  exceedingly  varied  in  na- 
ture and  innumerable  in  number.  Two  remedies 
which  are  received  with  much  favor  today,  zinc 
chloride  and  white  arsenic,  have  been  extensively 
used,  the  one  for  scores  of  years,  the  other,  for  cen- 
turies. The  use  of  these  two,  in  the  hands  of  certain 
specialists,  was  attended  at  least  in  several  cases  by 
eminently  successful  results ; in  others,  there  was 
absolute  failure,  if  not  death  of  the  patient.  . . . 

From  this  I infer  that  arsenic  possesses  not  only 
an  elective  action,  exerting  its  chief  influence  on 
the  weaker  and  less  stable  pathological  tissue,  spar- 
ing the  more  resistant  surrounding  normal  tissue,  but 
also  exerts  a specific  influence  over  cancerous  tissue 
whereby  it  inhibits  its  growth  and  prevents  its  fur- 
ther spread  and  development  without  entailing  its 
direct  destruction. 

The  method  of  treating  skin  cancer  by 
the  use  of  arsenical  pastes  has  not  passed 
entirely  into  oblivion  even  at  the  present 
time.  Sir  Norman  Walker  in  his  “Intro- 
duction to  Dermatology”  (New  York; 
William  Wood  and  Company,  1921)  speaks 
very  highly  of  it.  Stelwagon  in  his  “A 
Treatise  on  Diseases  of  the  Skin”  (Phila- 
delphia; W.  B.  Saunders  and  Company, 
1921)  states  that  he  employs  the  method 
frequently  and  endorses  it  fully.  Darier  in 
“A  Textbook  of  Dermatology”  (Lea  and 
Febiger,  1920)  calls  it  “the  most  convenient 
and  most  desirable  caustic,  which  has  yield- 
ed the  largest  number  of  durable  and  good 
esthetic  results  in  my  experience.”  Sutton, 
in  “Diseases  of  the  Skin”  (St.  Louis;  C.  V. 
Mosby  and  Company,  1926),  gives  a full 
page  to  the  explanation  of  the  method,  and 
stated  that,  when  properly  employed,  excel- 
lent results  followed  its  use.  Ormsby,  in  “A 
Practical  Treatise  on  Diseases  of  the  Skin 
(Philadelphia;  Lea  and  Febiger,  1927),  de- 
scribes the  technic  in  full  and  states  that  the 
treatment  is  effective. 

William  Allen  Pusey,  in  his  “The  Prin- 
ciples and  Practice  of  Dermatology”  (D. 
Appleton  and  Company,  1924),  says: 

“The  use  of  caustics,  especially  of  caustic  pastes, 
is  not  generally  looked  upon  with  favor.  The  reason 
for  this,  I believe,  lies  largely  in  the  facts,  first, 
that  it  is  different  from  ordinary  surgical  procedures, 
and,  second,  that  it  is  used  and  exploited  to  a great 
extent  by  irregular  practitioners. 

“The  method  has  been  advocated  in  this  country 
notably  by  Robinson,  and  my  experience  with  it  en- 
ables me  to  indorse  it  fully.  Like  any  other  method 
of  treatment,  it  must  be  radical  to  be  successful  and 
must  be  properly  carried  out.  The  great  advantage 
of  the  use  of  caustics  is  that  they  produce  a zone  of 
violent  inflammation  around  the  mass  which  they 
destroy  so  that  they  destroy  not  only  the  epitheli- 
omatous  tissue  actually  cauterized,  but,  through  the 
inflammatory  process  excited,  also  outlying  masses 
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which  have  not  been  actually  reached  by  the  caustic. 

“In  my  experience  both  (Marsden’s  and  Bougard’s 
pastes)  give  equally  satisfactory  results.” 

George  C.  Andrews  in  “Diseases  of  the 
Skin”  (W.  B.  Saunders  Co.,  1930),  says: 

“Treatment  by  arsenical  paste  or  zinc  chloride 
paste  is  painful  and  not  generally  useful,  but  certain 
persistently  recurrent,  heavily  irradiated,  infected 
localized  growths  can  be  cured  by  no  other  methods.” 

The  most  complete  report  on  the  use  of 
arsenical  pastes  in  the  treatment  of  skin  can- 
cer was  made  by  Charles  W.  Strohell  in  the 
New  York  State  Journal  of  Medicine  for 
November,  1921.  He  writes  under  the 
title  “Painless,  Non-disseminating  Chemical 
Removal  of  Inoperable  Cancer  of  the  Breast 
and  Axillary  Nodes  with  Report  of  the  first 
Forty  Cases  (1898-1920).”  In  this  article, 
he  tells  how  he  came  to  use  arsenical  pastes 
in  the  treatment  of  skin  cancer.  A patient 
came  to  him  with  a scirrhous  carcinoma  of 
the  left  breast  urgently  in  need  of  surgical 
excision.  The  patient  refused  operation  but 
wished  him  to  make  a caustic  application. 
This  he  refused  to  do  on  the  grounds  that 
he  was  not  familiar  with  the  use  of  caustics, 
had  no  faith  in  the  method,  and  that  he 
refused  to  experiment.  In  the  end,  how- 
ever, she  being  an  old-time  patient,  he  prom- 


ised to  do  what  he  could.  He  looked  up 
Marsden’s  formula  and  used  it  with  tempo- 
rary success.  But  in  four  months,  the  pa- 
tient came  back  with  a recurrence  of  the 
cancer,  far  worse  than  the  original.  Again 
he  applied  arsenical  paste,  this  time  for  a 
longer  period,  and  got  a complete  clinical 
cure  so  that  the  patient  lived  for  eight  years 
after  that,  when  she  died  suddenly  of  heart 
disease.  The  outcome  of  this  matter  was 
that  he  used  it  regularly  after  that.  His 
observations  in  this  paper  are  based  upon 
twenty-two  years’  experience.  His  conclu- 
sion is  that  the  end-results  or  average  dura- 
tion of  life  following  the  chemical  removal 
of  surgically  inoperable  cancer  of  the 
breast,  compares  favorably  with  those  ob- 
tained by  surgery  when  the  cancer  is  still 
operable. 

However,  it  is  generally  agreed  that  the 
use  of  modern  physiotherapeutic  methods, 
namely,  cold  spark,  x-ray,  and  radium  are  to 
be  preferred  for  the  treatment  of  cutaneous 
cancer. 

Great  assistance  was  given,  in  the  accumu- 
lation of  the  historical  matter  in  this  paper, 
by  the  class  of  1932  of  the  Detroit  College 
of  Medicine  and  Surgery  especially  through 
the  efforts  of  A.  Frank  Merlo  and  Bert  Van 
Derkolk. 


A STUDY  OF  NEUROCIRCULATOR Y INSTABILITY 


RUTH  HERRICK,  M.D.f 

GRAND  RAPIDS,  MICHIGAN 


It  would  seem  quite  out  of  place  for  me  to  present  to  this  group  any  new  malady  or  a 
long  series  of  statistics,  but  I can  well  take  this  opportunity  to  play  the  role  of  a derma- 
tomytid  and  discuss  with  you  some  of  the  thought  trends  of  the  dermatological  focus 
from  which  1 sprang.  My  discussion  of  neurocirculatory  instability  will  bring  up  for 
clarification  several  moot  points,  and  if  anything  is  gained  it  will  be  in  a candid  discus- 
sion of  these  points.  (For  use  of  term  neurocirculatory  instability,  see  Becker.2) 

There  is  a recent  tendency  throughout  medical  centers  here  and  abroad  to  teach  a func- 
tional3 type  of  dermatology  instead  of  the 
older  morphologic  type,  just  as  Alvarez1  in 
internal  medicine  is  teaching  a functional 


evaluation  of  the  patient  with  nervous  in- 
digestion. This  reverses  the  old  order  of 
things,  and  one  looks  more  at  the  patient  as 
a whole,  and  less  at  the  part  of  his  skin  dis- 

tDr.  Herrick  is  a graduate  of  Rush  Medical  College,  1927. 
She  interned  at  Blodgett  Memorial  Hospital,  Grand  Rapids, 
Michigan,  1927-28.  The  three  following  years  she  spent  in 
the  Division  of  Dermatology  of  the  University  of  Chicago 
Clinics,  having  the  rank  of  Instructor.  Dr.  Herrick  is  limit- 
ing her  practice  to  Dermatology  and  Syphilology.  She  is  a 
member  of  the  staffs  of  Blodgett  Memorial  Hospital  and 
Saint  Mary’s  Hospital. 


figured  with  lesions.  I do  not  mean  to  say 
that  skin  lesions  are  not  studied  with  an 
analytical  eye,  but  after  the  customary  diag- 
nosis is  made  of  dyshidrosis,  pruritus  ani, 
or  neurodermatitis,  the  patient  himself  and 
his  adjustment  to  his  environment  are  put 
under  careful  scrutiny  to  give  an  inkling  as 
to  what  kind  of  a fellow  he  is,  to  have  such 
a problem  on  the  skin. 

Such  inquiry  based  on  a group  of  185  pa- 
tients brings  out  many  interesting  findings: 
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This  patient  is  usually  from  the  “white  col- 
lar class,”  and  is  the  executive  of  home  or 
office;  he  is  more  often  a woman  than  a 
man  (134  women  to  fifty-one  men  among 
my  patients,  of  the  past  two  years)  ; he  is 
org'anically  sound,  with  a possible  tendency 
to  a low  blood  pressure,  and  often  a low 
basal  rate;  he  comes  from  a family  some  of 
whom  are  unusually  alert,  high  strung,  and 
ambitious,  and  in  whom  eczema,  hay  fever, 
and  vasomotor  rhinitis  are  seen.  He  shoul- 
ders his  and  others’  burdens  over-conscien- 
tiouslv,  and  is  inclined  to  worry  over  them. 
He  may  be  insensible  to  fatigue  and  ’work 
for  years  on  nervous  tension  for  fear  of  the 
fiat  let-down  feeling  of  relaxation,  or,  more 
rarely,  after  a long  period  of  stress  and 
strain  he  may  relax  and  the  eruption  appear 
only  during  the  period  of  recovery  of  nerv- 
ous energy. 

Having  generalized  our  patient,  let  us  see 
what  skin  conditions  predominate.  First  in 
frequency  of  occurrence  is  the  classical 
neurodermatitis.  But  before  discussing  the 
patient  with  typical  findings,  I wish  to 
clarify  and  enlarge  the  customary  concept  of 
neurodermatitis.  In  my  student  days  the 
term  was  used  as  an  alternate  for  lichen 
simplex  chronicus  of  Vidal.6  Later,  I came 
to  see  that  many  cases  of  chronic  eczema7 
were  in  reality  patients  with  neurocircula- 
tory  instability,  and  their  dry  flexural  ec- 
zema was  accompanied  bv  itching  quite  out 
of  proportion  to  true  eczema. 

Here  in  Michigan  I see  an  undue  propor- 
tion of  the  Ivreibich  type  of  exudative  neuro- 
dermatitis in  which  is  seen  the  picture  of 
true  eczema  with  punctate  vesiculation,  sur- 
mounting chronic  plaques  of  bluish  papules, 
and  finally  scaling.  Such  plaques  most  fre- 
quently occur  on  the  dorsa  of  the  hands,  and 
flexors  of  the  wrist. 

Two  patients  will  illustrate  the  personal- 
ity study  frequently  encountered  in  these 
conditions: 

Mrs.  J.  J.  has  held  a responsible  position  in  a 
local  denartment  store,  and  has  been  in  perfect 
health.  She  put  in  long  hours  (until  the  blue  eagle 
arrived),  but  does  not  consider  herself  fatigued.  A 
year  ago  she  was  married  and  has  been  doing  all  of 
her  own  housework  before  and  after  her  working 
day.  Several  months  after  assuming  this  double 
burden  she  began  to  have  a pruritic  area  in  the 
nape  of  the  neck.  Local  remedies  in  the  hands  of 
various  physicians  have  proved  futile.  Though  not 
aware  of  being  fatigued,  she  says  that  little  things 
irk  her  during  the  day,  and  cause  her  excessive 
worry.  The  lesion  on  the  neck  just  below  the  hair 
line  is  3x5  cm.  across  and  is  seen  to  he  a well  de- 


fined lichenified  plaque  with  no  erythema.  There  is 
no  seborrhea.  Pruritus  is  more  intense  than  one 
would  expect  from  the  appearance  of  the  lesion. 

An  example  of  the  Kreibich  type  of  neuroderma- 
titis is  seen  in  Mr.  H.  W.,  a lumberman.  He  is 
robust  and  intensely  active.  Physical  examination 
and  serological  tests  are  normal.  He  had  a clear 
skin,  except  for  an  occasional  follicular  eruption  in 
seborrheic  areas,  until  the  market  for  furniture 
slumped.  Since  then  he  has  had  violaceous  indolent 
plaques  with  frequent  outbursts  of  pruritic  vesicles, 
on  the  dorsa  of  both  hands,  and  occasionally  on  the 
forearms  and  thigh.  He  is  brooding  continually  on 
his  decrease  of  business,  and  expects  to  lose  his 
home.  The  only  real  improvement  occurred  when 
he  got  an  order  for  lumber  and  went  to  the  north 
woods  for  a few  days  to  select  timbers.  Such  a 
person  comes  closer  to  a neuropathic  personality 
than  most. 

Next  in  frequency  among  my  patients 
showing  neurocirculatory  imbalance  comes 
the  group  having  palmar  and  plantar  dys- 
hidroses. Patients  in  this  group  must  be 
closely  differentiated  from  those  presenting 
dermatomycosis.  Microscopic  examination, 
while  not  infallible  evidence,  is  a great  help 
in  ruling  out  fungus  infections,  but  it  is  my 
personal  view  that  clinically  one  can  not  dis- 
tinguish the  two  conditions.  Here  the  per- 
sonality of  the  patient  may  be  an  aid  to 
diagnosis,  for  many  patients  with  negative 
laboratory  findings,  long  treated  for  derma- 
tomycosis, will  have  the  eruption  only  dur- 
ing periods  of  stress  and  strain,  and  will 
spontaneously  recover  when  able  to  relax. 
I believe  this  condition  to  reflect  an  in- 
herent, probably  inborn,  protoplasmic  in- 
stability. Such  a condition  was  spoken  of 
by  Dr.  Warthin  as  protoplasmic  unrest,  re- 
sulting in  signs  of  neurovascular  imbalance, 
but  in  which  every  cell  participates,4 

Other  well  known  entities  are  being  con- 
tinually added  to  this  major  group  of  neuro- 
vascular imbalance.  Thus,  urticaria  in  adults 
more  frequently  results  from  sympathetic 
nervous  system  fatigue  than  from  the  previ- 
ously oft-stressed  food  allergy.  True,  food 
allergy  does  cause  hives,  but  more  often  than 
not  the  urticarial  adult  will  prove  negative 
to  a most  searching  series  of  skin  tests.8  He 
will  diet  for  this  and  that  fancied  cause,  but 
will  not  improve  until  in  desperation  he  re- 
mains at  home  or  otherwise  obtains  the  rest 
and  freedom  from  stress  that  is  long  over- 
due, whereupon  the  conditions  clears. 

A similar  situation  exists  in  patients  with 
pruritus  ani  and  pruritus  vulvae.  Many  such 
people  have  no  demonstrable  pathologic  con- 
dition, but  have  lived  for  years  under  ex- 
hausting nervous  tension,  and  sometime  in 
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their  career  the  weakest  link  gives  way. 
Itching  is  the  result.  This  condition  is  par- 
ticularly common  among  school  teachers  and 
one  can  see  why.  Enforced  attendance  at 
summer  school  to  advance  or  maintain  a 
position  is  poor  compensation  for  days  of 
gruelling  patience,  and  nights  of  examina- 
tion papers. 

What  is  the  significance  of  such  a study? 
Chiefly  this:  We  see  in  a large  group  of  in- 
dividuals having  diverse  skin  conditions,  the 
common  element  of  sympathetic  nervous  sys- 
tem maladjustment  creating  excessive  pru- 
ritus. In  such  patients  local  treatment  is 
frankly  only  palliative  and  permanent  relief 
is  obtained  by  aiding  each  person  to  solve 
his  own  situation  by  frankly  understanding 
the  cause  and  the  factors  involved,  and,  in 
addition  to  local  therapy,  presenting  for  his 
acceptance  a logical  program  of  daily  relaxa- 
tion.5 This  is  not  easy,  and  many  patients 
would  rather  undergo  continuous  lifetime 
annoyance  from  local  treatment  alone,  than 
admit  they  were  working  and  worrying  too 
hard  for  their  own  nervous  organization. 
On  the  other  hand,  patients  of  this  group 
are  usually  intelligent  and  have  passed  from 
doctor  to  doctor  with  much  futile  local  ther- 


apy, and  they  do  respect  a thoughtful  anal- 
ysis of  their  problems.  Such  people  usually 
make  satisfactory  improvement  and  form 
the  basis  of  my  belief  in  the  validity  of  this 
grouping. 

SUMMARY 

The  designation  neurocirculatory  instabil- 
ity applies  to  a heterogeneous  group  of 
organically  normal  people  presenting  diversi- 
fied skin  conditions:  neurodermatitis,  dys- 
hidrosis, urticaria,  etc.  These  people  are  of 
the  type  who  exhaust  the  reserves  of  nervous 
energy  and  show  this  fatigue  by  one  of  the 
above  eruptions. 

Neurocirculatory  instability  is  a func- 
tional diagnosis. 
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THE  PSFUDO-SYPHIFIDES  OF  INFANCY  (NAPKIN  ERUPTIONS) 

CASE  REPORTS* 


DUNCAN  O.  POTH,  M.D.f 
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Napkin  eruptions  in  infancy  have  long  been  recognized,  and  their  occasional  resem- 
blance to  svphilides  was  pointed  out  in  1877  by  Parrot1'’  and  later  by  Jacquet11  in  1886. 
Since  that  time,  the  entity  which  has  become  known  as  the  “pseudo-erosive  syphilide  of 
Jacquet”  has  received  attention  by  many  different  authors.  Case  reports  and  descrip- 
tions of  the  various  types,  as  well  as  articles  dealing  with  the  etiology,  have  been  report- 
ed by  Southworth,18  Dalous,6  Hodora,10  Hart,9  and  others.7’  12,  14  In  the  German  litera- 
ture, Lipschutz13  was  the  first  to  describe  a similar  process  that  occurred  in  adults.  Lip- 
schultz  and  Planner16  report  cases  of  adult 
females  who  presented  several  slightly  in- 
durated papulo-erosive  lesions  about  the 
vulva.  These  lesions  were  for  a short  time 
viewed  as  svphilides  because  of  their  char- 
acteristic appearance.  However,  it  was  later 
discovered  that  in  both  cases  there  was  a 
cystitis  and  a pyuria,  and  as  soon  as  this 


^Studies  and  contributions  of  the  Department  of  Der- 
matology and  Syphilology  of  the  University  of  Michigan 
Medical  School,  service  of  Dr.  Udo  J.  Wile. 

tDr.  Poth  is  Instructor  in  Dermatology  and  Syphilology, 
University  of  Michigan  Medical  School,  Ann  Arbor, 
Michigan. 


was  cleared  up  the  eruption  on  the  vulva 
likewise  cleared  up.  The  serology  in  both 


cases  was  negative. 

Crawford,5  Cooke,4  Brenneman,3  and  Za- 
horskv,19  writing  in  the  American  literature, 
consider  ammonia  in  the  diapers  as  the  cau- 
sative agent  in  producing  napkin  eruptions. 
Fournier8  reproduced  the  lesions  in  children 
by  producing  ammoniacal  diapers  as  an  il- 
lustration of  the  etiology.  From  these  ex- 
periments and  the  probable  etiological  fac- 
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tor  of  ammonia,  the  condition  may  be  con- 
sidered as  a venenata. 

Jacquet  recognized  four  forms  of  napkin 
eruptions  that  are  to  he  differentiated  from 


worthy  of  consideration  in  establishing  a 
differential  diagnosis  is  that  the  eruption 
will  clear  up  under  hygienic  treatment  and 
will  remain  cleared  up,  whereas  syphilides 


Fig.  1.  Napkin  eruption  presenting  discrete  papules. 
Photograph  taken  two  days  after  patient  had  been  on  an 
antiseptic  regime. 


Fig.  2.  Enlargement  of  Figure  1. 


syphilides.  These  four  forms  are: 

1.  Erythematous 

2.  Erythemato-vesicular  or  erosive 

3.  Papulo  or  post-erosive 

4.  Ulcerative 

The  eruption  appears  first  as  a simple 
erythema,  and,  if  hygienic  measures  are  not 
instituted,  the  condition  will  progress 
through  the  above  named  stages.  Later  ves- 
icles appear  upon  this  erythematous  base, 
but  they  soon  become  eroded.  If  the  process 
is  long  standing,  these  eroded  areas  will  be- 
come somewhat  indurated  and  definite  pap- 
ulo-erosive  lesions  are  formed.  The  usual 
number  of  papulo-erosive  lesions  varies 
from  four  or  five  to  thirty,  although  occa- 
sionally a larger  number  have  been  noted. 
Sometimes  these  lesions  become  confluent 
and  present  circinate  or  serpiginous  outlines 
which  result  from  the  coalescence  of  indi- 
vidual lesions.  The  papulo-erosive  lesions 
may  be  closely  followed  by  ulcerative 
changes.  In  one  of  the  cases  to  be  reported, 
the  eruption  had  been  present  for  two 
months  and  when  seen  presented  papulo- 
erosive  lesions  with  no  ulcerative  changes. 
Sevestre,17  in  an  article  that  closely  followed 
that  of  Jacquet,  points  out  that,  insofar  as 
the  individual  lesion  is  concerned  at  the 
papulo-erosive  stage,  it  is  identical  with  that 
of  a papulo-erosive  syphilide.  However,  he 
also  adds  that  the  clinical  picture  as  a whole 
can  he  differentiated  from  syphilis  because 
of  its  localization  to  the  napkin  area.  An- 
other point  in  Sevestre’s  article  that  is 


Fig.  3.  Eruption  presents  confluence  except  for  papules 
on  vulva. 


do  not  clear  up  except  under  specific  ther- 
apy. Still  another  interesting  observation 
by  this  same  author  is  that  a pseudo-syph- 
ilitic eruption  may  also  occur  in  a congeni- 
tal syphilitic,  but  this  condition  will  not 
clear  up  under  specific  therapy.  The  diag- 
nosis is  made  in  this  situation  on  the  sharp 
localization  of  the  eruption  to  the  napkin 
area  in  spite  of  the  positive  serology  and 
the  close  resemblance  of  the  individual  le- 
sion to  a syphilide.  A therapeutic  test  will 
not  clear  up  the  pseudo-syphilitic  eruption 
in  this  case  as  was  previously  pointed  out. 

Crawford  and  Cooke  mention  as  other 
points  in  the  differential  diagnosis  the  ab- 
sence of  palmar,  face,  and  sole  lesions ; the 
limitation  of  the  eruption  to  the  convex 
surfaces;  the  lack  of  congenital  stigmata; 
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the  spontaneous  disappearance  of  the  lesions 
in  napkin  eruptions  without  specific  ther- 
apy; the  lack  of  characteristic  color  as  is 
often  associated  with  syphilitic  eruptions  in 
infancy ; and  the  negative  blood  serology. 

Adamson1,  2 adds  vacciniform  ecthyma, 
seborrheic  dermatitis,  and  impetigo  to  Jac- 
quet’s  list  to  be  differentiated  from  svphi- 
lides.  He  also  points  out  that  many  cases 
are  misdiagnosed,  and  calls  attention  to 
making  careful  diagnoses  in  all  cases  of 
eruptions  in  infancy. 

The  condition  has  been  seen  in  the  Der- 
matology Department  in  the  University 
Hospital,  and  two  cases  were  placed  upon 
specific  therapy  several  years  ago  (because 
of  the  striking  similarity  of  the  condition 
to  a syphilide).  Two  cases  of  “pseudo- 
erosrve  syphilide  of  Jacquet”  are  reported 
with  photographs. 

CASE  REPORTS 

History. — An  infant,  R.  L.,  aged  six  months,  was 
brought  to  the  clinic  on  Jan.  26,  1933,  by  his  aunt. 
He  was  entered  on  pediatrics  service,  and  his  aunt 
gave  as  the  chief  complaint  “syphilis.”  She  stated 
that  for  the  past  two  months  the  infant  has  had 
an  eruption  which  started  on  the  buttocks  and  has 
extended  to  involve  the  entire  napkin  area.  One 
month  ago  his  blood  Kahn  was  reported  positive. 

The  patient’s  mother  and  father  were  reported 
as  luetics.  The  aunt  gave  the  history  that  the  fa- 
ther’s mind  began  to  fail  in  November,  1932.  His 
blood  test  at  that  time  was  reported  as  4 plus.  Fol- 
lowing this  it  was  discovered  that  the  mother’s 
blood  Kahn  was  four  plus,  and  she  had  been  re- 
ceiving anti-luetic  therapy  for  the  past  five  weeks. 
There  was  no  history  of  miscarriages.  The  patient 
has  one  sister  living  and  well.  One  child  died  four 
hours  after  birth,  supposedly  as  the  result  of  a 
breech  delivery. 

Examinatio'n : - The  patient  was  a well  developed 
and  well  nourished  child  of  six  months.  Scalp,  eyes, 
and  mucosae  were  negative.  There  was  no  general- 
ized lymphadenopathy.  The  lung  fields  were  clear. 
The  heart  was  negative.  The  liver  and  spleen  were 
not  palpable.  The  bones  and  joints  presented  no 
stigmata.  The  tendon  reflexes  were  normal.  The 
patient  presented  an  eruption  covering  the  entire 
diaper  region.  This  presented  as  discrete,  glass  pin- 
head to  pea  sized  yellowish-red  indurated  papules. 
The  lesions  were  most  numerous  over  the  prepuce, 
around  the  anus,  and  on  the  inner  surfaces  of  the 
thigh. 

Dark  field  examinations  from  the  lesions  on  the 
prepuce  were  negative,  as  well  as  from  all  of  the 
other  lesions  examined.  The  blood  Kahn  was  neg- 
ative on  three  occasions. 

Course  and,  treatment:  The  eruption  entirely  in- 
voluted in  four  days’  time.  Calamine  zinc  lotion 
was  applied  locally,  and  the  diapers  were  rinsed  in 
a 1/2000  bichloride  solution  after  being  washed. 

The  second  case  was  referred  from  the  Depart- 
ment of  Pediatrics.  The  baby  was  brought  to  the 


hospital  for  examination  because  of  the  recent  dis- 
covery that  both  parents  were  tubercular.  The 
physical  examination  was  entirely  negative  except 
for  the  skin  eruption.  This  presented  As  an  erup- 
tion in  the  region  of  the  perineum  and  over  the 
buttocks,  surrounding  the  genitalia  and  anus.  This 
was  brightly  erythematous  and  presented  many  pin- 
head sized  papules,  some  of  which  were  eroded. 
1 here  were  two  bean  sized  papules  on  the  labia 
majora.^  These  papules  were  symmetrically  placed, 
fairly  firm  on  palpation  and  definitely  infiltrated! 
Repeated  dark  field  examinations  on  these  papules 
were  negative.  The  baby’s  blood  Kahn  was  nega- 
tive. The  eruption  involuted  under  the  same  treat- 
ment, and  in  about  the  same  time  as  did  the  erup- 
tion in  the  first  case  presented. 

CONCLUSIONS 

1.  Two  cases  of  “pseudo-erosive  syphil- 
ide of  Jacquet”  are  reported. 

2.  The  close  simulation  of  the  condition 
with  true  erosive  svphilides  is  so  striking 
that  every  case  of  napkin  eruption  having 
erosive  lesions  warrants  careful  study,  with 
the  idea  of  establishing  a differential  diag- 
nosis. 

3.  The  diagnosis  is  made  chiefly  on  the 
exclusion  of  a positive  serology  and  a posi- 
tive dark  field  examination. 

4.  The  eruption  is  not  necessarily  lim- 
ited to  infants,  but  may  occur  in  adults. 

5.  Pseudo-erosive  syphilides  involute 
rapidly  with  simple  treatment,  and  they  do 
not  recur  under  sanitary  care. 

For  the  privilege  of  presenting  this  material  and 
for  many  valuable  suggestions,  I am  indebted  to  my 
chief,  Dr.  Udo  J.  Wile. 
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EDITORIAL 

F.  C.  WARNSHUIS  RESIGNS 

Elsewhere  in  this  number  of  the  Journal 
will  be  found  the  resignation  of  Dr.  Fred- 
erick C.  Warnshuis,  Secretary  of  the  Mich- 
igan State  Medical  Society. 

Doctor  Warnshuis  requested  that  his  res- 
ignation take  effect  on  September  1,  but  has 
kindly  agreed  to  serve  in  his  usual  capacity 
during  the  three  days  of  the  annual  meeting 
at  Battle  Creek. 

The  Council  has  directed  that  the  Chair- 
man of  the  Council,  Dr.  B.  R.  Corbus,  take 
over  the  office  and  duties  of  the  Secretary 
until  the  January  meeting  of  the  Council. 

Doctor  Warnshuis  has  been  in  practice  in 
Michigan  for  the  past  thirty-two  vears.  For 
more  than  twenty-one  years  he  has  served 
this  Society  as  Secretary,  and  until  the  divi- 
sion of  the  office  seven  years  ago,  as  Secre- 
tary-Editor. He  now  combines  the  offices 
of  Secretary  of  the  Society  and  Business 
Manager  of  The  Iournal.  During  his 
tenure  of  office  we  have  seen  the  phenom- 
enal growth  of  industrial  centers  in  Mich- 
igan, with  a proportionate  influx  of  doctors 
and  a corresponding  increase  in  the  member- 
ship of  the  Michigan  State  Medical  Society. 
During  this  period  the  Society  has  kept  pace 
with  the  development  of  organized  medicine 
and  Michigan  has  been  a pioneer  among  the 
other  states  in  the  development  of  a post- 
graduate program  especially  for  the  doctors 
in  the  rural  communities,  in  bringing  to  the 


laity  medical  information,  and  latterly  in 
economic  studies. 

The  burden  of  all  this  and  many  other 
activities  has  fallen  largely  upon  the  Secre- 
tary, and  indeed  he  himself  has  suggested 
and  instituted  many  of  the  activities  which. 


Dr.  Frederick  C.  Warnshuis,  who  resigns 
after  twenty-one  years  as  secretary  of  the 
Michigan  State  Medical  Society 


carried  out  successfully,  have  placed  Mich- 
igan among  the  leaders  of  the  State  Socie- 
ties of  the  country. 

All  of  this  suggests  that  Doctor  Warns- 
huis has  an  infinite  capacity  for  hard  work, 
a vision  of  what  a medical  society  should 
he,  and  the  ability  to  carry  through.  In  ad- 
dition he  is  a thoroughly  good  business  man. 
He  is  chiefly  responsible  for  the  satisfactory 
financial  condition  of  this  society.  Only  his 
unusual  capacity  for  rapidly  turning  out 
work  has  made  it  possible  for  him  to  carry 
on  a general  surgical  practice,  to  serve  for 
a period  as  Secretary  of  the  State  Board  of 
Registration,  to  act  as  collaborating  editor 
of  the  American  Journal  of  Surgery,  and 
assistant  editor  of  the  Bulletin  of  the  Amer- 
ican Medical  Association. 

His  book,  “The  Principles  of  Surgical 
Nursing,”  published  bv  Saunders  in  1918, 
is  used  in  manv  of  the  nursing  schools  of 
the  country  and  has  been  translated  into  at 
least  two  foreign  languages. 
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For  fifteen  years  he  has  been  speaker  of 
the  House  of  Delegates  of  the  American 
Medical  Association,  a position  which  de- 
mands not  only  expert  knowledge  of  parlia- 
mentary procedure,  but  also  executive  abil- 
ity of  a higher  order.  The  experience 
gained  in  this  position,  his  contacts  with  the 
outstanding  men  of  the  profession,  and  his 
intimate  knowledge  of  the  many  problems 
which  come  before  the  officers  of  the  Amer- 
ican Medical  Association,  have  been  fully 
utilized  by  him  in  his  state  work  to  the  ad- 
vantage of  the  profession  of  Michigan. 

To  the  new  field  of  labor  as  Secretary- 
Treasurer  and  Director  of  Public  Relations 
of  the  California  State  Medical  Association, 
Doctor  Warnshuis  brings  a ripe  experience 
and  marked  ability  which  cannot  but  be 
most  advantageous  to  the  profession  of  that 
state.  They  are  to  be  congratulated.  We 
would  express  our  appreciation  to  Doctor 
Warnshuis  for  his  long,  faithful  and  effi- 
cient service,  and  assure  him  and  Mrs. 
Warnshuis  that  thev  carry  with  them  the 
best  wishes  of  the  Michigan  State  Medical 
Society  to  their  new  home  in  the  West. 


POST-GRADUATE  MEDICAL 
INSTRUCTION 

Within  the  past  decade  this  has  become 
one  of  the  most  important  subjects  that  con- 
cerns the  medical  profession.  The  demand 
at  the  beginning  of  the  decade  just  closed 
was  not  great.  Those  seeking  graduate  in- 
struction were  for  the  most  part  physicians 
who  looked  to  leaving  the  ranks  of  general 
practice  to  become  specialists.  The  only 
sources  open  to  them  were  proprietary  post- 
graduate medical  schools  which  offered 
courses  more  or  less  limited,  particularly  lim- 
ited for  the  graduate  student  by  the  magni- 
tude of  the  tuition  charged.  Few,  compara- 
tively, went  abroad  to  European  centers, 
where  they  were  at  a certain  disadvantage 
through  lack  of  understanding  a foreign 
language  or  by  listening  to  a professor  w’ho 
wrestled  with  broken  English. 

Undergraduate  instruction  has  always  re- 
ceived the  major  emphasis  in  this  country 
until  now  our  medical  schools  are  among 
the  best  in  the  world.  Post-graduate  medi- 
cine, however,  has  taken  on  a new  impetus 
during  the  past  six  or  seven  years.  It  has 
become  a matter  which  concerns  the  general 
practitioner  even  more  than  the  specialist. 
The  demand  for  such  instruction  on  the 


part  of  the  profession  at  large  is  steadilv 
growing  and  the  time  may  not  be  far  distant 
when  we  will  have  numerous  adequatelv 
endowed  institutions  for  the  purpose.  Ac- 
cording to  the  1932  report  of  the  commis- 
sion on  medical  education  in  the  United 
States,  about  3,500  doctors  take  resident 
post-graduate  courses  in  the  United  States 
and  a thousand  go  abroad.  A little  over 
four  per  cent  of  the  medical  profession  of 
this  country  consider  it  an  important  matter 
to  leave  their  practice  for  systematic  post- 
graduate study.  This  does  not  mean,  how- 
ever, that  the  majority  may  not  endeavor  to 
keep  abreast  of  medical  progress  in  other 
ways.  New  literature,  periodic,  in  the  way 
of  medical  magazines,  and  new  books  or 
works  periodically  revised  are  in  great  de- 
mand ; these,  together  with  attendance  on 
medical  meetings,  constitute  the  means  of 
advancement  for  a large  number. 

In  many  instances  the  demands  of  medi- 
cal practice,  as  well  as  the  economic  situa- 
tion, render  it  incoiwenient  for  physicians 
to  leave  home  without  great  sacrifice.  For 
these,  who  are  in  the  majority,  the  exten- 
sion post-graduate  courses  have  proved  of 
inestimable  value.  In  Michigan  the  coopera- 
tion of  the  Michigan  State  Medical  Societv 
and  the  Department  of  Post-Graduate  Med- 
icine at  the  University  of  Michigan  is  too 
well  known  to  recpiire  more  than  mention  to 
the  profession  of  this  state. 

At  a recent  meeting  of  the  Detroit  teach- 
ing staff  with  Dr.  J.  D.  Bruce,  the  director 
of  post-graduate  medicine,  it  was  stated  the 
latest  classes  were  about  five  times  as  large 
as  those  of  the  earlier  years  of  the  move- 
ment. Every  physician  in  the  state  should 
pursue  some  graduate  instruction  every  free 
years ; courses  in  the  future  will  include 
those  specially  designed  for  the  general 
practitioner.  The  brief  intensive  course 
has  proved  popular.  Then  there  is  the  spe- 
cialist, which  will  necessitate  much  larger 
periods  at  recognized  medical  centers,  and 
third,  the  graduate  course  of  three  to  five 
years  duration  to  be  taken  at  the  Univer- 
sity, or  in  other  acceptable  teaching  centers. 
To  meet  these  obligations  a much  enlarged 
program  must  be  contemplated.  Provision 
must  be  made  for  an  enrollment  of  700  to 
800  every  year.  To  distribute  the  teaching  j 
load  and  also  to  bring  the  program  within 
easier  reach  of  the  doctor  the  Advisory 
Committee  on  Post-graduate  Education  has 
arranged  for  the  opening  of  three  more 
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teaching  centers:  Battle  Creek-Kalamazoo, 
jointly;  Flint,  and  Grand  Rapids.  The  an- 
nouncement of  this  new  program  will  be 
found  elsewhere  in  this  issue  of  the  Journal 
and  in  an  early  number  the  Committee  hopes 
to  present  the  entire  program  for  the  com- 
ing year. 


Dr.  George  L.  LeFevre,  Muskegon 
President  of  the  Michigan  State  Medical  Society 
1933-1934 


THE  RIGHT  OF  PRIVACY 

The  medical  practitioner  dwells  in  the 
midst  of  alarms.  At  least  one  might  con- 
clude, after  reading  a paper  by  Dr.  I.  S. 
Trostler  in  the  May  (1934)  number  of 
Radiology.  Dr.  Trostler  is  personally 
known  to  every  roentgenologist  in  Michi- 
gan as  well  as  almost  every  other  state.  He 
has  written  extensively  on  the  medico-legal 
phases  of  medicine  so  that  his  carefully 
written  essays  have  a wider  appeal  than  the 
specialty  which  receives  his  major  attention. 

A great  deal  has  been  written  on  the  sub- 
ject of  malpractice.  In  fact,  no  opportunity 
has  been  neglected  by  the  Journal  of  the 
Michigan  State  Medical  Society  to  empha- 
size the  importance  of  defenses  in  the  way 
of  prophylaxis  rather  than  permitting  such 
cases  to  assume  the  position  of  legal  issues. 
However,  Trostler  is  on  a different  quest. 


His  title  (May  physicians,  medical  writers, 
and  publishers  give  publicity  to  recognizable 
photographs  of  patients  without  incurring 
liability?)  suggests  the  answer.  He  has 
found,  according  to  law  and  supreme  court 
decisions,  that  five  states  have  given  the 
right  of  privacy  a common  law  standing. 
These  states  are  Georgia,  Kentucky,  Mis- 
souri, Kansas  and  Maine.  Michigan,  New 
York  and  Rhode  Island  have  refused  to  ac- 
cept the  so-called  right  of  privacy  as  a com- 
mon law  right. 

Another  phase  presents  itself  and  that  is 
the  possibility  of  abuse  of  so-called  “privi- 
leged communications.”  Case  history  rec- 
ords, clinical  photographs  and  other  illus- 
trative materials  are  in  a sense  privileged 
communications.  As  presented,  case  his- 
tories are  anonymous.  There  is  no  infringe- 
ment of  privileged  communications  when 
clinical  data  are  not  identified  with  a defi- 
nite person.  In  the  publication  of  recogniz- 
able photographs  the  so-called  privilege  of 
the  patient  should  he  obtained  by  a signed 
statement  granting  permission  for  publica- 
tion; or  the  recognizable  features  should  be 
disguised  if  possible  without  obscuring  the 
lesion  to  be  illustrated  by  the  photograph. 
When  a patient  submits  to  photography 
there  is  an  implied  understanding  at  least 
that  the  photograph  may  not  he  filed  away 
for  no  eyes  to  behold.  However,  an  implicit 
understanding  and  a signed  statement  grant- 
ing permission  for  publication  in  a medical 
or  scientific  journal  will  at  least  promote 
peace  of  mind. 

All  this  concerns  the  occasional  writer 
and  the  publisher.  There  is,  however,  a 
similar  situation  in  which  any  physician 
might  be  caught  off  his  guard  and  that  is  in 
giving  out  information  to  various  insurance 
companies  who  make  inquiries  about  certain 
cases  in  which  they  are  interested.  Some  in- 
surance companies,  aware  of  their  position, 
send  their  claim  agents  already  armed  with 
properly  signed  waivers  which  the  physician 
may  retain  in  his  files.  Inquiries  by  tele- 
phone about  patients  should  be  accorded  the 
greatest  caution.  Reports  to  properly  con- 
stituted organizations,  such  as  Boards  of 
Health,  should  be  sent  in  sealed  envelopes 
and  not  by  post-card.  Trostler’s  paper  con- 
tains this  significant  paragraph: 

“While  it  may  be  true  that  the  right  of  privacy 
may  be  somewhat  slow  in  gaining  recognition  by 
legislation  and  enactment  by  statutes  specially  rec- 
ognizing the  same,  the  common  law  principle 
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brought  out  by  the  original  article,  ‘Judge  Made 
Law,’  resulting  from  the  growing  number  of  de- 
cisions, is  sure  to  bring  the  right  of  privacy  to  be 
recognized  more  and  more  as  time  goes  on.” 


THE  DOCTOR’S  READING 

It  is  a pleasant  and  harmless  pastime  to 
recommend  reading  matter  for  others. 
Harmless  because  it  is  up  to  the  gentle  read- 
er to  accept  or  to  pass  up  the  advice.  Often 
the  recommendations  consist  of  novels  or 
stories  written  by  or  about  members  of  the 
medical  profession.  Again  the  literature 
may  consist  of  something  that  has  interested 
the  writer  himself,  who,  in  his  altruism, 
wishes  others  to  share  his  tastes.  As  a mat- 
ter of  fact  most  persons  who  take  pleasure 
in  the  printed  page  have  well  defined  likes 
and  dislikes  formed  at  an  early  period  in 
their  intellectual  lives. 

The  novel  is  for  the  rapid  reader,  a class 
to  which  very  few  physicians  belong.  The 
years  of  high  school  and  college  and  medical 
school,  during  which  time  our  reading  is  of 
the  text-book  variety,  have  got  us  into'  the 
habit  of  reading  slowly  and  of  stressing 
every  sentence.  There  are  very  few  who 
would  care  to  spend  time  reading  “An- 
thony Adverse”  as  painstakingly  as  they 
would  a treatise  on  medicine  or  surgery. 
While  many  read  for  entertainment,  there 
must  also  be  an  element  of  profit,  if  one’s 
interest  is  to  be  sustained. 

There  seems  no  good  reason  why  physi- 
cians should  confine  their  reading  to  medical 
or  near-medical  titles.  Sydenham,  asked  to 
recommend  reading  matter  for  a medical 
student  or  a young  man  contemplating  med- 
icine as  a career,  recommended  “Don  Quix- 
ote.” The  advice  is  sound.  There  are  a 
number  of  the  world  classics  one  could  delve 
in  with  profit.  To  appropriate  rare  Ben 
Jonson’s  estimate  of  Shakespeare,  they  are 
not  of  an  age  but  for  all  time.  “Don  Quix- 
ote,” Montaigne’s  Essays,  Erasmus’s  “In 
Praise  of  Folly”  ; the  list  might  be  extended 
indefinitely. 

Much  as  one  might  hesitate  to  do  so,  the 
writer  would  strongly  recommend  to  the 
thoughtful  consideration  of  the  gentle  read- 
er, “Technics  and  Civilization”  by  Lewis 
Mumford,  a book  that  has  come  from  the 
press  this  year.  This  work  has  received  al- 
most universally  favorable  reviews.  It  deals 
with  a subject  of  great  interest,  one  that  has 
influenced  the  present  age  probably  more 
than  any  other.  Man  has  been  described  as 


a tool-using  animal.  Mumford  shows  that 
the  machine  age,  so-called,  is  not  confined  to 
the  nineteenth  or  twentieth  century.  He 
traces  the  machine  through  many  centuries 
of  its  history.  His  book  is  a basic  work 
written  with  completeness  and  clarity. 
When  looking  for  holiday  reading  “Tech- 
nics and  Civilization”  is  worth  one’s  con- 
sideration, as  a brilliant  contribution  to  the 
adjustment  of  human  life  to  a new  era  of 
science  and  technology. 


OLD  AGE  PENSION  FOR 
PHYSICIANS 

Within  the  past  month  the  editor  has  re- 
ceived two  letters  enclosing  magazine  clip- 
pings on  the  subject  of  old  age  pensions  for 
physicians.  One  correspondent  referring 
to  the  subject  writes,  “I  think  it  would  be 
very  practical,  providing  for  our  retired 
M.D.s  (after  the  age  of  sixty-five  years)  as 
well  as  making  room  for  our  incoming 
young  ones.”  Enclosed  is  a clipping  refer- 
ring to  the  retirement  of  railroad  men  after 
thirty-five  years  sendee,  or  at  sixty-five 
years  of  age,  on  sixty  per  cent  pay  based 
on  the  past  ten  years’  earnings.  The  bill,  it 
is  estimated,  would  take  out  of  service 
300,000  of  the  older  men,  leaving  room  for 
an  equal  number  of  younger  men.  Then 
follow  these  two  paragraphs: 

Now  why  can’t  we  sawbones  start  the  same  thing, 
and  all  physicians,  dentists,  etc.,  who  have  had 
forty  years  of  service  or  reached  the  age  of  sixty- 
five  be  compelled  to  retire  from  practice  on  a pen- 
sion of  say  $100  a month  so  long  as  we  abstain 
from  practice,  and  our  wives  after  our  death  receive  : 
fifty  per  cent  of  this  pension  under  similar  condi- 
tions ? A rough  guess  by  me  would  be  the  retire-  ; 
ment  of  around  20,000  physicians  alone  to  start  and 
about  5,000  per  year  thereafter.  Say  we  have  150,000 
physicians  alone  and  each  paid  $1.00  monthly  into 
such  a fund,  that  would  amount  to  $1,800,000  an- 
nually. 

An  agreement  to  be  made  ironclad,  would  require 
each  physician  to  retire  after  forty  years’  practice  or 
reaching  the  age  of  sixty-five,  otherwise  he  would 
not  receive  his  pension.  That  would  give  the  young 
physician  a better  chance  and  the  old  ones  a living 
during  their  declining  years,  along  with  a much- 
needed  rest.  This,  in  my  opinion,  would  be  much 
better  than  establishing  a home  for  aged  physicians 
which  would  take  them  away  from  their  friends  and 
family,  while  the  pension  arrangement  would  not 
restrict  them  to  anyone  place. 

Five  or  ten  years  ago  there  was  little  or 
no  thought  of  old  age  pensions.  The  de- 
pression has  wrought  changes  in  the  mental 
attitude  of  multitudes  of  people.  Many 
have  had  their  savings  of  a lifetime  swept 
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away  and  have  been  left  stranded  high  and 
dry  at  an  age  when  it  is  difficult,  if  not  im- 
possible, to'  begin  all  over  again.  One  of 
the  correspondents  concludes  his  letter,  “1 
will  be  pleased  to  hear  from  you  regarding 
the  matter  in  our  next  State  Journal.”  We 
believe  the  matter  of  old  age  pensions  for 
physicians  would  be  better  dealt  with  for  the 
present  at  least  by  written  opinions  from 
our  readers  in  the  way  of  short  pointed  let- 
ters, than  if  we  were  to  commit  the  Jour- 
nal either  for  or  against  the  retirement 
pension  idea. 


THE  HISTORY  OF  URANALYSIS* 

The  history  of  uranalysis  has  been  related 
closely  to  the  development  of  chemistry. 
During  the  period  when  chemistry  was  al- 
chemistry,  and  when  all  science  was  more  or 
less  occult  and  mysterious,  the  application  of 
scientific  methods  to  the  examination  of 
urine  was  unknown.  From  the  beginning  of 
the  Renaissance,  however,  alchemistry  was 
gradually  modified  and,  in  its  place,  arose 
chemistry.  One  of  the  applications  of  chem- 
ical methods  to  medicine  was  the  identifica- 
tion of  unknown  constituents  of  the  urine 
and  the  discovery  of  methods  of  urinalysis. 

In  urology,  as  in  so  many  other  fields 
of  medicine,  the  first  recorded  references 
are  to  be  found  in  Hippocrates  and  Galen. 
With  them,  urinary  examination,  although 
frequently  practiced,  was  not  developed 
scientifically.  The  method  was  considered 
of  greater  prognostic  than  diagnostic  value. 
The  work  of  Galen  was  revised  and  dissemi- 
nated by  such  men  as  Antyllus,  Oribasius, 
Vindicianus,  Alexander  of  Tralles  and  Paul 
of  TEgina,  none  of  whom  made  original  con- 
tributions to  the  subject.  The  work  of  Theo- 
philus  (7th  century),  containing  descriptions 
of  the  urine,  was  the  point  of  departure  for 
all  uroscopy  of  the  Middle  Ages,  and  his 
book  became  the  authority  for  both  Arabians 
and  Salernitans.  The  Arabians  as  well  as 
other  physicians  of  the  Middle  Ages  tended 
to  carry  uroscopy  to  extremes,  pretending 
to  predict  pregnancy  and  even  the  sex  of  the 
child  from  observation  of  the  urine.  Savants 
and  charlatans  alike  placed  great  faith  in 
the  efficacy  of  uroscopy,  although  even  as 
early  as  304,  Erasistratus  had  condemned 
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the  practice  and  Bonacursius  reported  that 
he  and  his  pupils  mocked  the  inspectors  of 
urine. 

Throughout  the  Middle  Ages,  there  seems 
to  have  been  a conflict  of  opinion  regarding 
the  practice  of  uroscopy  and  the  extent  of 
its  reliability.  At  one  extreme  were  the  uro- 
mancers,  mere  quacks  imposing  upon  the 
credulity  of  the  people ; at  the  other  extreme 
was  the  group  who,  aroused  by  the  excesses 
of  the  uromancers,  vehemently  denounced 
uroscopy  in  any  and  all  forms.  A middle 
group  believed  that  uroscopy  should  be  used 
only  in  conjunction  with  other  diagnostic 
methods.  Among  these  was  Actuarius  (13th 
century),  who  was  considered  the  last  rep- 
resentative of  Greek  medicine  and  whose 
work  when  translated  into  Latin  in  the  fif- 
teenth century  became  a standard  authority 
throughout  the  sixteenth  and  seventeenth 
centuries  in  Europe. 

Despite  the  variance  in  opinion  regarding 
uroscopy,  the  urinal  became  closely  asso- 
ciated with  the  art  of  medicine.  An  amazing 
number  of  pictures  dealing  with  medical  sub- 
jects are  devoted  to  an  examination  of  the 
urine.  They  appear  in  manuscripts  of  the 
fifteenth  century,  in  wood  cuts  of  the  six- 
teenth century  and  become  noticeably  more 
frequent  in  the  painting  of  the  seventeenth 
and  eighteenth  centuries.  So  closely  con- 
nected with  medicine  was  the  urine  glass  in 
the  Middle  Ages  that  St.  Damien,  a patron 
saint  of  medicine  living  in  the  second  cen- 
tury, was  frequently  figured  with  the  urinal 
as  a symbol.  With  the  increasing  disposi- 
tion to  discredit  uroscopy  during  the  seven- 
teenth and  eighteenth  centuries,  the  subject 
became  a fit  one  for  satire.  A typical  ex- 
ample may  be  noted  in  an  English  engraving 
of  1772.  A frightened  girl  is  shown  in 
earnest  consultation  with  a richly-dressed 
uromancer,  who  is  surrounded  by  all  the  ac- 
coutrements of  his  trade — urine  glass,  skull, 
mortar  and  pestle,  books  and  globe.  Under 
the  cut  are  these  words: 

“ ‘I’m  vastly  sick,’  Miss  Biddy  cries, 

‘Yes  sick  indeed,’  the  Sage  replies, 

‘You’ve  made  a slip,  my  dearest  Daughter, 

I see  the  Bantling  in  your  water.’  ” 

The  abuses  of  uroscopy  were  slow  in  dis- 
appearing, but  one  of  the  principal  factors 
leading  to  their  final  elimination  was  the 
work  of  Paracelsus  and  his  followers  in  the 
sixteenth  century. 

The  ordinary  uroscopist  observed  the 
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color,  consistency,  transparency,  smell  and 
inclusions  of  the  urine.  He  divided  the  urine 
as  it  appeared  in  the  urine  glass  into  three 
or  four  layers*  and  noted  the  bubbles,  sus- 
pended particles  and  sediment.  According 
to  empirical  rules  concerning  the  character 
of  the  urine,  he  made  his  diagnosis.  Para- 
celsus’s contribution  consisted  in  subjecting 
urine  to  alchemical  processes.  He  was  par- 
ticularly concerned  with  the  weight  and  vol- 
ume of  the  constituents  of  the  urine.  By 
distillation,  he  believed  that  he  could  split 
urine  into  its  components,  sulphur,  mercury 
and  salt.  The  distilling  flask  and  the  body 
were  divided  into  equivalent  sections  and 
the  position  of  the  condensed  steam  on  the 
distilling  tube  indicated  that  a corresponding 
region  of  the  body  was  affected  by  disease. 
Absurd  though  the  method  was,  it  involved 
the  technical  manipulation  of  urine  instead 
of  simple  observation.  Though  his  pupil, 
Thurneissen,  carried  the  new  type  of  uro- 
mancy  to  still  further  extremes,  other  phy- 
sicians became  concerned  about  the  phvsical 
properties  of  urine.  Van  Helmont  and  Syl- 
vius were  interested  in  determining  the  den- 
sity and  acidity  of  urine.  Rhenanus  and 
Fludd  noted  the  taste  of  urine  and  the  latter 
was  aware  that  it  was  sometimes  sweet. 
Jodocus  VVillichius  observed  that  urine 
sometimes  became  cloudy  on  heating. 
Thomas  Willis  (d.  1675)  likewise  knew 
that  heat  sometimes  precipitated  “earthy” 
substances  in  the  urine,  which  he  believed 
consisted  of  water,  salt,  sulphur  and  earthy 
substances.  In  studying  the  urine  of  dia- 
betes, he  notice  the  honey-like  taste  of  the 
urine  and  concluded  that  it  was  a conse- 
quence of  defective  kidneys. 

From  the  time  of  Willis,  a number  of 
physical  characteristics  of  urine  were  discov- 
ered. Pierre  Borel  found  that  blood  serum 
coagulated  like  egg  albumen  and  that  urine 
did  not.  Bellini  evaporated  the  urine  and 
noted  the  character  and  density  of  the  resi- 
due. He  believed  that  the  substances  of  the 
urine  were  first  found  in  the  blood.  Dekkers 
(1694)  found  that  in  urine  which  showed 
precipitation  following  heating,  the  addition 
of  acid  allowed  the  precipitate  to  dissolve. 
On  the  other  hand,  if  albumin  were  present, 
the  precipitate  remained.  Analysis  of  urine 
was  further  advanced  with  the  introduction 
of  the  litmus  paper  reaction  by  Duclos  in 
1680  and  with  the  use  of  tire  hydrometer  by 
Methe  in  1727.  The  latter  instrument  was 


a hollow  bulb  partly  filled  with  iron  filings 
and  having  an  empirically  graduated  neck. 
In  principle,  it  was  similar  to  the  modern 
urometer. 

During  the  eighteenth  century,  much  was 
learned  of  the  chemistry  of  normal  urine. 
Brandet  discovered  phosphorus  in  the  urine. 
Margraff  (1757)  showed  that  phosphorus 
occurred  as  phosphate  of  lime  and  later 
demonstrated  its  origin  from  soluble  phos- 
phates. Urea  was  discovered  by  Rouelle  de 
Cadet  in  1773  and,  twenty-five  years  later, 
Cruikshank  observed  its  crystallized  state. 
Priestley  discovered  lithic  (uric)  acid  in 
1788. 

Urinary  stones  were  found  by  Scheele  to 
consist  of  uric  acid.  In  1797,  Wollaston 
found,  in  urinary  calculi,  oxalate  of  lime 
and  triple  phosphates.  Later,  he  found  cys- 
tic oxide  (cystine),  the  first  discovered 
amino  acid,  in  stones.  Ammonium  ureate 
was  also  discovered  in  calculi  about  the  same 
time. 

As  the  end  product  of  body  reactions, 
urine  came  to  be  considered  as  an  index  of 
the  normality  of  body  processes.  If  a de- 
ficiency or  excess  of  the  normal  components 
or  the  presence  of  abnormal  constituents 
were  found  in  the  urine,  an  explanation  was 
required ; disease  might  be  indicated.  Co- 
tugno  rediscovered  the  heat  and  nitric  acid 
test  for  albumin  in  the  urine,  and  Cruik- 
shank, in  1797,  recognized  that  urine  which 
coagulated  on  heating  or  after  the  addition 
of  corrosive  sublimate  or  nitric  acid  could 
be  obtained  from  patients  with  dropsy. 
From  this  time  until  Richard  Bright,  in 
1827,  proved  that  albumin  in  the  urine  was 
indicative  of  dropsy  or  renal  disease,  many 
studies  on  albuminuria  were  made. 

In  the  latter  part  of  the  eighteenth  cen- 
tury, the  chemistry  of  sugar  had  been  inves- 
tigated and  it  was  recognized  that  fermenta- 
tion liberated  carbon  dioxide  gas  and  that  al- 
cohol and  carbon  dioxide  were  the  charac- 
teristic end  products  of  such  fermentation. 
About  this  time,  Poole  and  Dobson  evapo- 
rated diabetic  urine  and  found  a fermentable 
viscous  residue.  It  was  shown  after  some 
study,  particularly  by  Chevrieul,  that  the  su- 
gar of  diabetic  urine  could  be  crystallized 
and  that  it  was  identical  with  grape  sugar. 

Throughout  the  nineteenth  century,  the 
chemistry  of  urine  was  pursued  further  and 
a number  of  tests  for  foreign  substances 
were  devised.  The  relationship  between 
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blood  and  urine  was  studied  and  frequently 
simultaneous  tests  of  the  two  substances 
were  made.  Blood  chemistry  and  the  anal- 
ysis of  urine  advanced  together.  Berzelius 
and  later  A.  E.  Becquerel  published  quan- 
titative chemical  analyses  of  whole  urine 
which  showed  that  the  essential  chemistry 
was  understood.  The  chemical  basis  for 
acidity  in  urine  was  discovered  in  the  phos- 
phate compounds.  For  the  detection  of 
chlorides  in  urine,  Redtenbacher  introduced 
the  silver  nitrate  test.  The  ammoniacal  fer- 
mentation of  urine  was  observed  as  early 
as  1843.  Kjeldahl,  in  1883,  found  analytical 
methods  of  determining  the  nitrogen  con- 
tent of  urine  and  blood.  This  method  has 
provided  the  basis  of  hundreds  of  biochemi- 
cal studies  on  protein  metabolism.  Accurate 
quantitative  tests  for  uric  acid  (Hopkins) 
and  oxalic  acid  (Salkowski)  were  devised 
later  in  the  century. 

Among  the  tests  which  were  developed 
for  foreign  substances  in  the  urine  was  the 
copper  sulphate  reaction  for  glucose  by 
Trommer  which  was  later  modified  as  the 
Fehling  test,  and,  still  later,  as  the  Benedict 
test.  In  1824,  the  Gmelin-Teichmann  test 
for  bile  pigments  was  devised.  Marabellis, 
nearly  forty  years  before,  had  been  able  to 
detect  bile  in  urine  by  adding  nitric  acid. 
Trossier  (1863)  introduced  the  magnesium 
perhydrate  test  for  bile.  A urobilin  test  was 
devised  by  Jaffe  (1869).  In  1853,  Teich- 
mann  introduced  his  test  for  the  blood  pig- 
ment hematin  and  indicated  that  it  was  ap- 
plicable to  the  urine.  Another  blood  test  was 
devised  by  Heller.  Bence-Jones  and  Heller, 
in  the  middle  of  the  century,  discovered  a pe- 
culiar protein  in  the  urine  of  patients  with 
osteomalacia  and  devised  tests  for  its  detec- 
tion. Peters  (1857)  noticed  the  character- 
istic apple-smell  of  acetone  urine,  and  Fieben 
(1870)  devised  the  iodoform  test  for  de- 
tecting acetone  bodies.  Gerhard  introduced 
a ferric  chloride  test  for  the  same  purpose. 
Boedekker  (1859)  introduced  tests  for  al- 
kaptonuria. Hippuric  acid,  indican,  purine 
compounds,  allantoin  and  hematoporphyrin 
were  also  recognized  during  the  nineteenth 
century.  One  of  the  first  quantitative  tests 
for  abnormal  substances  was  that  of  Es- 
bach  (1874)  for  estimating  albumin. 

As  early  as  1656,  Pierre  Borel  had  sub- 
jected urine  to  microscopic  examination  and 
urine  was  often  studied  microscopically  dur- 
ing the  eighteenth  and  nineteenth  centuries. 


Particular  attention  was  directed  to  the  na- 
ture of  the  crystalline  substances  of  the 
urine.  In  addition,  during  the  nineteenth 
century,  organized  materials  were  found — 
blood  and  pus  cells,  epithelial  cells,  parasites 
and  casts.  The  latter  were  probably  first 
seen  by  Vigla  and  Rayer,  and  were  studied 
intensively  by  Henle,  in  1844,  and,  later,  by 
Rovida  and  by  Peyer.  Cylindroids  were  dis- 
covered in  1870  by  Thomas.  In  the  earlier 
examinations,  the  sediment  settled  on  stand- 
ing; in  1890,  however,  the  hand  centri- 
fuge (introduced  by  Sternbeck)  was  used 
to  throw  sediment  to  the  bottom  of  the 
specimen  tube  where  it  could  be  collected. 
About  five  years  later,  Purdy  devised  an 
electric  centrifuge  with  tubes  marked  to  in- 
dicate the  percentage  of  sediment. 

During  the  past  few  decades,  biochemists 
have  studied  the  chemistry  of  urine  in  rela- 
tion to  studies  on  nutrition  and  metabolism. 
New  tests  have  been  devised  and  quantita- 
tive studies  on  urinary  components  have 
been  made.  Folin,  in  1905,  made  analyses 
of  “normal  urine”  from  thirty  subjects  who 
were  fed  a standard  diet.  He  emphasized 
that  quantitative  tests  were  of  little  value 
unless  the  food  and  fluid  intake  were  as  ac- 
curately known  as  the  substances  of  the 
urine  itself. 

The  modern  era  of  analysis  had  its  incep- 
tion with  this  concept  and  with  the  discovery 
of  colorimetric  and  microchemical  methods. 
If  a chemical  reaction  on  a small  amount 
of  urine  could  produce  a color,  the  extent  of 
the  reaction  could  be  detected  by  comparing 
the  color  with  that  of  a known  standard. 
To  assist  in  the  comparison  of  colored  solu- 
tions, the  colorimeter  was  devised.  Since 
about  1918,  this  instrument  (in  any  of  a 
half  dozen  models)  has  become  universally 
used  in  clinical  laboratories.  Folin,  in  1904, 
devised  a microchemical  colorimetric  test  for 
creatinin  and,  during  the  next  two  decades, 
other  quantitative  microchemical  methods 
of  analysis  were  devised  by  Folin,  Benedict, 
Van  Slyke  and  their  students.  These  have 
had  a tremendous  influence  upon  both  the 
metabolism  studies  of  biochemists  and  the 
tests  of  the  clinical  laboratory.  A relatively 
recent  (1928)  adaptation  of  the  urine  is  the 
Ascheim-Zondek  test.  When  urine  which 
contains  anterior  pituitary  hormones  (a  con- 
dition associated  with  pregnancy)  is  injected 
into  the  blood  of  a female  laboratory  animal, 
the  hormone  induces  ovulation  in  the  test 
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animal.  This  reaction  has  become  important 
in  the  diagnosis  of  pregnancy. 

The  adrrances  of  the  last  half  century  in 
the  analysis  of  urine  have  resulted  in  deter- 
minations of  great  accuracy.  Tests  have 
been  examined  carefully  and  those  which 
were  not  specific  have  been  eliminated. 
Many  of  the  chemical  procedures  though  ac- 
curate take  a great  deal  of  time  and  often 
require  large  quantities  of  urine.  The  de- 
velopment of  newer  and  quicker  methods 
requiring  small  quantities  of  material  is 
desirable.  In  industrial  chemical  analyses, 
the  use  of  the  spectroscope  has  recently 
made  possible  accurate  quantitative  deter- 
minations from  minute  amounts  of  material. 
The  adaptation  of  such  methods  to  the  anal- 
ysis of  urine  may  become  a line  of  further 
advance. 

W.  T.  D. 


OPPOSED  TO  THE  INTERESTS  OF  THE 
DOCTOR 

(New  York  Medical  Week) 

Today  the  age  old  and  venerable  profession  is 
confronted  by  myriads  of  problems  and  changes  in 
economics.  Many  physicians  are  now  faced  with 
a new  trend  in  economic  pressure  that  has  been 
brought  about  by  the  telephone,  automobile,  radio 
and  the  industrial  age  with  complicated  machinery. 
The  world-wide  depression  has  so  wounded  the 
standard  of  living  of  the  doctor  that  it  will  take 
many  years  to  heal. 

Some  of  the  existing  conditions  which  have  un- 
dermined the  doctor’s  income  at  present  are  as  fol- 
lows : Private  business  corporations  use  as  their 

keyword  to  the  doctor,  when  solicited,  that  their 
products  are  only  advertised  to  the  practicing  physi- 
cian. After  the  commercial  products  have  been 
popularized  through  the  medical  man’s  prescriptions, 
the  promises  of  these  money  making  corporations 
are  forgotten.  Subsequently,  these  companies  be- 
gin advertising  campaigns  over  the  radios  and,  by 
a series  of  advertisements  in  all  sorts  of  periodicals, 
never  forget  to  mention  that  the  medical  profession 
encourages  its  use.  The  city  physician  has  devel- 
oped a poor  habit  of  writing  patent  medicines  be- 
cause it  helps  him  to  save  time  by  not  having  to 
calculate  the  dosage  of  all  the  ingredients.  Patients, 
however,  rapidly  lose  confidence  in  such  practices 
and  soon  they  learn  to  ask  for  such  medications 
over  the  counter  of  the  drug  store.  Then  we  have 
the  unscrupulous  advertisers  over  the  radios,  through 
which  channels  much  incorrect  information  is  given 
to  the  public  by  quacks  who  either  run  their  own 
clinics  or  are  highly  paid  by  commercial  enterprises. 

The  physician,  as  a rule,  volunteers  without  charge 
to  treat  deserving  poor  patients  in  dispensaries,  but 
the  hospitals,  however,  do  not  have  adequate  so- 
cial service  assistance  to  investigate  those  who  do 
not  deserve  charity.  Nevertheless,  there  is  unfair- 
ness on  the  part  of  a good  number  of  hospitals  in 
not  protecting  the  physician’s  economic  status. 

At  times  the  medical  profession  is  exploited  by 
several  small  private  incompetent  health  insurance 
companies  which  work  on  a basis  of  profit.  The 
companies  of  varied  sources  offer  doctors  very 
small  annual  fees  and  in  return  large  numbers  of 
families  are  attended  by  the  overworked  and  un- 


derpaid poor  physician  who  usually  does  very  in- 
ferior type  of  work  because  of  the  tremendous 
amount  of  petty  responsibilities.  Also,  there  are  nu- 
merous societies,  lodges  and  endless  benevolent  and 
fraternal  organizations  which  work  on  the  very 
same  principles  and  the  helpless  doctors  fall  for 
such  insignificant  tactics.  There  are  numerous 
other  causes  which  limited  space  does  not  permit 
the  writer  to  mention  at  this  time. 

There  are  various  groups  and  cults  taking  ad- 
vantage of  the  doctors’  lack  of  interest  in  the  wel- 
fare of  the  medical  profession,  and  so  these  strings 
of  cults  are  constantly  exploiting  humans  in  their 
misery  for  their  financial  gain.  The  medical  societies 
are  weak  without  the  individual  physician’s  interest 
and  understanding,  as  there  must  be  concerted  ef- 
fort on  the  part  of  the  medical  profession  to  help 
solve  these  problems  rather  than  allow  those  who 
are  out  of  the  profession  to  dictate  what  ought  to 
be  done. 

Dispensaries  should  be  put  out  of  business  if  they 
are  of  a commercial  nature;  which  can  be  done  by 
having  a state  law  passed  prohibiting  commercial 
dispensaries  from  making  a charge  to  use  clinics  or 
medicines.  A specialist  or  general  practitioner 
should  never  use  patent  medicines  for  prescribing. 
There  are  too  many  age  old,  useful  drugs  in  the 
materia  medica  and  pharmacology  textbooks ; stu- 
dents now  at  medical  schools  should  be  admonished 
against  the  evil  practice  of  patent  drugs.  The  drug- 
gists and  the  physicians  should  have  mutual  under- 
standings and  never  infringe  upon  each  others’ 
fields.  Cheap  contract  lodge  practice,  either  on  a 
small  or  large  scale,  is  a pernicious,  destructive  eco- 
nomic force  and  should  not  be  tolerated  by  medical 
societies.  In  short,  the  art  of  medicine  has  been 
constructed  on  basic  principles  of  truth  for  which 
men  in  the  past  century  have  fought  valiantly.  We, 
too,  must  try  and  uphold  those  very  fine  principles 
and  ethics  which  help  to  make  our  profession  stand 
out  characteristically  from  all  the  rest. 

M.  Martyn  Kafka,  M.D. 


A SENSIBLE  PRAYER 

The  following  poem  was  written  by  one  T.  H.  B. 
Webb,  a British  soldier  killed  in  action  in  the  Great 
War.  The  Great  War  was  the  occasion  of  a num- 
ber of  poems  of  merit ; everyone  will  recall  “In 
Flanders’  Fields,”  by  McCrae,  a Canadian  physician. 

Give  me  a good  digestion,  Lord, 

And  also  something  to  digest; 

But  when  or  how  that  something  comes 
I leave  to  Thee,  Who  knowest  best. 

Give  me  a healthy  body,  Lord : 

Give  me  the  sense  to  keep  it  so ; 

Also  a heart  that  is  not  bored 
Whatever  work  I have  to  do. 

Give  me  a healthy  mind,  good  Lord, 

That  finds  the  good  that  dodges  sight, 

And,  seeing  sin,  is  not  appalled, 

But  seeks  a way  to  put  it  right. 

Give  be  a point  of  view,  good  Lord, 

Let  me  know  what  it  is,  and  why; 

Don’t  let  me  worry  overmuch 
About  the  thing  that’s  known  as  “I” 

Give  me  a sense  of  humour,  Lord, 

Give  me  the  power  to  see  a joke; 

To  get  some  happiness  from  life, 

And  pass  it  on  to  other  folk. 
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C.  C.  SLEMONS,  M.D.,  Dr.P.H.,  Commissioner 

LANSING,  MICHIGAN 


partment,  with  headquarters  at  Hillsdale.  Dr.  Mc- 
Gavran  has  had  experience  in  public  health  work 
and  spent  last  year  at  the  Harvard  School  of  Pub- 
lic Health.  Leonard  Board,  sanitary  inspector  for 
the  Barry  County  Health  Department,  will  be  trans- 
ferred to  the  Hillsdale  unit  when  it  begins  func- 
tioning on  September  1.  Four  public  health  nurses 
will  complete  the  initial  staff. 


TYPHOID  IN  A CIRCUS 

Ringling  Brothers  and  Barnum  and  Bailey  Circus 
showed  in  Michigan  for  six  days  as  follows : De- 

troit, July  22,  23  and  24;  Flint,  July  25;  Lansing, 
July  26,  and  Kalamazoo,  July  27. 

On  Monday,  July  23,  the  Michigan  Department  of 
Health  was  notified  by  telephone  by  the  Detroit  City 
Health  Department  that  there  appeared  to  be  a num- 
ber of  cases  of  typhoid  fever  among  the  employees 
of  the  Circus.  Representatives  of  the  State  De- 
partment first  visited  the  Circus  on  July  24.  The 
Detroit  Health  Department  had  already  picked  out 
70  cases  with  some  elevation  of  temperature  or  other 
symptoms.  These  were  all  hospitalized  in  Detroit. 
Representatives  of  the  State  Department  of  Health 
including  epidemiologists  and  engineers  remained 
with  the  Circus  during  the  rest  of  their  schedule  in 
Michigan. 

Temperatures  were  taken  of  the  entire  personnel 
at  Flint,  Lansing  and  Kalamazoo.  At  Flint  seven 
additional  cases  with  some  symptoms  were  picked 
out  and  returned  to  Detroit  for  hospitalization.  At 
Lansing  six  other  cases  were  picked  out  and  hos- 
pitalized in  that  city.  At  Kalamazoo  three  other 
cases  were  listed  as  suspects  and  returned  to  Lans- 
ing for  hospitalization.  Thus,  there  were  eighty- 
six  cases  hospitalized  in  the  state,  seventy-seven  of 
which  were  in  one  hospital  in  Detroit  and  the  other 
nine  in  a Lansing  hospital. 

At  the  time  of  taking  temperatures  all  were  care- 
fully scrutinized  who  had  an  elevation  of  as  much 
as  100°,  and  those  in  the  “cook  house”  with  tem- 
peratures of  even  99°  were  considered.  All  of  those 
found  by  nurses  to  have  elevations  as  above  were 
carefully  gone  over  on  the  grounds  by  three  phy- 
sicians and  thus  the  groups  hospitalized,  were  se- 
lected. Of  the  seventy-seven  hospitalized  in  Detroit, 
the  report  as  of  July  30  indicates  that,  forty-four 
were  diagnosed  as  cases,  typhoid  was  eliminated  as 
a possibility  in  eleven,  and  twenty-two  are  still  listed 
as  suspicious,  most  of  whom  it  was  considered 
would  be  negative.  Of  the  nine  in  Lansing,  the  re- 
port on  the  same  day  was  six  positive  and  three 
probably  negative. 

The  U.  S.  Public  Health  Service  was  notified  as 
soon  as  it  was  realized  that  there  was.  an  interstate 
problem  of  some  magnitude.  An  engineer  and  an 
epidemiologist  were  sent  and  took  charge  of  the 
interstate  questions  involved. 

There  is  no  evidence  as  yet  upon  which  any  con- 
clusions can  be  drawn  as  to  the  source  of  the  out- 
break. Suffice  it  to  say  that  the  infection  occurred 
long  before  the  organization  reached  the  Michigan 
border.  This  source  may  be  a carrier  yet  within  the 
organization  and  laboratory  work  is  already  begun 
in  an  effort  to  determine  this.  On  the  other  hand, 
it  may  be  water  or  possibly  some  food  purchased 
by  the  organization  in  their  travels. 

C.  D.  B. 


HILLSDALE  COUNTY  TO  HAVE  HEALTH 
DEPARTMENT 

Hillsdale  County  is  to  have  a health  department, 
according  to  action  taken  by  the  board  of  super- 
visors. The  W.  K.  Kellogg  Foundation  will  sponsor 
the  unit,  the  state  will  give  the  usual  assistance,  and 
office  quarters  will  be  furnished  bv  the  county. 

Dr.  E.  G.  McGavran  will  be  director  of  the  de- 


Dr.  W.  L.  Chiang  of  Nanking,  a Fellow  of  the 
Rockefeller  Foundation,  spent  the  first  two  weeks  of 
July  with  the  Michigan  Department  of  Health,  and 
also  visited  several  county  and  district  health  de- 
partments. Dr.  Chiang  has  been  a student  at  the 
Johns  Hopkins  School  of  Hygiene.  Upon  his  re- 
turn to  China  he  will  resume  his  work  with  the 
Central  Field  Station  at  Nanking. 

Dr.  Theodore  R.  Meyer,  Director  of  the  Van 
Buren  County  Health  Department,  supported  largely 
by  the  W.  K.  Kellogg  Foundation,  visited  the  Mich- 
igan Department  of  Health  during  the  latter  part  of 
June  to  become  better  acquainted  with  the  organ- 
ization and  its  personnel.  Dr.  E.  G.  McGavran,  who 
will  on  September  1 become  Director  of  the  Hills- 
dale County  Health  Department,  also  sponsored  by 
the  Kellogg  Foundation,  visited  the  Department  dur- 
ing the  last  two  weeks  of  July.  These  men  spent 
several  days  in  the  field  observing  county  health  de- 
partments in  operation  in  Michigan. 


CORRESPONDENCE 


AGRANULOCYTOSIS 

Grand  Rapids,  Mich., 

July  26,  1934. 

In  view  of  the  recent  reports  published  in  the 
Journal  of  the  American  Medical  Association,  and 
the  exhibit  at  the  national  convention  showing  the 
relation  of  certain  drugs  to  the  etiology  of  agranu- 
locytosis, I believe  I should  report  a case  of  mine. 

So  far,  no  case  has  been  reported  in  which  aspirin 
(acetyl  salicylic  acid),  was  the  suspected  cause. 
(The  Library  of  the  American  Medical  Association 
has  confirmed  this  in  a direct  communication  to  me.) 
Most  investigators  have  indicted  the  barbituric  acid 
derivatives,  and  some  authors  have  said  that  the 
newer  highly  advertised  products  have  been  to 
blame,  particularly  affecting  doctors  and  nurses, 
who  have  been  supplied  with  samples  of  these  prod- 
ucts. 

The  article  on  the  subject  by  Benjamin  and  Bie- 
derman  (J.  A.  M.  A.,  July  21,  1934),  reports  a case 
of  a young  woman  who  had  repeated  attacks  of 
granulocytopenia,  one  induced  by  10  grains  of  amid- 
opyrine, but  failure  of  10  grains  of  acetyl  salicylic 
acid  to  cause  any  drop  in  white  count. 

My  case  was  as  follows  (August,  1931)  : A 
woman,  A.  W.,  aged  fifty-eight,  who  had  been  suf- 
fering for  years  with  chronic  arthritis  of  the 
atrophic  type,  was  taken  acutely  ill  with  a furuncle 
on  the  arm.  Her  temperature  was  101  and  she 
complained  of  generalized  aching.  The  furuncle 
was  lanced  but  no  pus  was  found.  Wet  dressings 
were  applied  with  no  relief  from  the  intensive  pain 
in  the  arm.  There  was  a subsequent  lymphangitis 
in  the  arm  and  axilla,  and  a pharyngitis  developed 
which  simulated  diphtheria  so  closely  that  anti-toxin 
was  given,  although  a culture  was  negative.  Four 
days  after  the  onset  of  the  illness,  because  of  the 
patient’s  continued  downward  trend,  a white  count 
was  taken  which  showed  a total  cell  count  of  600 
with  complete  absence  of  granulocytes.  The  patient 
expired  suddenly  the  same  day  that  the  count  was 
made.  Medication  consisted  of  morphine  and 
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aspirin.  The  history  now  obtained  is  that  the  pa- 
tient had  been  taking  100  aspirin  tablets  a week  for 
two  years  to  control  the  pain  of  her  arthritis.  _ This 
amounted  to  70  grains  (acetyl  salicylic  acid  4.5 
grams)  daily.  He  took  no  medication  other  than 
the  acetyl  salicylic  acid.  This  history  was  obtained 
from  the  daughter  who  bought  all  the  medicine 
taken  by  the  patient.  She  stated  that  she  never 
bought  anything  but  aspirin,  as  their  finances  were 
limited.  She  watched  for  sale  prices  on  large  quan- 
tities. I have  ever}'  reason  to  regard  her  story  as 
reliable. 

Perhaps  acetyl  salicylic  acid  is  less  potent  in 
bringing  about  this  phenomenon  than  some_  of  the 
other  sedative  radicles,  but  this  case  would  indicate 
the  possibility  of  such  effect. 

Sincerely  yours, 

Paul  W.  Kniskern,  M.D. 


Editor,  Toumal  M.  S.  M.  S. : Dr.  J.  H.  Kellogg 
has  just  called  my  attention  to  the  reference,_  in  the 
article  on  the  Calhoun  County  Medical  Society  of 
the  August  Journal,  to  a famous  old  trial  of  him 
for  advertising  in  1886.  He  says  this  was  a per- 
secution, charges  being  brought  by  a doctor  whom 
he  had  helped  through  Medical  School,  and  had 
employed  for  some  time,  but  had  to  discharge  for 
gross  unprofessional  conduct.  These  charges  were 
repeated  at  the  State  Society  and  were  brought  be- 
for  the  Judicial  Council,  where  they  were  uncondi- 
tionally withdrawn.  Dr.  Kellogg  says  you  will  find 
these  records  about  a year  or  two  following  the 
County  Society  trial  which  occurred  in  1886.  Dr. 
Kellogg  feels  that  this  explanation  is  due  him,  be- 
cause the  action  of  the  County  Society  did  not 
finally  clear  the  charge,  but  the  State  Society  did. 
Dr.  Kellogg  was  elected  President  of  Calhoun 
County  Medical  Society  in  1887. 

Wilfred  Haughey,  Secretary 
Calhoun  County  Medical  Society. 
Battle  Creek,  August  21,  1934. 


SKELETAL  TRACTION  IN  TREATMENT  OF 
FRACTURES  OF  SHAFT  OF  TIBIA  AND 
FIBULA 

In  fractures  of  the  shaft  of  the  tibia  and  the 
fibula,  W.  K.  West,  Oklahoma  City,  has  used  the 
Kirschner  wire  technic  in  the  following  manner: 
1.  In  cases  in  which  weight  traction  is  used  in 
conjunction  with  the  Braun  frame,  as  described  by 
Boehler,  the  Kirschner  wire  is  introduced  through 
the  middle  of  the  os  calcis ; for  example,  cases  com- 
ing in  several  days  after  injury;  also  spiral  or  badly 
comminuted  fractures.  2.  In  cases  in  which  the  wire 
is  introduced  through  the  os  calcis  and  reduction 
carried  out  immediately,  followed  by  the  use  of  the 
long  leg  plaster  bandage  with  the  knee  flexed.  The 
wire  and  bow  are  incorporated  in  the  cast.  These 
cases  are  usually  those  in  which  the  fractures  are 
low  in  the  tibia  and  fibula.  A spinal  or  general 
anesthetic  is  used  when  a manual  reduction  is  done 
at  the  time  the  wire  is  introduced.  3.  In  cases  in 
which  the  fracture  is  in  the  middle  or  upper  third. 
Two  wires  are  placed,  one  just  below  the  knee  and 
the  other  just  above  the  ankle.  A cast  is  applied 
to  the  fracture  site  above  and  below ; then,  with 
traction  applied,  the  two  casts  are  united  by  con- 
necting plaster. — Journal  A.  M.  A. 


OBITUARY 


Dr.  Roy  A.  Windham 

Doctor  Windham  passed  away  in  his  home  at 
Port  Huron  on  Tuesday,  July  17,  1934.  Death  came 
after  a short  illness  and  was  due  to  coronary 
thrombosis.  Surviving  him  are  his  wife,  Mrs.  Ada 
E.  Windham ; a son,  Elwood  Windham,  of  Detroit, 
a daughter,  Miss  Margaret  Windham  of  Port 
Huron;  two  brothers,  P.  S.  Windham,  M.D.,  of 
Saginaw,  and  Mr.  Alfred  Windham,  of  Dayton, 
Ohio,  and  a sister,  Miss  Katherine  Windham  of  De- 
troit. 

Doctor  Windham  was  bom  at  Belle  Center,  Ohio, 
October  1,  1879,  and  was  educated  in  the  public 
schools  and  Ohio  Wesleyan  College.  He  served  in 
the  Spanish-American  War  on  the  Island  of  Porto 
Rico,  where  he  remained  in  a hospital  for  some  time 
after  the  close  of  the  war  as  a patient.  Doctor 
Windham  graduated  from  the  Detroit  College  of 
Medicine  in  1912  and  served  as  an  interne  at  St. 
Mary’s  Hospital,  Detroit,  for  a year  after  gradua- 
tion. He  entered  into  general  practice  at  Port 
Huron  in  1913  where  he  remained  so  engaged  until 
his  death. 

Doctor  Windham  was  a member  of  Saint  Clair 
County,  Michigan  State  and  American  Medical 
Associations.  In  1930  he  served  as  president  of 
Saint  Clair  County  Medical  Society.  He  was  a 
member  of  the  staff  of  Port  Huron  Hospital. 


Dr.  F.  L.  Newman 

Dr.  Frank  Lydston  Newman  of  Detroit  died  Au 
gust  23,  1934,  in  his  home  at  575  Seyburn  Avenue 
He  was  born  in  Norfolk,  England,  in  1859,  the  soi 
of  Dr.  William  John  Newman.  He  began  his  medi 
cal  education  on  the  Isle  of  Jersey,  graduating  fron 
Victoria  College  of  St.  Helier.  He  studied  at  Dieppe 
France,  for  a while  and  then  came  to  America  ii 
1880,  spending  the  next  five  years  at  Toronto.  H 
then  moved  to  Detroit  and  completed  his  trainin 
at  the  Detroit  College  of  Medicine,  graduating  i 
1886.  He  was  a member  of  the  Detroit  Club,  th  I 
Detroit  Athletic  Club,  the  Country  Club  of  Detroi 
the  Detroit  Boat  Club,  the  Yondotega  Club,  and  th  1 
Boylston  Club.  He  was  also  a member  of  th 
Wayne  County  and  Michigan  State  Medical  Socie 
ties  and  the  American  Medical  Association.  D 
Newman  was  a widower.  In  1889  he  married  Mis 
Amy  Seymour  Gallon,  of  Lindsay,  Ontario.  The 
were  the  parents  of  two  daughters,  Dorothy,  wido- 
of  Hal  D.  Caddy,  who  died  in  1930,  and  Nesta,  wii 
of  Paul  Weadock,  Detroit  attorney.  Mrs.  Cac 
lives  in  Winter  Park,  Florida. 
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ANNOUNCEMENTS 


The  minutes  of  the  Battle  Creek  annual  meeting 
will  be  published  in  the  November  issue. 


President  G.  L.  LeFever  attended  the  Upper  Pen- 
insula Medical  Meeting  in  Ironwood  August  15  and 

16. 


The  Annual  Conference  of  State  Secretaries  and 
Editors  will  be  held  at  the  Palmer  House,  Chicago, 
September  21  and  22. 


All  correspondence  related  to  the  activities  and 
business  of  the  Society  should  be  addressed,  after 
September  1,  1934,  to  Dr.  B.  R.  Corbus,  Acting  Sec- 
retary, 313  Metz  Bldg.,  Grand  Rapids,  Mich. 


The  Ingham  County  Medical  Society  gave  a fare- 
well dinner  to  Dr.  F.  C.  Warnshuis,  on  August  14 
in  Lansing.  Short  addresses  were  made  by  Drs.  L. 
G.  Christian,  R.  L.  Finch,  J.  Earle  McIntyre,  J. 
O’Mera  and  J.  B.  Bradley.  Before  responding  Dr. 
Warnshuis  was  presented  with  a handsome  leather 
traveling  bag  and  he  was  also  made  an  honorary 
member  of  the  Society. 


Preparations  for  the  celebration  of  the  Eight 
Hundredth  Anniversary  of  the  birth  of  Maimonides 
have  already  been  launched.  The  event  will  also 
celebrate  the  Silver  Jubilee  of  the  Maimonides 
Medical  Society.  All  who  wish  to  participate  will 
address  communications  to  the  chairman  of  the 
committee  in  charge  of  the  celebration.  The  mem- 
bers of  the  committee  are  as  follows:  Noah  E. 
Aronstam,  M.D.,  chairman ; Charles  Lakoff,  M.D. ; 
Herbert  I.  Kallet,  M.D. ; Harry  M.  Kirschbaum, 
M.D.,  president  of  the  Maimonides  Medical  Society. 
Dr.  Aronstam’s  address  is  622  Maccabees  Build- 
ing, Detroit,  Michigan. 


INVITATION  TO  WISCONSIN 

Meeting  at  Green  Bay  on  Wednesday,  Thursday 
and  Friday,  September  12  to  14,  the  State  Medical 
Society  of  Wisconsin  extends1  a very  cordial  invi- 
tation to  members  in  adjoining  states  vacationing 
in  Wisconsin  to  be  guests  at  its  93rd  Anniversary 
Meeting.  All  sessions  will  be  held  in  the  Columbus 
Community  Club,  Green  Bay.  Morning  sessions  will 
be  devoted  to  section  meetings  and  clinical  presen- 
tations with  general  sessions  each  afternoon.  The 
President’s  Address  will  be  given  at  a smoker  Wed- 
nesday evening,  September  12th,  while  Drs.  Olin 
West,  Secretary  of  the  American  Medical  Associa- 
tion, and  Dean  Lewis,  Baltimore,  will  address  the 
annual  dinner  on  Thursday  evening. 


THE  DOCTOR’S  LIBRARY 


Acknowledgment  of  all  books  received  will  be  made  in 
this  column  and  this  will  be  deemed  by  us  a full  com- 
pensation to  those  sending  them.  A selection  will  be 
made  for  review,  as  expedient. 


THE  DANGEROUS  AGE  IN  MEN.  A treatise  on  the 
prostate  gland.  By  Chester  Tilton  Stone,  M.D.  100 
pages.  New  York:  The  MacMillan  Company,  1934. 

The  author  describes  the  prostate  gland  and  its 
functions,  the  changes  which  it  undergoes  with  age, 
in  a language  which  the  intelligent  layman  can  read- 
ily understand.  It  is  an  interesting  discussion  of 
hygiene  as  it  pertains  to  middle  age  and  later  years 
of  men. 


A TEXTBOOK  OF  GYNECOLOGY.  By  Arthur  Hale 
Curtis,  M.D.,  Professor  and  Head  of  the  Department 
of  Obstetrics  and  Gynecology,  Northwestern  University 
Medical  School ; Chief  of  Staff  and  Chief  of  the  Gyne- 
cological Service,  Passavant  Memorial  Hospital,  Chi- 
cago. Second  Edition,  reset.  493  pages  with  300' origi- 
nal illustrations,  chiefly  by  Tom  Jones.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1934.  Cloth, 

$6.00  net. 

The  specialty  of  Gynecology  has  been  presented 
in  concise  form  based  on  the  author’s  large  clinical 
experience.  He  has  taken  occasion  in  this  edition  to 
go  more  into  detail  in  certain  subjects  at  the  request 
of  some  teachers  of  the  subject.  The  text  records 
the  recent  advances  in  Gynecology.  The  work  is 
well  adapted  to  the  requirements  of  both  general 
practitioner  and  student. 


A PRIMER  FOR  DIABETIC  PATIENTS.  A Brief  Out- 
line of  the  Treatment  of  Diabetes  with  Diet  and  In- 
sulin, Including  Directions  and  Charts  for  the  Use  of 
Physicians  in  Planning  Diet  Prescriptions:  By  Russell 

M.  Wilder,  M.D.,  Professor  and  Chief  of  the  Depart- 
ment of  Medicine  of  The  Mayo  Foundation,  University 
of  Minnesota;  Head  of  Section  on  General  Metab- 
olism, Division  of  Medicine,  The  Mayo  Clinic.  Fifth 
Edition,  Reset.  172  pages.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1934.  Cloth  $1.75  net. 

Perhaps  there  is  no  disease  in  the  treatment  of 
which  cooperation  on  the  part  of  the  patient  is  more 
important  than  diabetes.  A high  degree  of  intelli- 
gence on  the  part  of  the  patient  or  those  responsible 
for  his  care  is  necessary  if  the  best  results  are  to 
be  assured.  This  little  book  is  an  effort  to  supply 
the  necessary  information  for  cooperation  with  the 
doctor. 


A COMPEND  OF  DISEASES  OF  THE  SKIN.  By  Jay 
Frank  Schamberg,  A.B.,  M.D.,  Professor  of  Derma- 
tology and  Syphilology,  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  and  Carroll  S.  Wright,  B.S., 
M.D.,  Professor  of  Dermatology  and  Syphilology,  Temple 
University  School  of  Medicine.  Ninth  edition  revised 
and  enlarged  with  129  illustrations.  Philadelphia: 
P.  Blakiston’s  Son  and  Company,  Inc.,  1934. 

The  compend  has  its  place.  While  it  cannot  sup- 
plant the  text-book  it  is  convenient  as  a summary 
or  condensed  review  of  a medical  subject.  The  ninth 
revision,  besides  bringing  the  subject  matter  up  to 
date,  contains  material  on  lymphogranulomatosis  and 
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granuloma  inguinale,  one  a comparatively  new  dis- 
ease and  the  other  a pathological  condition  seen 
more  frequently  by  the  general  practitioner  than 
formerly. 


MANUAL  OF  THE  DISEASES  OF  THE  EYE  FOR 
STUDENTS  AND  GENERAL  PRACTITIONERS. 
Charles  H.  May,  M.D.,  Director  and  Attending  Surgeon 
Eye  Service,  Bellevue  Hospital,  New  York.  Fourteenth 
edition  revised  with  376  original  illustrations  including 
25  plates  with  78  colored  figures.  Price  $4.00,  Balti- 
more, William  Wood  and  Company,  1934. 

What  can  be  said  in  further  commendation  of  a 
book  that  has  attained  its  fourteenth  edition?  It 
has  also  undergone  a number  of  editions  in  Spanish, 
French,  Italian,  Dutch,  German,  Japanese  and 
Chinese.  We  have  had  the  pleasure  of  reviewing 
former  revisions  and  feel  that  this  is  an  ideal  text- 
book for  the  purpose  for  which  it  is  intended.  The 
volume  has  been  brought  up  to  date  without  mate- 
rially increasing  its  size. 


POSTLTRES  AND  PRACTICES  DURING  LABOR 
AMONG  PRIMITIVE  PEOPLES.  ADAPTATIONS 
TO  MODERN  OBSTETRICS,  WITH  CHAPTERS 
ON  TABOOS  AND  SUPERSTITIONS  AND  POST- 
PARTUM GYMNASTICS.  By  Julius  Jarcho,  M.D., 
F.A.C.S.  175  pp.,  130  illust.,  Paul  B.  Hoeber,  Inc., 
New  York,  1934.  $3.50. 

This  book  is  an  anthropological  study  of  labor. 
The  author  attempts  from  a study  of  childbirth  in 
primitive  people  and  the  lower  primates  to  determine 
the  instinctive  behavior  of  women  during  labor.  He 
has  also  brought  together  a mass  of  information  on 
the  folklore,  taboos  and  customs  of  particular 
groups  of  primitive  races.  Curio  collectors  will  find 
the  bizarre  illustrations  of  parturient  women  a fea- 
ture of  interest.  The  obstetrician  as  well  as  other 
physicians  should  be  interested  in  the  comparison 
of  modern  and  primitive  practices  during  labor. 


A TEXT-BOOK  OF  HISTOLOGY.  By  Alexander  A. 
Maximow,  Late  Professor  of  Anatomy,  University  of 
Chicago;  and  William  Bloom,  Associate  Professor  of 
Anatomy,  University  of  Chicago.  Completely  revised 
with  662  pages  with  530  illustrations,  some  in  colors. 
Philadelphia  and  London,  W.  B.  Saunders  Co.,  1934. 
Cloth,  $7.00. 

The  Maximow-Bloom  histology  text  which  ap- 
peared in  1930  was  a notable  addition  to  microscopic 
anatomy.  Its  exceptional  illustrations,  its1  emphasis 
on  cell  function  and  its  concern  with  cytology  made 
it  distinctive.  In  size,  however,  the  book  proved  to 
be  too  extensive  for  many  medical  school  curricula, 
though  it  was  commonly  used  as  a reference.  The 
present  extensive  revision  has  resulted  in  a more 
compact  and  better  adapted  classroom  text.  The 
text  has  been  reduced  from  833  to  662  pages  and 
the  illustrations  from  604  to  530;  about  fifty  of  the 
illustrations  are  new.  A selected  bibliography  is 


appended  to  each  chapter.  The  superior  illustrations, 
a histophysiological  approach  and  a mature  view- 
point are  the  outstanding  features  of  the  work. 


THE  RADIOLOGY  OF  BONES  AND  JOINTS.  By 
James  F.  Brailsford,  M.D.,  M.R.C.S.  Radiological 
Demonstrator  in  Living  Anatomy,  The  University  of 
Birmingham,  England,  etc.,  with  310  illustrations.  Bal- 
timore : William  Wood  and  Company,  1934.  Price  $9.00. 

The  specialty  of  roentgenology  has  become  de- 
veloped to  such  an  extent  as  to  require  a library 
rather  than  a single  volume  to  record  its  achieve- 
ment. The  present  work  deals  with  only  one  phase, 
but  an  important  one,  namely,  bones  and  joints  with 
the  departures  from  the  normal.  As  the  author 
writes  in  his  preface  “apart  from  setting  forth  con- 
cisely an  account  of  the  bone  changes  seen  in  health 
and  disease,  it  is  one  of  the  chief  purposes  of  this 
book  to  indicate  the  significance  of  radiographical 
findings  and  further  to  present  briefly  the  recent 
advances  already  recognized  by  x-ray  departments 
and  radiographic  journals,  but  not  yet  adequately 
appreciated  by  general  textbooks.”  Probably  in  no 
other  department  of  medicine  do  good  illustrations 
mean  so  much  as  in  roentgenography.  The  illus- 
trations consist,  as  we  would  expect,  of  reproduc- 
tions of  radiographs  and  also  of  line  drawings  from 
radiographs.  The  text  is  clear  and  the  descriptions 
are  free  from  verbosity.  Every  roentgenologist  will 
want  to  add  this  book  to  his  library. 


ACUTE  INTESTINAL  OBSTRUCTION.  Monroe  A.  Me- 
Iver,  M.D.,  Surgeon-in-Chief,  Navy  Imogene  Bassett 
Hospital,  Cooperstown,  N.  Y.  62  illustrations.  Published 
by  Paul  B.  Hoeber,  Inc.,  New  York,  N.  Y. 

The  subject  matter  for  this  book  is  a compilation 
of  a series  of  articles  which  have  appeared  in  The 
American  Journal  of  Surgery  with  new  material  and  I 
references  incorporated  which  brings  the  work  up 
to  date.  Acute  intestinal  obstruction  is  a serious 
disease.  The  mortality  is  high,  and  has  not  been 
materially  lowered  during  the  past  thirty  years.  It 
is  associated  with  almost  every  phase  of  abdominal 
surgery.  Moreover,  with  the  growing  number  of 
laparotomies,  the  disease  is  of  increasing  importance 
as  a post-operative  complication,  not  only  during 
convalescence  but  also  as  a late  result  of  operative 
procedures.  Such  a situation  obviously  demands 
thoughtful  consideration,  and  is  a challenge  to  the 
profession.  There  are  three  major  divisions:  Part 
1,  which  gives  a general  picture  of  the  disease; 
Part  2,  which  deals  with  points  in  diagnosis  and 
methods  of  treatment ; and  Part  3,  which  discusses 
the  experimental  work  that  has  been  carried  out  to 
determine  the  cause  of  death  from  intestinal  ob- 
struction. In  Chapter  16,  the  author  gives  =nme 
unusual  interpretations  of  the  use  of  morphine  in 
the  obstructive  cases.  The  whole  volume  is  written 
in  an  interesting  manner,  paying  considerable  atten- 
tion to  treatment.  The  illustrations  of  the  subject 
matter  are  quite  sufficient  to  give  a comprehensive 
understanding. 
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THE  YEAR’S  ACHIEVEMENT* 

GEORGE  L.  LE  FEVRE,  M.D.f 

MUSKEGON,  MICHIGAN 

I esteem  it  a privilege,  not  to  be  lightly  regarded,  to  express  my  thanks  for  the  hon- 
or conferred  upon  me  in  making  me  president  of  the  Michigan  State  Medical  Society. 
The  cooperation  I have  received  from  the  officers  of  the  association,  the  council  and  ex- 
ecutive committee  has  been  splendid.  The  year  1933  will  be  remembered  by  everyone,  par- 
ticularly in  this  state,  as  the  major  year  of  depression  aggravated  by  bank  failures  which 
in  many  instances  resulted  in  real  hardship  to  many  of  our  members.  The  present  year, 
however,  has  witnessed  a gradual  recovery;  or  have  we  become  reconciled,  adjusted  to 
the  privations  of  the  depression  years?  It  __ 


is  times  like  the  past  three  or  four  years 
that  try  men’s  souls.  However,  we  have  not 
given  in,  so  that  today  we  look  forward  to  a 
brighter  future. 

Our  society  is  first  among  state  medical 
associations  to  attempt  solution  of  the  eco- 
nomic and  social  problems  that  are  con- 
fronting medicine  today.  Three  years  ago 
a committee  was  appointed  to  undertake  the 
survey  of  health  agencies  of  this  state. 
Their  work  has  been  thoroughly  performed, 
as  has  been  seen  in  the  extensive  and  well 
balanced  report  which  was  made  to  the 
House  of  Delegates  at  the  meeting  in  Grand 
Rapids  last  year.  This  report,  complete  as  it 
was,  is  only  in  a small  way  evidence  of 
the  very  extensive  and  thorough  investi- 
gation made  by  the  committee  up  to  that 
time.  The  most  of  their  work  cannot  ap- 


*President’s Address  before  the  114th  annual  meeting  of 
the  Michigan  State  Medical  Society,  Battle  Creek,  September 
12,  1934. 

fDr.  George  Louis  LeFevre  is  a graduate  of  Hahnemann 
Medical  College,  Chicago,  1891.  He  did  post-graduate  work 
at  New  York  Post-graduate  School  1901;  Flower  Hospital, 
Surgery  1906;  University  of  Edinburgh,  1911.  He  is  a Fel- 
low of  the  American  College  of  Surgeons,  was  president  of 
the  Michigan  State  Board  of  Registration  in  Medicine  from 
1913  to  1929,  is  past  president  of  the  Muskegon  County 
Medical  Society,  and  has  been  Chief  of  Staff,  Mercy  Hos- 
pital, Muskegon,  twenty  years. 


pear  on  paper.  The  recommendations  and 
the  report  were  accepted  by  the  House  of 
Delegates,  except  the  clause  referring  to  the 
health  insurance.  It  was  thought  at  the 
time  that  conditions  did  not  warrant  that 
the  society  commit  itself  to  any  definite 
proposition  of  health  insurance  until  further 
study  and  investigation  had  been  under- 
taken. The  committee  was  dismissed  and  a 
new  committee  on  medical  economics  was 
created.  To  this  committee  was  appointed 
the  personnel  of  the  older  committee,  to- 
gether with  additional  members.  The  com- 
mittee on  economics  had  since  been  active 
in  the  study  of  the  situation  and  made  a re- 
port at  a special  meeting  of  the  House  of 
Delegates  held  in  Flint  on  April  12th  of  this 
year.  This  report  was  received  and  certain 
steps  taken  with  which  all  have  had  an  op- 
portunity to  familiarize  themselves,  since  a 
full  verbatim  report  of  the  special  meetings 
of  the  House  of  Delegates  was  published  as 
a supplement  to  the  May  number  of  the 
Journal  of  the  Michigan  State  Medi- 
cal Society.  Numerous  persons,  phi- 
lanthropists who  have  evidently  experienced 
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a change  of  heart,  have  sought  means  of 
disposing  of  their  surplus  wealth  by  turning 
their  attention  to  the  affairs  of  the  medical 
profession.  Socialists  and  so-called  social 
workers  have  striven  to  justify  their  posi- 
tion in  the  world,  and  many  whose  sole  aim 
would  be  to  exploit  the  medical  profession 
for  gain,  by  changing  the  old  time  relations 
of  physician  and  patient  in  the  guise  of  car- 
ing for  the  under  privileged  or  so-called  in- 
digent, have  been  vociferous.  The  time 
honored  traditions  of  the  medical  profes- 
sion have  insured  that  no  one  suffer  from 
want  of  medical  care  since  the  profession 
has  borne  the  burden  with  very  little  com- 
plaint. Had  the  protest  come  from  physi- 
cians in  the  active  practice  of  their  profes- 
sion, such  a movement  would  at  least  have 
had  the  semblance  of  logic ; but  it  has  come 
from  the  sources  mentioned. 

A wise  man  will  always  be  prepared  for 
any  possible  influence  that  may  effect  a 
change  in  his  position,  social,  economic  and 
otherwise.  The  medical  profession  of  this 
state,  whatever  the  state  may  have  in  store, 
will  not  be  caught  napping. 

In  response  to  a resolution  by  the  Michi- 
gan State  Medical  Society  delegation  au- 
thorized by  the  special  meeting  of  the  House 
of  Delegates  at  Flint  a special  committee  of 
the  American  Medical  Association  delegates 
was  appointed  to  study  the  Michigan  recom- 
mendations and  to  define  the  attitude  of  the 
National  Association  towards  mutual  Health 
Service.  The  report  of  this  committee  was 
published  in  full  in  the  July  number  of  the 
Journal  of  the  Michigan  State  Medi- 
cal Society  and  I hope  read  and  studied 
by  every  one.  Ten  points  were  emphasized, 
all  or  most  of  these  points  are  in  agreement 
with  the  position  adopted  by  the  delegates 
of  the  Michigan  State  Medical  Society. 
The  reference  committee  did  not,  however, 
recommend  any  specific  course  or  so-called 
plan  for  the  future.  The  recommendations 
of  the  committee  were  adopted  by  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation. 

In  spite  of  it  all,  there  is  considerable  ap- 
prehension in  several  state  societies  in  this 
country.  We  have  stressed  the  so-called 
New  Era.  Almost  every  department  of  hu- 
man endeavor  is  being  affected.  Can  medi- 
cine escape?  I have  already  mentioned 
some  of  the  extra  professional  factors  that 
are  at  work  sowing  seeds  of  discord  among 


the  laity  as  well  as  seeds  of  fear  and  resent- 
ment among  the  medical  profession.  It 
seems  within  the  scope  of  presidential  ad- 
dresses to  discuss  the  subject,  quo  vadis? 
Instead  of  a policy  of  drift  and  inaction  a 
policy  of  planned  and  sustained  action 
would  seem  the  wiser.  Should  some  form 
of  compulsory  state  medicine  loom  in  the 
near  future,  and  who  can  say  that  it  will 
not,  should  not  medicine  be  prepared  to 
meet  it?  It  is  believed  that  the  President 
of  the  United  States  favors  old  age  insur- 
ance. This  is  only  a brief  step  to  unemploy- 
ment insurance,  which  in  European  coun- 
tries has  included  also  health  insurance. 
The  New  York  Times  of  May  18,  1934, 
contained  the  following  significant  para- 
graphs. The  speaker  was  Harry  L.  Hop- 
kins,* Federal  Relief  Administrator: 

“You  aren’t  going  to  get  health  insurance  if  you 
expect  people  to  do  it  voluntarily.  I am  convinced 
that  by  one  bold  stroke  we  could  carry  the  Amer- 
ican people  along  not  only  for  health  insurance  but 
for  unemployment  insurance.  I think  it  could  be 
done  in  the  next  eighteen  months. 

“Insurance  against  sickness  is  known  to  appeal 
deeply  to  the  President,  and  the  recommendation, 
should  he  decide  to  make  it  this  time,  will  repre- 
sent ideas  he  has  been  working  out  for  several  years. 
He  is  believed  to  favor  a system  based  on  compul- 
sory contributions  by  employers  for  the  benefit  of 
their  employees  by  the  establishing  of  ‘sickness  re- 
serves’ as  the  proposed  unemployment  insurance 
provides  against  periods  of  industrial  depression.” 

It  seems  almost  a truism  to  repeat  that  we 
have  entered  an  era  of  comparatively  low 
incomes.  Of  the  population  of  the  United 
States  it  is  said  that  half  of  the  total  income 
is  received  by  10  per  cent  of  the  people  and 
for  a number  of  years  another  10  per  cent 
have  had  no  income  at  all ; they  have  de- 
pended upon  public  and  private  funds  for 
their  existence.  The  basic  needs  of  man- 
kind have  been  set  in  the  following  order: 
food,  clothing,  shelter,  and  medical  care. 
Medicine  occupies  a peculiar  position.  In 
spite  of  the  fact  it  is  a basic  need,  it  comes 
in  after  the  other  basic  needs  have  been  met, 
with  as  a rule  no  financial  provision  made 
for  it.  The  doctor  is  usually  the  sufferer. 
The  traditions  of  his  profession  demand 
that  he  give  his  services  first,  with  remuner- 
ation as  a second  consideration.  This  ethical 
ideal  is  not  expected  of  any  other  of  the 
purveyors  of  basic  needs.  They  demand 
payment  before  delivering  the  goods.  The 

*See  also  H.  L.  Hopkins,  New  York  Times,  Sunday  edi- 
tion, August  19,  1934. 
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doctor  is,  therefore,  the  real  sufferer,  inas- 
much as  when  his  fee  is  not  paid,  he  is  ham- 
pered in  his  ability  to  render  medical  aid  as 
he  should,  hampered  in  his  private  life  and 
his  family  is  compelled  to  lead  a life  of  un- 
warranted retrenchment.  And  yet  the  cry 
for  cheaper  medical  care  has  originated  out- 
side of  the  medical  profession.  Whatever 
inconveniences  physicians  have  experienced, 
it  is  only  within  comparatively  recent  times 
that  they  have  taken  time  off  to  discuss  the 
economic  situation  at  all. 

However,  we  are  confronted  with  a situa- 
tion. I have  already  referred  to  the  ten 
points  adopted  by  the  Committee  of  Refer- 
ences of  the  House  of  Delegates  of  the 
American  Medical  Association.  In  spite  of 
it  all,  however,  continued  study  of  the  situa- 
tion not  only  by  specially  constituted  com- 
mittees but  by  every  individual  member  of 
the  State  and  National  Association  is  neces- 
sary, if  medicine  is  to  retrieve  the  autono- 
mous position  it  once  held.  Should  the 
predictions  of  Mr.  Hopkins,  Federal  Relief 
Administrator,  just  quoted,  be  fulfilled  what 
position  will  the  medical  profession  be  in  to 
meet  the  situation?  Liberty  may  be  pur- 
chased only  at  the  price  of  eternal  vigilance. 

It  is  gratifying  to  note  how  our  member- 
ship have  welcomed  the  opportunity  to  keep 
abreast  with  the  latest  advances  in  medicine 
and  surgery  and  allied  specialties.  Within 
the  past  decade  postgraduate  instruction  has 
become  one  of  <the  most  important  subjects 
that  concerns  the  medical  profession,  ac- 
cording to  a recent  editorial  in  The 
Journal  of  the  Michigan  State  Medi- 
cal Society.  The  demand  at  the  beginning 
of  the  decade  just  closed  was  not  great. 
Those  seeking  graduate  instruction  were  for 
the  most  part  physicians  who  looked  to  leav- 
ing the  ranks  of  general  practice  to  become 
specialists.  The  only  sources  open  to  them 
were  proprietary  postgraduate  medical 
schools  which  offered  courses  more  or  less 
limited,  particularly  limited  for  the  graduate 
student  by  the  magnitude  of  the  tuition 
charged.  Few,  comparatively,  went  abroad 
to  European  centers  where  they  were  at  a 
certain  disadvantage  through  lack  of  under- 
standing a foreign  language  or  by  listening 
to  a professor  who  wrestled  with  broken 
English. 

Fhidergraduate  instruction  has  always  re- 
ceived the  major  emphasis  in  this  country 
until  now  our  medical  schools  are  among  the 


best  in  the  world.  Post-graduate  medicine, 
however,  has  taken  on  a new  impetus  dur- 
ing the  past  six  or  seven  years.  It  has 
become  a matter  which  concerns  the  gen- 
eral practitioner  even  more  than  the  special- 
ist. The  demand  for  such  instruction  on 
the  part  of  the  profession  at  large  is  stead- 
ily growing  and  the  time  may  not  be  far 
distant  when  we  will  have  numerous  ade- 
quately endowed  institutions  for  the  pur- 
pose. According  to  the  1932  report  of  the 
commission  on  Medical  Education  in  the 
United  States,  about  3,500  doctors  take 
resident  post-graduate  courses  in  the  Unit- 
ed States  and  a thousand  go  abroad.  A 
little  over  4 per  cent  of  the  medical  pro- 
fession of  this  country  consider  it  an  im- 
portant matter  to  leave  their  practice  for 
systematic  post-graduate  study.  This  does 
not  mean,  however,  that  the  majority  may 
not  endeavor  to  keep  abreast  of  medical 
progress  in  other  ways.  New  literature, 
periodic,  in  the  way  of  medical  magazines, 
and  new  books  or  works  periodically  re- 
vised are  in  great  demand;  these  together 
with  attendance  on  medical  meetings  consti- 
tute the  means  of  advancement  for  a large 
number. 

In  many  instances  the  demands  of  med- 
ical practice  as  well  as  the  economic  situa- 
tion render  it  inconvenient  for  physicians  to 
leave  home  without  great  sacrifice.  For 
such,  who  are  in  the  majority,  the  extension 
post-graduate  courses  have  proved  of  in- 
estimable value.  In  Michigan  the  coopera- 
tion of  the  Michigan  State  Medical  Society 
and  the  Department  of  Post-Graduate 
Medicine  at  the  University  of  Michigan  is 
too  well  known  to  require  more  than  men- 
tion to  the  profession  of  this  state. 

The  short  intensive  courses  given  jointly 
by  the  Department  of  Post-Graduate  Medi- 
cine of  the  University  of  Michigan  and  the 
Michigan  State  Medical  Society  have  in- 
creased in  popularity  each  year  so  that  it  has 
been  considered  advisable  to  establish  the 
work  at  two  new  centers,  namely,  Flint  and 
Battle  Creek-Kalamazoo.  There  is  no  bet- 
ter evidence  of  good  faith  on  the  part  of 
the  medical  profession  than  the  efforts  to 
keep  up  to  date  and  thus  give  the  patient  the 
best  the  science  has  to  offer  regardless  of 
price. 

Then  there  is  the  question  of  overcrowd- 
ing of  the  profession,  a matter,  however,  the 
regulation  of  which  concerns  the  medical 
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colleges  and  the  State  Board  of  Registra- 
tion in  Medicine.  During  the  year  1933, 
5,012  persons  entered  the  medical  profes- 
sion through  licensure.  During  the  same 
period  3,500  physicians  died,  adding  to  the 
profession  approximately  1,500  persons. 

Students  of  vital  statistics  maintain  that 
the  population  of  the  United  States  is  tend- 
ing towards  stability,  since  a study  of  the 
decade  1920  to  1930  shows  an  increase  of 
only  six-tenths  of  one  per  cent  a year.  It 
is  evident  that  the  medical  profession  is  in- 
creasing in  number  more  rapidly  than  the 
general  population. 

According  to  the  latest  available  statistics 
there  is  one  licensed  physician  to  every  780 
persons  in  the  United  States.  The  propor- 
tion in  England  is  one  to  1,490;  in  France 
one  to  1,690;  in  Sweden  one  to  2,890.  Of 
course  we  are  living  in  an  age  of  “over- 
crowding.” No  profession  or  vocation  is 
exempt. 

To  limit  the  number  of  students  attending 
our  two  Class  A Colleges,  the  University 
of  Michigan  Medical  School  and  the  Med- 
ical Department  of  Wayne  University, 
would  not  materially  reduce  the  proportion 
of  physicians  to  population  in  this  state,  for 
the  simple  reason  that  a great  many  of  our 
graduates  go  elsewhere  to  practice  and  our 
cities  in  particular  attract  large  numbers  of 
graduates  from  Medical  Colleges  outside  the 
state.  The  graduates  of  medical  colleges  in 
states  with  preponderantly  rural  population 
leave  the  state  almost  as  a body  for  loca- 
tions elsewhere. 

One  way  of  solving  the  problem  would  be 
to  copy  the  plan  adopted  in  Sweden,  namely, 
state  regulation,  which  would  not  be  popular 
in  our  kind  of  democracy.  Another  plan  to 
mitigate  the  congestion  would  be  to  confine 
the  practice  of  medicine  to  doctors  who  have 
met  the  state  requirements  in  pre-medical 
and  medical  training  and  thereby  eliminate 
the  cults.  However,  that  would  involve 
political  influence  which  at  present  does  not 
exist  for  the  medical  profession  in  this  state. 

An  activity  of  the  society  that  cannot  be 
too  strongly  stressed  is  the  medical  defense 
feature,  under  the  able  secretaryship  of  Dr. 
W.  J.  Stapleton  of  Detroit.  During  the  de- 
pression there  has  been  an  increased  disposi- 
tion on  the  part  of  unscrupulous  patients  to 
obtain  easy  money  by  bringing  charges  of 
malpractice  against  physicians  who  may 
have  attended  them.  Many  of  the  charges 


prove  to  be  little  short  of  attempted  black- 
mail. Here  we  repeat  the  admonition  that 
physicians  should  be  very  careful  about 
passing  judgment  on  the  after-results  of 
other  physicians’  treatment,  particularly  if 
such  results  are  not  satisfactory  to  the  pa- 
tient. It  has  been  said  with  a great  deal  of 
probability  that  a shrug  of  the  shoulders  or 
some  other  very  unconsequential  expression 
is  all  that  is  needed  to  make  a disgruntled 
patient  feel  that  he  was  being  badly  treated. 
The  medical  defense  afforded  by  the  society 
may  prove  worth  many  times  the  member- 
ship fee  to  the  state  society. 

The  attention  of  the  Medical  Society  has 
been  drawn  to  a condition  in  some  commu- 
nities which  might  bear  investigation.  A 
few  hospitals  in  the  State  are  branching  out 
to  the  extent  that  they  are  competing  with 
the  private  practitioner,  by  the  establishment 
of  clinics  and  the  solicitation  of  laboratory 
and  x-ray  work.  Such  a condition,  I be- 
lieve, is  best  handled  through  the  individual 
staffs  of  these  hospitals,  and,  when  such  con- 
ditions exist,  the  county  society,  through  the 
staff  members,  should  attempt  to  cause  the 
necessary  changes  to  be  made. 

It  is  for  this  reason  that  all  of  us  who 
are  staff  members  will  be  serving  our  pro- 
fession and  our  hospital  better  if  they  keep 
in  close  touch  at  all  times  with  the  manage- 
ment of  the  hospital.  The  profession  needs 
the  hospitals  and  the  hospitals  need  the  doc- 
tors. 

It  is  ever  true  that  there  is  more  unrest 
economically  during  a depression  than  dur- 
ing more  normal  times  and  many  social 
changes  appear  of  utmost  importance  at  this 
time  which  will  be  minimized  greatly  as 
business  speeds  up  to  its  usual  pace.  If 
these  social  changes  are  too  hastily  adopted, 
the  action  may  have  to  be  rescinded  later. 
I am  quite  optimistic  about  the  nation’s 
progress  and  I believe  we  will  hear  less  cry- 
ing for  social  changes  in  the  very  near 
future. 

A few  words  in  commendation  of  the 
Women’s  Auxiliary..  Within  its  compara- 
tively brief  history  it  has  become  co-exten- 
sive  with  organized  medicine.  The  organ- 
ization consists  of  County  Units  which  send 
delegates  to  the  state  auxiliaries  and  the 
state  has  representatives  in  the  National 
Association.  Medical  Science  is  increasing 
in  its  appeal  to  physicians’  wives;  much  as 
I dislike  the  word  propagandist,  our  wives 
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have  become  valuable  disseminators  of  med- 
ical information  to  their  non-medical  asso- 
ciates. Their  activities  vary  from  the  pure- 
ly social  to  the  intellectual,  for  the  members 
of  one  county  auxiliary  have  undertaken  a 
series  of  lectures  on  medical  history.  Sun- 
day afternoon  musicals  have  also  been  num- 
bered among  their  activities.  I wish  to  pav 
my  regards  to  the  untiring  efforts  of  Mrs. 
Whitney,  President  of  our  state  auxiliary, 
and  her  able  officers  for  the  activities  the 
past  year. 

As  a state  society,  we  have  been  extreme- 
ly fortunate  in  having  had  the  services  of 
Dr.  Fred  Warnshuis  as  secretary  for 
twenty-two  years.  It  has  been  through  his 
efforts  that  much  of  the  progress  we  have 
made  in  organization,  in  post-graduate 


work,  and  many  other  activities,  has  been 
achieved.  It  is  with  regret  that  we  are  los- 
ing him  at  this  critical  time,  and  on  behalf 
of  the  Society  I wish  him  all  the  luck  possi- 
ble in  his  new  field. 

And  now  we  come  to  a parting  of  the 
ways.  You  have  conferred  on  me  the  high- 
est honor  that  you  as  an  organization  can 
bestow  in  making  me  your  president.  I can 
assure  you  I have  tried  to  do  my  best.  I 
have  long  been  associated  with  organized 
medicine  in  the  State,  as  an  officer  in  my 
county  society,  on  the  council,  and  now  as 
state  president.  During  this  time  I have 
enjoyed  the  sincere  cooperation  of  the  mem- 
bership, the  council,  and  the  officers.  For 
all  this  I thank  you  and  take  my  place 
among  the  unofficial  profession  with  none 
but  the  pleasantest  memories. 


MEDICAL  EDUCATION  IN  MICHIGAN* 


RICHARD  R SMITH,  M.D.,  F.A.C.S.f 

GRAND  RAPIDS,  MICHIGAN 

I am  deeply  appreciative  of  the  very  great  honor  which  has  been  conferred  upon  me  in 
being  chosen  as  your  President.  I am  well  aware,  too,  that  at  this  critical  period  in  medi- 
cine the  office  carries  with  it  more  than  the  usual  amount  of  work  and  responsibility  and 
am  only  hoping  that  I may  fulfill  my  duties  half  as  well  as  Dr.  Le  Fevre  has  fulfilled 
his.  The  direction  of  the  policies  of  the  society  and  the  control  of  its  affairs  rest  with  the 
House  of  Delegates.  The  House  merely  delegates  to  the  Council,  the  Executive  Com- 
mittee and  other  committees  the  many  details  existing  in  an  organization  of  this  size  and 
importance.  The  President  is  supposed  to 
take  part  in  the  ceremonials,  to  act  ex-officio 
on  the  Executive  Committee,  and  to  be  well 
acquainted  with  the  affairs  of  the  Society 
and  its  various  problems.  I think  this  a very 
wise  plan  of  government.  With  the  advan- 
tage of  a certain  detachment  he  is  in  a po- 
sition to  appreciate  the  broader  aspect  of 
the  problems  of  the  Society  rather  than  de- 
tails. It  has  been  told  to  us  time  and  time 
again  in  these  days  when  the  livelihood  of 
every  physician  has  been  a serious  problem 
and  economic  problems  as  a whole  threaten 
our  very  existence  as  a dignified  and  honor- 
able profession,  that  we  should  hold  to  fun- 
damentals, and  I am  thoroughly  in  accord 
with  this  idea.  Of  one  such  fundamental  I 

*Read  on  induction  into  office  as  President  of  Michigan 
State  Medical  Society,  Battle  Creek,  Michigan,  September 
12,  1934. 

tFor  professional  note  see  page  569. 


wish  to  speak  briefly  today.  We  will  suc- 
ceed individually  in  medicine  very  much  ac- 
cording to  our  merits,  which  means,  of 
course,  the  service  which  we  are  able  to  ren- 
der the  public.  I am  fully  aware  that  char- 
acter, hard  work,  and  the  ability  to  inspire 
confidence  in  our  patients,  enter  very  large- 
ly into  the  success  of  every  physician,  but  I 
am  also  aware  that  in  the  long  run  a man’s 
knowledge  of  medicine  and  the  ability  to  ap- 
ply it  is  more  essential  to  success  than  any 
other  one  factor.  Medical  education,  there- 
fore, becomes  a factor  of  the  first  moment, 
and  we  have  been  wise  enough  in  this  state 
to  recognize  this  and  provide  for  it. 

I hope  this  year  to  speak  on  several  as- 
pects of  medical  education  in  Michigan  and 
its  institutions,  but  with  the  short  time  al- 
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lotted  me  I am  going  to  speak  today 
merely  of  one  important  factor  in  medical 
education  here  in  the  state,  namely,  the  Uni- 
versity of  Michigan  and  the  part  it  is  taking- 
in  under-graduate,  graduate,  and  post-grad- 
uate teaching. 

The  University  of  Michigan  is  one  of  our 
oldest  and  most  important  state  institutions. 
Its  purpose  is  higher  education  and  its  at- 
titude entirely  constructive  and  unselfish.  It 
is  thoroughly  interwoven  in  the  social  and 
economic  fabric  of  the  state  and  essential 
to  its  well  being.  It  fits  men  for  a better  en- 
joyment of  life,  makes  for  sounder  public 
opinion,  and  furnishes  a large  number  of 
our  professional  men,  without  which  we 
could  not  exist.  It  belongs  to  tbe  people  of 
Michigan  and  is  one  of  our  most  cherished 
and  proudest  possessions.  Since  health  is  of 
prime  importance  it  has  lavished  an  im- 
mense amount  of  thought  and  effort  on 
Medical  education.  The  Medical  School  at 
Ann  Arbor  was  opened  in  1850.  A candi- 
date for  a degree  was  required  to  attend 
two  courses  of  lectures  of  six  months  each, 
and  to  have  spent  one  year  with  a practi- 
tioner— a so-called  preceptor.  In  1877  the 
curriculum  was  extended  to  two  years  of 
nine  months  each,  and  in  1880  three  years 
of  study  became  necessary  before  a candi- 
date could  present  himself  for  final  exami- 
nation: In  1890,  the  compulsory  term  of 
study  was  extended  to  four  years,  allowing 
a better  gradation  of  the  curriculum  and  the 
extension  of  laboratory  teaching.  Since 
that  time  there  has  been  a gradual  and 
marked  improvement  in  teaching  and  teach- 
ing methods.  Of  equal  importance  have 
been  the  increased  requirements  for  admis- 
sion. In  1890,  a combined  curriculum  in 
Letters  and  Medicine  was  provided  and 
graduate  courses  were  offered.  In  1909,  the 
requirements  for  admission  were  advanced 
to  a minimum  requirement  of  two  years  of 
collegiate  study,  and  step  by  step  to  a pres- 
ent-day requirement  of  ninety  hours,  or 
practically  three  years  of  such  pre-medical 
work.  It  includes  Chemistry,  Physics,  Bot- 
any, Psychology-,  Zoology,  German  and 
French,  English  Literature,  and  other  cul- 
tural subjects.  This  pre-medical  work  is  of 
infinite  value  in  establishing  a broader,  bet- 
ter foundation  for  the  study  of  medicine 
with  all  it  means  to  its  better  understanding 
of  medicine,  and  enjoyment  of  its  privileges. 

The  Lhnversity  in  its  graduate  school  pro- 


vides for  the  continuation  of  medical  study 
by  graduates  in  Medicine.  Those  availing 
themselves  of  these  opportunities  are  those 
that  desire  to  become,  perhaps,  research 
workers  or  teachers,  or  to  pursue  one  of  the 
specialties  in  medicine.  The  main  object  of 
the  Medical  School,  however,  is  to  train  men 
for  practice  in  the  field  that  they  may  ren- 
der better  service  to  the  5,043,000  inhabi- 
tants of  Michigan.  To  be  sure,  all  physi- 
cians graduating  from  the  University  do  not 
practice  in  Michigan,  and  the  work  in  the 
field  is  performed  also  by  many  who  come 
from  other  centers  of  learning.  According 
to  the  Directory  of  the  American  Medical 
Association  (1934)  we  have  in  Michigan 
5,678  physicians.  Of  these,  1,661  (about  29 
per  cent)  are  graduates  of  the  University  of 
Michigan  Medical  School  [1,522  (about  27 
per  cent)  of  the  regular  school,  and  139 
(about  2 per  cent)  of  the  homeopathic 
school].  Of  the  5,678  physicians  in  Michi- 
gan, 3,218  (about  60  per  cent)  are  mem- 
bers of  the  State  Society.  Of  these,  1,016 
(about  31  per  cent)  are  graduates  of  the 
University  of  Michigan  [940  (about  30  per 
cent)  of  the  regular  school  and  76  (about  1 
per  cent)  of  the  homeopathic  school].  The 
School  of  Homeopathy  is  not  now  in  ex- 
istence. The  graduates  of  the  University  of 
Michigan  determine,  in  no  small  degree,  the 
standard  of  services  rendered  the  people. 
The  merit  of  the  service  rendered  the  public 
determines  mainly  our  position  with  the 
people,  and  the  respect  accorded  us.  A high 
standard  of  medical  education  is  the  strong- 
est bulwark  we  have  against  all  forms  of  ir- 
regular practice  and  whatever  the  economic 
conditions  of  the  future,  and  whatever  the 
legislation,  we  may  have  little  fear  as  long 
as  a high  standard  of  medical  education  is 
kept  ever  in  the  foreground. 

Soon  after  the  war  a new  era  in  medical 
education  began  in  Michigan.  It  came  about 
through  a keener  realization  by  the  profes- 
sion of  the  necessity  for  post-graduate 
study.  The  movement  was  headed  by  this 
Society.  Meetings,  conferences,  and  clinics 
were  inaugurated,  directed  to  give  opportu- 
nity mainly  to  the  general  practitioner.  In 
time  it  became  apparent  that  we  had  need 
of  our  medical  schools  in  this  program.  In 
1926  the  new  hospital  at  Ann  Arbor  was 
opened.  In  January,  1926,  Dr.  Jackson, 
Chairman  of  tbe  Council,  invited  the  facul- 
ties of  the  University  Medical  School  and 


October,  1934 


CARCINOMA  OF  THE  BRONCHI— MAYER 


539 


of  the  Detroit  College  of  Medicine  to  dis- 
cuss post-graduate  medicine  at  the  annual 
meeting  of  the  Council.  A committee  was 
formed  and  a year  later  rendered  a report 
reviewing  conditions  in  the  state  and  the  de- 
sirability of  furnishing  a comprehensive 
program  of  post-graduate  education.  As  a 
consequence,  a department  of  post-graduate 
medicine  was  established  at  Ann  Arbor  with 
the  understanding  that  the  Detroit  College 
of  Medicine,  and  the  State  Society  cooper- 
ate in  the  enterprise.  Dr.  James  D.  Bruce 
was  made  head  of  the  department  where  he 
now  serves.  He  has  coordinated  the  work 
of  the  three  organizations  with  astonishing 
efficiency  and  harmony.  Post-graduate 
teaching  was  begun  in  Detroit  and  later  at 
Ann  Arbor.  The  growth  of  attendance  dem- 
onstrates that  we  are  on  the  right  track.  At 
Ann  Arbor  in  1928-1929  the  registrations 
were  forty-seven  ; the  last  year  277. 

It  has  been  shown  by  elaborate  studies 
that  a practitioner  needs  a complete  renew- 
al of  his  medical  education  once  in  five  years 
if  he  is  to  continue  to  deliver  an  adequate 
quality  of  service.  At  present  it  is  believed 
that  this  can  be  best  attained  by  short  in- 
tensive courses  covering  eight  different  gen- 
eral fields  of  interest  to  the  practitioner  and 
is  designed  with  the  thought  of  minimum 
loss  of  time  and  expense  to  him. 

It  was  recognized  early  in  the  work  that 


there  were  many  men  in  the  state  perfectlv 
capable  of  teaching.  There  are  sixty  of 
these  now  enrolled  as  extra-mural  lecturers 
in  the  Department  of  Post-Graduate  Medi- 
cine of  the  University  of  Michigan  Medical 
School. 

Lastly,  centers  of  teaching  have  been 
established  at  Flint,  Grand  Rapids,  and 
Kalamazoo-Battle  Creek.  These  centers  will 
open  easily  available  opportunities  to  a large 
number  of  practitioners.  One  may  easily 
visualize  the  time  when  every  practitioner 
will,  as  a matter  of  course,  avail  himself  of 
these  opportunities  for  post-graduate  study 
and  keep  well  abreast  of  his  times.  It  will 
add  tremendously  to  his  usefulness,  his  posi- 
tion in  the  community,  and  his  enjoyment 
of  his  work  and  life. 

I would  call  your  attention  to  the  elab- 
orate report  of  the  committee  on  Post- 
Graduate  Medical  Education  and  the  needs 
of  the  general  practitioner.  Dr.  Jennings, 
as  chairman,  and  Drs.  Davis  and  McClure 
composed  this  committee.  It  is  by  far  the 
most  comprehensive  and  splendid  study  ever 
made  of  the  subject.  Surely  medical  men 
have  been  brought  to  a keener  realization  of 
the  fact  that  they  are  engaged  in  the  prac- 
tice of  a science,  and  that  a science  requires 
lifelong  intensive  study,  and  that  such  study 
must  not  cease  with  graduation. 


PRIMARY  CARCINOMA  OF  THE  BRONCHI 


WILLARD  D.  MAYER,  M.D.f 

DETROIT,  MICHIGAN 

Within  recent  years  primary  cancer  of  the  bronchus  and  lung  has  become  a rather  com- 
mon clinical  entity,  and  such  cases  seem  to  occur  throughout  the  country  in  increasing  num- 
bers. During  the  past  five  years,  thirty-five  such  cases  were  observed  at  Harper  Hospi- 
tal, Detroit,  Michigan.  During  this  same  period  of  time  there  were  thirty-four  cases  of 
metastatic  cancer  of  the  lungs.  Actually  the  cases  of  primary  bronchus  and  lung  malig- 
nancy exceeded  the  supposed  more  common  metastatic  cancers  of  the  lung  by  one  case. 
In  our  series  of  thirty-four  cases,  three  of  them  occurred  in  the  year  1928,  five  in  1929, 
three  in  1930,  eleven  in  1931  and  thirteen  in 
1932.  No  doubt  one  reason  for  the  rather 
large  number  of  cases  seen  at  this  institu- 
tion is  the  reference  of  such  patients  for 
deep  x-ray  therapy.  In  this  series  of  cases 

tDr.  Willard  D.  Mayer  is  a graduate  of  Jefferson  Medical 
College,  Philadelphia,  1912.  He  was  intern  and  House  Phy- 
sician at  Mt.  Sinai  Hospital,  New  York  City,  1912  to  1916, 
is  Attending  Physician,  Detroit  Receiving  Hospital;  Assist- 
ant Attending  Physician,  Harper  Hospital,  and  Associate 
Professor  of  Clinical  Medicine,  Wayne  University.  His  spe- 
cialty is  Internal  Medicine. 


are  two  apparent  cures,  one  of  which  is  re- 
ported in  detail.  A study  of  the  symptom- 
atology, physical  signs  and  other  clinical 
features  of  the  disease  is  of  interest  and  has 
been  thoroughly  and  carefully  presented  by 
Adler1  in  his  monograph,  McCrae,  Funk 
and  Jackson,8  also  Fried,  5’ 6 and  this  article 
becomes  something  of  a review  of  known 
facts. 
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Owing  to  the  varied  manifestations  of 
this  disease,  such  cases  come  not  alone  to 
the  internist  and  general  practitioner,  but  to 
the  surgeon,  orthopedist,  laryngologist,  gyne- 
cologist, radiologist,  etc.  The  importance  of 
a careful  understanding  of  this  condition 
and  of  constantly  being  on  the  watch  for 
such  cases  is  obvious.  In  the  minds  of 
many,  this  is  considered  an  extremely  rare 
disease;  as  a result,  many  diagnoses  are 
missed  or  are  made  at  a late  stage  when  no 
therapeutic  aid  can  be  given. 

Various  etiologic  factors  have  been  pre- 
sented to  account  for  the  increase  in  fre- 
quency of  this  disease.  Among  the  com- 
monly advanced  theories  are  ( 1 ) gaseous 
fumes  as  from  the  exhaust  of  automobiles 
and  factories,  (2)  road  dusts  which  contain 
particles  of  tar  and  barium,  (3)  preexisting 
tuberculosis,  (4)  increased  frequency  of  in- 
fluenza in  recent  years  with  resulting 
bronchial  irritation,  (5)  use  of  tobacco,  (6) 
pneumoconiosis — Adler  mentions  cancer  of 
the  lung  occurring  in  miners  working  in 
mines  in  Schneeberg,  Silesia.  These  ores 
contain  considerable  arsenic  and  radioactive 
substances  and  are  apparently  a definite  eti- 
ologic factor.  A recent  editorial  in  the 
Journal  of  the  American  Medical  Associa- 
tion has  commented  upon  this  fact.3  It  is 
difficult  to  state  which  factors  may  have 
definite  bearing  upon  the  condition. 

PATHOLOGY 

Osier9  has  stated  that  85  per  cent  of  pri- 
mary lung  cancer  arises  in  the  bronchus  and 
the  remaining  15  per  cent  in  the  lung  pa- 
renchyma. The  bronchial  or  bronchogenic 
type  arises  in  the  cylindric  epithelium  or 
mucous  glands  of  the  bronchial  mucosa 
while  the  parenchymal  type  arises  in  the 
alveoli.  The  bronchial  type  often  has  its 
origin  at  the  first  bifurcation  of  the  main 
bronchus2  and  occurs  as  a small  nodular 
mass  which  soon  ulcerates  and  may  project 
itself  into  the  lumen  of  the  bronchus,  ex- 
tending down  the  bronchus  or  up  towards 
the  trachea.  It  may  become  papillomatous 
in  nature  and  movable,  thus  producing  a 
variety  of  physical  signs.  It  may  invade 
the  lung  parenchyma  and  also  extend  to  the 
hilus  region  with  lymph  node  and  medias- 
tinal involvement.  Parenchymal  invasion 
may  be  extremely  rapid  and  closely  simulate 
pneumonia.  Annular  constriction  of  the 
bronchus  and  trachea  may  occur  with  re- 


sulting asphyxia.  Such  a case  has  been  re- 
ported bv  Weller.11  The  variable  growth 
of  the  cancer  as  well  as  the  points  of  origin 
accounts  for  extreme  variance  in  the  symp- 
tomology,  physical  signs  and  x-ray  findings. 
Further  confusion  in  the  diagnosis  may  be 
occasioned  by  such  secondary  complications 
as  lung  abscess,  gangrene,  atelectasis, 
bronchiectasis  and  pleural  effusion.  Pleural 
effusion  may  be  due  to  direct  extension  to 
the  pleura  or  pleural  irritation.  The  study 
of  the  metastases  is  important  because  in 
some  cases  the  early  symptoms  will  be  en- 
tirely those  of  the  secondary  lesions.  This 
is  mentioned  by  W eller  in  his  excellent 
article.  Metastasis  may  occur  in  the  osseous 
system  and  involve  the  spine,  clavicle,  arms, 
legs,  also  the  brain,  liver,  kidneys,  adrenals 
and  regional  lymph  nodes,  especially  those 
of  the  cervical  region.  Biopsy  of  cervical 
nodes  has  often  disclosed  a correct  diag- 
nosis. 

The  condition  occurs  more  commonly  in 
males  and  generally  past  the  thirty-fifth 
year.  It  is  located  about  equally  in  both 
sides ; however,  there  may  be  some  predomi- 
nance on  the  right. 

SYMPTOMS 

The  marked  variation  in  symptomatology 
can  be  readily  understood  when  one  consid- 
ers the  underlying  pathology  of  this  disease. 
Such  factors  as  location  of  the  primary 
lesion,  its  size,  direction  of  growth,  as  to 
whether  it  be  in  the  bronchus  or  pulmonary 
tissue  itself,  the  degree  of  malignancy, 
structures  secondarily  involved,  occurrence 
of  early  metastases,  ulceration,  effusion, 
secondary  lung  abscess,  gangrene  and  atelec- 
tasis all  serve  to  confuse  the  clinical  pic- 
ture, bring  about  a complicated  history  with 
unusual  symptoms  and  physical  signs. 

The  onset  is  usually  gradual  but  often  is 
abrupt  and  one  is  inclined  to  think  of  an 
acute  bronchitis  as  such  patients  usualb- 
have  chest  pains  which  are  localized.  Chest 
pain  is  a rather  constant  symptom  through- 
out the  entire  disease  and  should  be  given 
consideration  in  arriving  at  a diagnosis. 
Cough  is  another  early  symptom  and  it  may 
be  mild  or  severe.  Early  it  is  generally  un- 
productive and  may  be  spasmodic  and  pro- 
tracted, causing  one  to  think  of  pertussis  in 
the  adult.  It  may  be  very  annoying  and 
very  difficult  to  check  and  may  be  accom- 
panied by  some  wheezing.  This  occurred 
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in  one  case  under  our  observation  in  which 
the  cancer  was  apparently  primary  in  the 
lung  itself.  In  another  case  the  cough 
sounded  hollow  as  in  aneurysm  with  recur- 
rent laryngeal  nerve  involvement.  In  this 
same  patient  hoarseness  developed,  later 
marked  aphonia  occurred.  As  a rule  the 
cough  is  unproductive  at  the  onset,  or  small 
amounts  of  clear  mucus  may  be  expelled, 
later  the  sputum  may  become  purulent  and 
foul  if  secondary  lung  abscess  or  gangrene 
occur.  Hemoptysis  generally  occurs  at 
some  time  during  the  course  of  the  disease ; 
it  may  be  seen  early  and  be  profuse  or  there 
may  be  blood  streaked  mucus.  One  must 
mention  the  occurrence  of  so-called  “current 
jelly”  sputum,  which  is  sputum  containing 
mucus  with  blood  clots  and  which  has  been 
considered  diagnostic.  However,  there  is 
nothing  diagnostic  about  the  type  of  sputum 
in  this  disease.  Profuse  pulmonary  hemor- 
rhage is  rare ; however,  this  has  occurred 
and  at  times  early  in  the  course  of  the  dis- 
ease. At  this  point  one  must  digress  to 
state  that  unexplained  cough  and  hemop- 
tysis always  demand  careful  and  thorough 
study  and  in  many  instances  bronchoscopic 
examination.  Fragments  of  tumor  tissue 
have  been  expelled  and  examination  of  such 
material  has  made  a diagnosis.2  Tubercle 
bacilli  may  be  found  in  the  sputum  as  this 
disease  may  coexist  with  lung  cancer. 

Dyspnea  may  be  present  in  all  degrees  of 
severity  and  much  depends  upon  the  struc- 
tures involved.  In  marked  bronchial  ob- 
structions or  atelectasis,  it  causes  terrific  dis- 
tress and  suffering.  Occasionally  dysphagia 
occurs  from  esophageal  involvement.  There 
is  loss  of  weight  and  strength,  also  impaired 
appetite.  Cyanosis  often  occurs  and  with 
the  development  of  pleural  effusion  or  ate- 
lectasis the  condition  may  closely  simulate 
cardiac  decompensation.  Clubbing  of  the 
fingers  is  occasionally  seen. 

At  times  the  symptoms,  at  least  the  early 
ones,  will  be  entirely  due  to  the  metastases, 
which  may  be  extensive,  involve  distant 
structures  and  the  point  of  origin  be  in  a 
small  localized  bronchial  lesion. 

Mediastinal  symptoms  are  often  encoun- 
tered, such  as  unequal  pupils,  unequal  radial 
pulse  and  blood  pressure,  dilated  chest  and 
arm  veins,  also  edema  and  congestion  of 
the  upper  half  of  the  body.  Pains  in  the 
head,  arms,  spine,  legs  may  be  present  due 
to  metastases  and  greatly  obscure  the  diag- 


nosis. Icterus  may  be  present  due  to  liver 
involvement.  Coma  from  asphyxia  is  also 
mentioned. 

Fever  is  generally  present  after  the  dis- 
ease is  well  established  and  may  be  slight 
as  100  degrees,  or  higher  and  of  a septic 
type,  particularly  in  those  cases  with  com- 
plicating abscess.  However,  occasional  cases 
are  seen  without  fever  and  some  writers 
stress  this  point  in  making  a differential 
diagnosis  between  this  condition  and  tuber- 
culosis. 

The  cough,  with  hemoptysis  and  fever, 
often  brings  such  cases  to  the  tuberculosis 
sanitarium  with  the  erroneous  diagnosis  of 
tuberculosis.  Chills  and  sweats  may  further 
complicate  the  picture.  As  can  be  noted 
from  the  above  description,  there  is  nothing 
characteristic  in  the  symptomatology  of  this 
disease. 

PHYSICAL  SIGNS 

There  is  probably  greater  variation  in  the 
physical  signs  of  this  disease  than  in  the 
symptomatology.10  There  are  no  specific 
physical  signs  and  it  may  be  said  that  no 
two  cases  are  exactly  alike.  Early  in  the 
course  of  the  disease  the  signs  may  be  nil. 
Later  there  may  be  a small  area  of  dullness 
corresponding  to  which  there  may  be  dimin- 
ished breath  sounds  and  vocal  fremitus  with 
a few  coarse  rales,  while  above  and  below 
the  involved  area  there  is  normal  resonance. 
This  is  particularly  the  case  when  the  initial 
involvement  is  parenchymal.  The  involved 
area  may  gradually  increase  in  size  until 
ultimately  an  entire  lobe  is  involved.  There 
may  be  limited  expansion  over  the  affected 
area. 

In  those  cases  ' of  bronchogenic  origin, 
atelectasis  often  is  present  and  the  signs  of 
this  condition  may  be  very  evident  onlv  to 
disappear  later  due  to  the  obstruction  mov- 
ing. In  this  type  the  neoplasm  acts  as  a 
ball  valve  foreign  body  in  the  bronchus. 
Signs  of  pleural  effusion  may  occur  at  any 
time  but  generally  later  in  the  course  of  the 
disease  and  aspiration  may  disclose  hemor- 
rhagic fluid  which  is  of  material  aid  in  arriv- 
ing at  a correct  diagnosis.  Often  in  mak- 
ing the  chest  aspiration  the  needle  will  meet 
with  the  tumor  and  this  gives  one  the  im- 
pression of  perforating  a firm  mass.  A 
large  amount  of  serosanguinous  fluid  will 
often  be  removed  and  in  a few  days  it  will 
quickly  reaccumulate.  X-rays  of  the  chest 


542 


CARCINOMA  OF  THE  BRONCHI— MAYER 


Jour.  M.S.M.S. 


following  removal  of  the  fluid  will  frequent- 
ly show  the  tumor  mass  distinctly,  especially 
if  a small  amount  of  air  is  injected.  At 
times,  with  characteristic  physical  signs  of 
fluid  present,  none  will  be  obtained  upon 
aspiration.  In  such  cases  a very  large  solid 
tumor  is  present.  Owing  to  secondary  pul- 
monary changes,  the  signs  of  pneumo- 
thorax, lung  abscess  and  empyema  are  often 
noted. 

In  certain  cases  the  physical  examination 
will  reveal  signs  chiefly  of  the  metastases 
as  has  been  previously  mentioned. 

X-RAY  FINDINGS 

The  x-ray  findings  are  variable  and  often 
the  shadows  are  very  difficult  of  interpreta- 
tion especially  in  early  cases.  However, 
progression  of  the  lesion  can  often  be  deter- 
mined with  plates  made  over  several  weeks 
period.  The  parenchymal  type  of  lung  can- 
cer is  more  evident  in  its  early  stages  by 
x-ray  examination  than  the  bronchogenic. 
Lipiodol  injections  at  times  have  given  con- 
siderable aid  in  the  x-ray  diagnosis.  The 
x-ray  is  of  value  also  in  confirming  the  clin- 
ical diagnosis  of  metastases. 

BRONCHOSCOPY 

Bronchoscopic  examination  constitutes 
one  of  the  most  important  steps  in  arriving 
at  a correct  diagnosis.  Particularly  is  this 
evident  if  a section  of  tumor  mass  can  be 
removed  and  examined  microscopically.  The 
work  of  Chevalier  Jackson  and  his  col- 
leagues has  done  much  to  impress  upon  the 
medical  profession  the  importance  of 
bronchoscopy  in  all  obscure  chest  cases. 

DIAGNOSIS  AND  TREATMENT 

The  diagnosis  would  be  correctly  made  in 
a far  greater  number  of  cases  if  this  condi- 
tion was  kept  in  mind.  Because  of  its 
peculiar  manifestations  and  rarity  as  com- 
pared with  many  chest  conditions,  it  is  not 
given  proper  consideration  by  the  medical 
profession.  The  importance  of  a careful 
history  and  complete  physical  examination, 
x-ray  and  bronchoscopic  findings  has  been 
stated.  The  removal  of  a metastatic  mass 
or  lymph  node  has  made  a correct  diagnosis 
in  many  obscure  cases.  This  condition  must 
be  differentiated  from  pulmonary  tubercu- 
losis, aneurysm,  Hodgkin’s  disease,  lung  ab- 
scess, lymphosarcoma,  foreign  body  in  the 
bronchus,  echinococcus  cyst  of  the  lung,  etc. 
Great  care  must  be  used  to  exclude 


aneurysm  because  of  danger  of  bronchos- 
copy in  such  cases. 

The  prognosis  is  not  good  and  neither  are 
the  results  of  therapy.  However,  if  an  early 
diagnosis  is  made  and  treatment  instituted, 
at  times  much  can  be  done.  For  the  pedun- 
culated type,  bronchoscopic  removal  with 
local  radium  implantation  followed  by  deep 
x-ray  therapy  may  be  followed  by  a good 
result.  Deep  x-ray  therapy  is  in  general 
use;  however,  as  these  neoplasms  are  gen- 
erally not  radiosensitive,  cures  cannot  be  ex- 
pected.4 Nevertheless  the  number  of  ap- 
parent cures  is  on  the  increase  and  everyone 
who  has  seen  groups  of  these  patients  can 
mention  proven  cases,  whose  outlook  seemed 
hopeless,  now  restored  to  health  and  normal 
activities.  Leddv  and  Vinson7  in  a recent 
paper,  presented  before  the  American 
Roentgen  Ray  Society  at  Detroit  in  Septem- 
ber, 1932,  stated  that  from  their  experience, 
palliative  treatment  is  best  accomplished  by 
high  voltage  therapy.  They  have  had 
seventy-one  proven  cases  of  bronchogenic 
carcinoma.  Twenty-nine  of  these  cases  were 
not  treated.  Ten  of  the  forty-two  patients 
treated  by  roentgen  ray  alone  were  living 
from  fifteen  months  to  four  years  after  the 
diagnosis  was  made. 

Case  Reports 

BRONCHOGENIC  CARCINOMA 

Case  1. — H.  W.,  white,  male,  aged  thirty-five,  oc- 
cupation merchant.  This  patient  was  admitted  to 
Harper  Hospital,  Detroit,  on  January  4,  1929,  and 
was  discharged  on  January  9,  1929.  On  January  2, 
1929,  he  had  a chill  with  general  aches  and  pains 
over  his  entire  body.  He  had  a temperature  of 
101  degrees  and  apparently  had  influenza.  How- 
ever, he  had  been  coughing  considerably  and  raised 
a large  amount  of  blood  tinged  sputum.  The  tem- 
perature and  coughing  subsided  in  four  days.  He 
continued,  however,  to  have  hemoptysis.  He  stated 
that  in  October,  1924,  a gastroenterostomy  had  been 
performed  for  duodenal  ulcer.  About  one  year 
later  he  had  his  first  pulmonary  hemorrhage.  This 
has  continued  at  various  intervals  since  and  the 
amount  of  blood  raised  is  from  one  teaspoonful  to 
one-half  cup.  There  was  no  loss  in  weight,  no 
night  sweats,  no  chest  pains,  his  tonsils  had  been 
removed,  no  gastric  symptoms,  no  tarry  stools. 
Family  history  is  negative.  Physical  examination 
revealed  a fairly  well  nourished  adult  male.  Pupils 
reacted  properly  to  light  and  accommodation.  Ton- 
sils have  been  removed.  Heart  was  not  enlarged, 
action  was  regular  and  there  were  no  murmurs. 
Blood  pressure  was  104/70.  Lungs : The  breath 
sounds  were  diminished  over  the  left  lung  posterior- 
ly in  the  region  of  the  angle  of  the  scapula.  Over 
this  area  were  heard  definite  moist  rales.  The  bal- 
ance of  the  physical  examination  was  negative. 

Laboratory  Data: 

Blood  count:  R.  B.  C.,  4,250,000;  Hgb.,  65  per  cent; 

W.  B.  C.,  10,600;  Polys.,  86  per  cent;  Lymph.,  15  per  cent. 

Urine  examination  was  negative. 

Sputum  was  found  negative  for  tubercle  bacillus. 

N.  P.  N.,  37.5  mgm ; blood  sugar,  0.095  mgm. 

Wassermann  test  was  negative. 
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At  that  time  x-ray  examinations  showed  promi- 
nence of  trunk  marking  in  the  lower  left  field.  The 
heart  was  not  enlarged  and  there  was  no  paren- 
chymal infiltration.  After  five  days  the  tempera- 
ture became  normal  and  the  patient  was  discharged 
from  the  hospital,  but  was  informed  that  the  hemop- 
tysis apparently  was  not  due  to  his  acute  illness 
and  that  further  investigations  should  be  made  in 
order  to  establish  its  cause.  He  was  then  referred 
to  Dr.  Louis  H.  Clerf,  Jefferson  Hospital,  Phila- 
delphia, Pa.,  for  bronchoscopic  examination.  The 
following  is  the  report  of  the  bronchoscopic  exam- 
ination as  well  as  the  histologic  report  of  tissue 
obtained : 

Bronchoscopy  for  Diagnosis  (January  19,  1929,  by 
Dr.  Louis  H.  Clerf)  : “The  trachea  and  the  right 

bronchus  appeared  practically  normal ; the  orifice 
of  the  right  upper  lobe  bronchus  seems  unusually 
prominent.  The  left  main  bronchus  appeared  nor- 
mal ; in  an  internal  subdivision  of  the  bronchus  of 
the  left  lower  lobe,  there  was  found  a large  blood 
clot.  Following  removal  of  this,  there  was  moderate 
bleeding  and  it  was  not  deemed  advisable  to  continue 
with  the  bronchoscopy.  Another  bronchoscopy  will 
be  done.” 

Bronchoscopy  for  Diagnosis  (January  21,  1929)  : 
“Following  the  removal  of  the  small  quantity  of 
blood  in  the  internal  subdivisions  of  the  left  lower 
lobe  bronchus,  there  was  found  a small  mass  of 
tissue  suggesting  granulation  tissue  springing  from 
the  posterior  bronchial  wall ; it  was  intensely  friable 
and  a small  mass  was  obtained  for  histologic  exam- 
ination.” 

Diagnosis:  Stenosis  of  subdivision  of  left  lower 

lobe  bronchus.  Inflammatory  tissue?  Malignant 
neoplasm?  Specimen  removed  for  biopsy. 

Histologic  Report:  “The  fragments  of  tissue  are 

largely  composed  of  inflammatory  exudate,  includ- 
ing fibrin,  leukocytes  and  granulation  tissue.  There 
is  a rather  marked  leukocytic  infiltration  in  the 
granulation  tissue.  A few  small  clumps  of  epithe- 
lium are  observed  scattered  throughout  the  connec- 
tive tissue,  but  evidence  of  malignancy  is  not  ob- 
served. However,  the  significance  of  the  presence 
of  the  epithelial  cells  in  the  granulation  tissue  could 
not  be  interpreted  due  to  the  fact  that  the  pieces 
were  very  small,  and  no  normal  structure  is  ob- 
served.” 

In  February,  1929,  bronchoscopic  examination  was 
repeated  by  Dr.  W.  A.  Hudson  of  Detroit,  a biopsy 
was  performed  and  this  revealed  carcinoma.  On 
May  2,  1929,  the  patient  was  bronchoscoped  by  Dr. 
Hudson  and  the  left  lower  secondary  bronchus 
showed  definite  ulceration.  It  had  the  appearance 
of  carcinoma.  Radium  was  inserted  by  Dr.  Hudson. 
Subsequently  Dr.  Leucutia  administered  deep  x-ray 
therapy.  On  July  6,  1929,  this  patient  was  again 
admitted  to  Harper  Hospital  and  bronchoscopic  ex- 
amination by  Dr.  Hudson  revealed  that  the  lower 
stem  of  the  bronchus  was  normal  except  for  con- 
gestion, which  is  moderate  in  the  region  of  the  lesion 
as  observed  on  previous  occasions.  The  mucosa  has 
a whitish  appearance;  the  lumen  of  the  bronchus 
itself  is  patent ; the  opening  of  the  tertiary  bronchus 
from  which  the  original  tumor  was  removed  was 
found  to  be  patent  and  to  possess  motility  that  is 
very  close  to  normal  and  no  evidence  of  new  growth 
has  been  seen  on  this  bronchus.  At  one  point  a 
small  protrusion  is  seen.  The  mucosa  over  this  pro- 
trusion is  whitish  color.  Because  of  this  finding 
radium  was  again  inserted.  Deep  x-ray  treatment 
was  also  instituted.  This  patient  is  today  living  and 
enjoying  good  health.  He  has  had  occasional  deep 
x-ray  treatments.  Recently  he  had  hemoptysis,  and 
chest  x-rays  were  negative.  However,  he  was 
bronchoscoped  by  Dr.  W.  A.  Hudson,  who  reported 
as  follows  (December  3,  1932)  : 


“I  saw  Mr.  H.  W.  about  the  middle  of  November, 
1932,  at  which  time  I performed  a bronchoscopy. 
It  was  noted  that  there  was  no  evidence  of  the  for- 
mer malignancy  but  at  the  site  which  was  occupied 
by  this  new  growth  there  now  remains  an  intact 
mucosa  which  does  contain  a number  of  small  fair- 
ly prominent  vessels.  Proximal  to  the  site  of  the 
former  lesion  there  was  encountered  a small  blood 
clot  which  seemed  to  be  located  in  a vessel  that  had 
previously  ruptured.  Silver  nitrate  was  applied  and 
the  patient  was  notified  of  the  findings  and  advised 
to  let  us  hear  from  him  at  regular  intervals.”  On 
September  8,  1934,  this  man  continues  to  be  in  good 
health. 

Case  1 is  an  example  of  bronchogenic 
type  of  carcinoma  seen  early,  given  inten- 
sive radium  and  deep  x-ray  therapy  with 
thus  far  an  excellent  result.  The  cancer 
may  have  arisen  in  an  ulcerated  lesion  in  his 
bronchus  which  subsequently  became  malig- 
nant. 

BRONCHOGENIC  CARCINOMA 

Case  2.  J.  M.,  white,  male,  aged  forty-eight,  oc- 
cupation— waiter. 

In  September,  1931,  this  patient  developed  a series 
of  Colds,  had  dull  aching  pains  over  the  right  chest 
anteriorly.  He  also  had  a cough  productive  of  thick 
yellow  mucus.  He  became  readily  fatigued  and  had 
night  sweats.  He  was  hospitalized  at  a hospital  in 
Detroit  and  was  said  to  have  had  bronchial  pneu- 
monia. Subsequently  he  was  discharged.  However, 
the  cough  persisted  along  with  weakness,  night 
sweats  and  loss  of  weight.  In  January,  1932,  he  was 
hospitalized  at  another  hospital  in  Detroit  and  here 
several  chest  aspirations  were  done,  also  the  opera- 
tion of  phrenicectomy.  There  was  no  history  of 
hemoptysis.  The  family  and  past  history  were  nega- 
tive. On  February  3,  1932,  he  was  admitted  to  Her- 
man Kiefer  Hospital  and  discharged  on  February 
23,  1932.  At  this  time  the  left  supraclavicular  nodes 
were  palpable.  Examination  of  the  lungs  at  that 
time  disclosed  impaired  resonance  over  the  right 
upper  half  of  the  chest  anteriorly  with  coarse  rales 
and  harsh  breath  sounds.  This  extended  well  out 
into  the  upper  portion  of  the  right  axilla.  Over  this 
area  in  the  right  axilla  the  breath  sounds  were 
diminished.  The  left  chest  was  normal.  On  Feb- 
ruary 4,  1932,  x-ray  examinations  disclosed  what 
was  considered  an  advanced  mixed  type  of  tuber- 
culosis involving  the  upper  two-thirds  of  the  right 
lung  with  a loculated  effusion.  February  10  lipiodol 
injection  disclosed  a cavity  in  the  upper  part  of  the 
right  lung. 

Laboratory  Data: 

R.  B.  C.,  4,160,000;  W.  B.  C.,  6,800;  Polys.,  80;  S. 
Monos.,  2;  L.  Monos.,  17;  Trans.,  1. 

Wassermann  test  was  negative. 

N.  P.  N.,  22.2  mgm. ; blood  sugar,  91  mgm. 

The  sputum  was  examined  nine  times  and  found 
negative  for  tuberculosis.  A direct  smear  from  the 
trachea  was  made  for  tuberculosis  and  a culture  of 
the  sputum  for  tuberculosis  was  negative. 

Bronchoscopic  examination  was  performed  by  Dr. 
Hammond  (February  4,  1932).  A 7 mm.  broncho- 
scope was  passed.  A suspicious  tumor  mass  in  the 
right  main  bronchus  near  the  junction  of  the  middle 
lobe  bronchus  was  visible.  Biopsy  taken ; unable  to 
aspirate  any  large  amount  of  pus  from  the  right 
upper  lobe  and  middle  lobe  bronchus.  Impression: 
Carcinoma  of  the  bronchus. 

Pathologic  Report:  In  a section  is  a dense  layer 

of  stratified  squamous  cells,  smaller  than  the  usual 
size  and  showing  degenerative  changes.  These  cells 
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tory  tract.)  Any  disturbance  in  the  normal 
processes  of  cell  formation  leads  to  different 
degrees  of  pneumatization  or  types  of  bone 
formation ; dissections  of  adult  temporal 
bones  show  three  types:  the  compact  or 
sclerotic ; spongy  or  diploic  and  cellular  or 
pneumatic.  In  a single  specimen  one,  two 
or  three  types  may  be  present.  In  a series  of 
several  hundred  anatomical  dissections,  it 
was  shown  that  about  22  per  cent  were 
sclerotic ; 43  per  cent  diploic,  and  35  to  36 
per  cent  were  pneumatic. 

In  this  discussion,  we  are  interested  only 
in  the  pneumatic  type  and  in  how  the  in- 
flammation gets  to  the  petrous  tip  or  apex. 
This  we  are  convinced  depends  upon  the  de- 
gree of  pneumatization  of  the  petrous  bone. 
However,  in  any  infectious  process  one 
must  not  forget  the  virulence  of  the  infec- 
tion, and  the  resistence  of  the  patient.  No 
case  of  petrositis  has  ever  been  reported  in  a 
sclerotic  temporal  bone. 

Since  pneumatization  goes  out  from  the 
tympanic  cavity  and  mastoid  antrum,  on  the 
one  hand  to  develop  the  adult  type  of  pneu- 
matized mastoid  process,  and  on  the  other  to 
develop  the  pneumatized  petrosal  pyramid — 
the  routes  of  invasion  become  important. 
They  have  been  listed  as  follows:  first  from 
the  antrum  or  epi-tympanic  space  above  or 
below  the  superior  semicircular  canal,  fol- 
lowing the  posterior  superior  surface  of  the 
petrosal  pyramid  into  the  tip ; second,  from 
the  peri-tubal  cells,  that  is,  the  cells  around 
the  eustachian  tube,  into  the  tip ; third, 
through  dehiscences  in  the  tympanic  wall,  or 
from  the  peri-tubal  cells  into  the  carotid  ca- 
nal, then  into  the  tip. 

It  cannot  be  denied,  however,  that  the 
majority  of  infections  of  the  petrous  pyra- 
mid that  reach  the  apex  or  tip,  do  so  by  di- 
rect extension  through  the  cells,  and  these 
most  often  along  the  peri-labyrinthine  cells 
originating  in  the  antrum  and  epi-tympanic 
space  of  the  middle  ear.  Therefore  this 
should  be  considered  more  as  an  extension 
from  a middle  ear  infection  than  from  a 
mastoid  infection.  All  infections,  however, 
do  not  necessarily  extend  to  the  apex,  nor 
do  they  always  involve  the  sixth  nerve. 

Clinically,  these  cases  classify  themselves 
into  two  groups:  first,  the  acute  case  where- 
in the  purulent  contents  of  the  pneumatized 
petrosal  pyramid  are  involved  in  an  acute 
infection  with  symptoms  which,  if  not 
drained,  will  early  lead  to  an  intracranial  in- 


vasion and  a development  of  generalized 
meningitis;  second,  the  chronic  case  where- 
in nature  provides  an  egress  from  the  en- 
capsuled  pus  pocket  in  the  petrous  tip,  and 
there  is  formed  a fistulous  tract  from  the 
petrous  pyramid  which  leads  to  the  tym- 
panic cavity,  the  empyema  eventually 
escaping  through  the  tympanic  membrane  as 
a persistent  profuse  otorrhea.  Such  cases 
do  not  necessarily  lead  to  meningitis  but  are 
apt  to  eventuate  in  a chronic  discharge  from 
the  middle  ear.  In  some  instances,  final  heal- 
ing results  without  surgical  intervention.  It 
has  been  shown  in  most  of  the  cases  report- 
ed, if  not  all,  that  suppuration  of  the  mas- 
toid process  preceded  the  development  of  the 
suppuration  of  the  petrous  pyramid.  All 
cases  developed  in  pneumatized  temporal 
bone  and  in  the  majority  of  instances  the 
suppuration  of  the  mastoid  process  was  op- 
erated on  and  the  middle  ear  cleared  up  and 
an  interval  of  time  elapsed  before  the  onset 
of  symptoms  denoting  the  spread  of  the  in- 
fection towards  the  pyramidal  tip.  When 
the  middle  ear  began  to  dry,  there  ensued 
after  a time  a reappearance  of  a profuse  ear 
discharge,  the  origin  of  which  could  not  be 
traced  to  the  mastoid  wound.  This  was  ac- 
counted for  by  a rupture  of  the  bone  en- 
compassed pus  pocket  into  the  middle  ear 
and  the  avenue  of  egress  being  through  the 
cells  around  the  tympanic  mouth  of  the  eu- 
stachian tube  and  from  these  to  the  middle 
ear. 

Let  me  repeat,  suppuration  of  the  petrous 
pyramid  in  a pneumatized  bone  must  be 
considered  as  a complication  of  purulent 
otitis  media  rather  than  complication  of 
mastoiditis. 

The  symptomatology  of  suppuration  of 
the  petrous  tip  has  been  divided  into  four 
periods:  first,  the  period  of  eye  pain  and 
aural  discharge;  second,  the  period  of  low 
grade  sepsis;  third,  the  period  of  quies- 
cence ; and  fourth,  the  meningitic  period. 
The  eye  pain  in  the  majority  of  instances  is 
the  first  symptom  to  make  its  appearance, 
although  occasionally  it  is  preceded  by  or  as- 
sociated with  a sharp  pain  in  the  ear  itself. 
The  pain  is  in  the  eye  on  the  side  of  the  le- 
sion and  is  sometimes  felt  directly  within 
the  orbit  itself.  It  is  described  as  a deep 
seated  ocular  pain  and  at  the  onset  is  noc- 
turnal in  character.  During  the  day  the  pa- 
tient is  more  or  less  comfortable,  but  as  eve- 
ning comes  on  the  pain  becomes  more  and 
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more  intense.  The  patient  describes  it  as  be- 
ing just  above  the  eye  or  through  the  eye- 
ball. This  peculiar  type  of  pain  is  highly 
significant  of  petrosal  tip  suppuration  and 
puts  one  on  his  guard  to  look  for  this  com- 
plication. It  is  the  result  of  an  irritation  of 
the  first  or  ophthalmic  branch  of  the  fifth 
nerve,  which  is  firmly  bound  down  to  the 
temporal  bone  in  its  course  from  the  gan- 
glion to  and  through  the  cavernous  sinus. 
This  branch,  altogether  sensory  in  function, 
supplies  the  eyeball,  the  lacrimal  gland,  the 
skin  of  the  nose,  the  upper  eyelid,  forehead 
and  scalp. 

The  presence  of  post-operative  pain  after 
surgery  on  the  mastoid  process  is  to  be  ex- 
pected. When,  however,  this  pain  assumes 
definite  characteristics,  it  is  usually  signifi- 
cant of  some  complication.  A dull  aching 
pain  felt  on  the  side  of  the  head,  in  the  neck, 
and  persisting  for  a time  after  operative  in- 
terference, is  very  significant  of  lateral  sinus 
thrombosis.  Pain  in  the  nape  of  the  neck, 
and  in  the  occiput,  makes  one  suspicious  of 
an  impending  meningitis. 

A posterior  fossa  lesion  cannot,  for  ana- 
tomical reasons,  involve  the  region  of  the 
Gasserian  ganglion.  Since  the  tentorium 
separates  the  middle  from  the  posterior 
fossa,  therefore  the  fifth  nerve,  which  is 
wholly  situated  in  the  middle  cranial  fossa, 
is  not  affected  by  a localized  infection  in 
the  posterior  fossa.  It  is  clear  that  pain  in 
the  face  and  teeth  can  occur  with  a lesion  lo- 
cated anywhere  in  the  middle  ear  or  mastoid 
process.  This  pain  will  be  relieved,  how- 
ever, as  soon  the  source  of  irritation  in  the 
middle  ear  or  mastoid  is  removed.  When 
surgical  removal  of  the  purulent  focus  in 
the  mastoid  process  and  in  the  middle  ear 
does  not  result  in  cessation  of  pain,  distrib- 
uted over  an  area  supplied  by  the  second 
and  third  branch  of  the  fifth  nerve,  the  per- 
sistence of  pain  should  be  viewed  as  suspi- 
cious of  a petrous  tip  suppuration,  particu- 
larly when  it  is  continuous  and  not  of  the 
spasmodic  type  like  tic  douloureux  or 
neuritis. 

In  petrosal  tip  suppuration,  we  are  more 
likely  to  get  a constant  ache  than  a spas- 
modic pain.  It  has  been  the  experience  of 
most  otologists  that  a simple  complete  mas- 
toidectomv  will  cause  the  middle  ear  to 
cease  discharging  within  one  to  three  weeks 
after  the  operation.  In  petrosal  tip  suppura- 
tion, the  middle  ear  continues  to  discharge 


until  the  lesion  in  the  petrosal  tip  is  identi- 
fied and  eradicated,  or  else  after  a period 
during  which  the  ear  was  dry  a profuse 
discharge  suddenly  reappears  at  the  same 
time  or  shortly  before  the  onset  of  the  eye 
pain.  There  have  been  other  signs  which 
occasionally  present  themselves  early  in  the 
course  of  petrosal  suppuration,  but  are  not 
diagnostic.  They  are:  facial  weakness, 

vertigo,  nystagmus  and  vomiting.  The  eye 
grounds  or  fundus  examinations  are  usuallv 
negative,  and  all  laboratory  tests  are  of  no 
value,  except  the 

X-ray  Findings. — When  a low  grade  sep- 
sis continues,  accompanied  by  eye  pain  and 
aural  discharge,  in  a pneumatized  mastoid 
or  temporal  bone,  it  is  viewed  very  stronglv 
as  evidence  of  petrosal  tip  suppuration. 
When  the  drainage  is  established,  either 
spontaneous  or  by  operative  measures,  the 
fever  subsides  and  the  temperature  grad- 
ually returns  to  normal.  This  is  followed  bv 
a period  of  quiescence  which,  in  the  cases 
reported  by  Dr.  Kopetzky,  varied  from  five 
to  nineteen  days,  in  which  they  are  free 
from  all  pain  of  diagnostic  importance. 
From  the  standpoint  of  the  patient’s  safety, 
this  period  is  considered  by  Dr.  Kopetzky 
as  the  most  dangerous  one,  since  the  evi- 
dence leads  both  patient  and  physician  to 
conclude  that  the  lesion  is  clearing  up.  On 
the  contrary,  this  period  coincides  with  the 
invasion  of  the  endocranium.  As  the  lesion 
progresses,  if  sufficient  drainage  is  not  estab- 
lished through  the  peritubal  cells  or  through 
the  tract  of  invasion,  the  apex  becomes 
eroded.  Once  the  perforation  has  been 
formed  there  results  an  extra  dural  abscess 
which  bears  the  same  relationship  to  the  dis- 
appearance of  pain  in  the  lesion  under  dis- 
cussion as  does  the  formation  of  a subperi- 
osteal abscess  in  an  acute  mastoiditis.  The 
inflammatory  tension  on  the  dura  in  one  in- 
stance and  on  the  periosteum  in  the  other  is 
relieved.  The  terminal  period  presents  in 
the  main  a clinical  picture  of  an  acute  pur- 
ulent meningitis.  One  notes  a gradual  on- 
set of  cervical  rigidity,  high  temperature, 
Kernig,  severe  generalized  headache,  pro- 
jectile vomiting,  and  a purulent  spinal  fluid. 
It  is  with  great  interest  to  the  clinicians 
that  in  none  of  Dr.  Kopetzky’s  cases  re- 
ported through  1931  was  the  sixth,  or  ab- 
ducens,  nerve  involved.  On  the  other  hand, 
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many  cases  are  on  record  wherein  an  ab- 
ducens  paralysis  has  been  found  associated 
with  a suppurative  lesion  in  the  petrous  tip. 
Because  of  the  fact  that  abducens  palsy  is 
not  a constant  symptom  in  the  sense  that 
retro-orbital  pain  and  persistent  otorrhea 
with  low  grade  sepsis  are  constant,  it  should 
not  be  looked  upon  as  a necessary  factor  in 
the  establishment  of  a diagnosis  of  purulent 
petrositis. 

We  have  taken  up  this  point  in  detail  be- 
cause of  the  insistence  of  some  men  to  make 
their  diagnosis  upon  the  classical  Graden- 
igo  syndrome.  The  laboratory  findings  in 
these  cases  are  not  diagnostic  excepting  the 
x-ray  and  in  every  ase  where  you  are  deal- 
ing with  a pneumatic  mastoid  I believe  that 
a ray  should  be  taken  of  the  petrosal  tip  at 
the  time  of  x-ray  of  the  mastoid  cells.  All 
of  the  cases  reported  before  the  primary  op- 
eration on  the  mastoid  process  showed  on 
x-ray  examination  extensive  cellular  ele- 
ments or  a very  completely  pneumatized 
mastoid  bone.  The  ray  of  the  mastoid 
showed  that  the  pneumatization  had  ex- 
tended to  the  zygoma,  the  squama,  and  oc- 
cipital bone,  and  suggested  the  possibilities 
that  the  petrous  pyramid  was  also  pneumatic. 
By  our  method  of  x-ray  we  can  now  take 
x-rays  of  the  petrous  pyramid  and  in  many 
instances  note  the  progress  of  the  infection 
in  that  direction. 

REPORT  OF  CASE 

The  patient  was  a nine  year  old  girl  who  had  been 
having  ear  trouble  for  about  one  year  prior  to  her 
admittance  to  the  clinic.  Her  previous  history 
showed  that  she  had  whooping  cough  two  years 
before,  and  measles  three  months  before.  Follow- 
ing the  attack  of  measles,  she  developed  more  defi- 
nite symptoms  of  mastoiditis.  She  was  admitted  to 
the  hospital  July  26,  1932,  and  was  operated  on  Au- 
gust 2,  1932.  There  was  no  dural  exposure,  but  the 
lateral  sinus  was  exposed.  The  mastoid  cavity  was 
very  large  and  deep  and  there  were  cells  extending 
behind  the  lateral  sinus  and  into  the  zygoma  and 
into  the  tip  cells,  showing  it  to  be  a large  pneu- 
matic mastoid.  The  patient  was  discharged  eight 
days  after  operation,  with  a normal  temperature, 
and  with  her  ear  still  discharging.  She  returned  to 
the  clinic  one  week  later,  August  17,  with  the  his- 
tory of  high  temperature  the  night  before  and  was 
admitted  to  the  hospital  for  observation.  The  tem- 
perature subsided,  but  ran  a rather  irregular  course, 
not  going  above  100.  She  complained  of  a headache 
which  extended  behind  the  right  eye  and  there  was 
evidence  of  partial  paralysis  of  facial  nerve  and 


the  extra-ocular  muscles.  The  ear  was  discharging 
more  freely  but  the  discharge  from  the  mastoid 
wound  was  lessening  in  amount.  The  headache  and 
paralysis  progressed  and  she  was  again  operated  on 
September  2,  1932.  At  this  time  granulation  tissue  in 
the  mastoid  cells  was  curetted  out  and  the  cavity  and 
cells  were  cleaned  out  behind  and  below  the  semicir- 
cular canals.  There  was  a fistulous  tract  extending 
down  in  the  petrous  portion  of  the  temporal  bone. 
The  mastoid  culture  showed  a streptococcus  infection. 
The  blood  showed  12,800  white  cells  and  80  per  cent 
polymorphonuclears.  Blood  Wassermann  test  was 
negative.  At  this  operation  there  was  also  an  ex- 
tensive exposure  of  the  dura.  The  facial  paralysis  pro- 
gressed and  the  patient  developed  a definite  nystag- 
mus. The  headache  and  eye  pain  disappeared  fol- 
lowing this  second  operation.  Three  days  after  the 
operation,  the  spinal  cell  count,  which  was  above 
normal  at  time  of  operation,  was  2,900,  with  a 95 
per  cent  polymorphoneuclears,  but  no  organisms 
were  found.  Repeated  spinal  and  cistern  punctures 
were  taken  daily  for  five  days.  The  spinal  fluid  cell 
count  dropped  to  180  cells  with  90  per  cent  lympho- 
cytes. At  no  time  was  there  a positive  culture  from 
the  spinal  fluid.  The  last  spinal  puncture  was  done 
September  10,  1932.  At  no  time  did  the  fundus  ex- 
amination show  pathological  changes.  The  nystag- 
mus cleared  and  the  eye  muscles  regained  their  nor- 
mal function.  The  child  improved  quite  rapidly  and 
the  facial  paralysis  was  clearing  up,  at  time  of  dis- 
charge from  the  hospital,  which  was  four  weeks 
after  the  second  operation.  The  eye  could  be  closed 
almost  completely,  and  the  right  corner  of  the 
mouth  could  be  pulled  over  almost  normally.  The 
ear  was  dry,  and  the  hearing,  which  was  somewhat 
impaired  at  the  time  of  operation,  was  improved  to 
about  80  per  cent  normal.  This  I consider  a case 
of  petrositis  which  was  drained  posteriorly  to  the 
semicircular  canal,  due  to  the  fistulous  tract  which 
was  found  extending  into  the  petrous  tip. 

In  conclusion,  I wish  to  state  that  cellular 
structure  of  the  petrous  portion  or  pyrami- 
dal tip  of  the  temporal  bone  is  more  fre- 
quent than  is  generally  known.  It  can  be 
expected  in  any  temporal  bone  which  shows 
a fully  pneumatized  mastoid  structure  on 
x-ray  examination.  When  the  cells  of  the 
petrous  tip  become  infected  it  is  considered 
a complication  of  the  middle  ear  rather  than 
of  the  mastoid  cells.  The  first  definite  clin- 
ical sign  to  appear  is  pain  in  the  area  sup- 
plied by  the  ophthalmic  branch  of  the  tri- 
geminal nerve  which  is  in  the  region  of  the 
eye.  The  sixth  nerve  may  or  may  not  be  af- 
fected, therefore  the  Gradenigo  syndrome, 
as  such,  is  not  diagnostic  of  petrositis. 

The  only  laboratory  examination  of  any 
benefit  in  following  the  clinical  course  is  the 
x-ray  of  the  mastoid  and  the  petrous  tip. 
Infections  of  the  petrous  tip  following  com- 
plete mastoid  operations  show  themselves 
clinically  as  chronic  otorrheas,  when  they  do 
not  early  lead  to  meningitis  or  are  not 
cleared  up  by  operative  procedures. 
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SOME  OF  TODAY’S  PROBLEMS 


DON  W.  GUDAKUNST,  M.D.f 

DETROIT,  MICHIGAN 

The  successive  introduction  of  the  culture  method  of  diagnosis,  the  discovery  and  per- 
fection of  antitoxin,  the  extended  use  of  various  prophylactic  agents  such  as  toxin  anti- 
toxin and  toxoid,  have  all  of  course,  markedly  reduced  the  incidence  of  the  disease,  but 
they  have  not  either  singly  or  combined,  as  yet,  eradicated  diphtheria.  Each  new 
weapon  exhibited  in  the  fight  against  this  disease  brings  forth  new  and  more  complex 
problems  needing  our  attention.  It  was  pointed  out  by  Godfrey}  that  the  protection  of 
30  per  cent  or  more  of  the  preschool  population  and  from  50  to  70  per  cent  of  the  school 
age  group  seems  to  prevent  the  appearance  of 


diphtheria  in  epidemic  form.  In  his  original 
contribution  Godfrey  named  two  exceptions, 
of  which  Detroit  was  one,  where  this  seem- 
ingly had  not  been  brought  about.  Detroit 
had  continued  a high  case  rate  in  spite  of  a 
high  protection  rate. 

In  an  attempt  to  find  the  reason  for  this 
exception,  last  year  Detroit  started  a de- 
tailed epidemiological  analysis  of  the  situa- 
tion as  it  existed  at  that  time.  In  an  unpub- 
lished paper  presented  before  the  American 
Public  Health  Association  in  1932,  Vaughan 
and  Gudakunst  showed  that  the  thirty  per 
cent  rule  of  Godfrey’s  did  hold  in  Detroit 
when  the  figures  for  the  city  were  broken 
down  into  thirty  some  small  areas.  It  was 
shown  that  when  the  immunization  rate  of 
any  of  these  small  areas  was  above  thirty 
per  cent  for  the  preschool  group,  that  this 
area  did  not  have  diphtheria  in  epidemic 
proportions.  This  study  was  continued  dur- 
ing the  year  in  order  to  determine  some  of 
the  factors  that  might  be  contributing  to  the 
spread  of  the  disease  throughout  the  city. 

A group  of  six  especially  well  trained 
field  nurses  was  placed  under  the  joint  su- 
pervision of  the  head  of  the  communicable 
disease  nursing  division  and  of  a physician 
acting  as  diphtheria  controller  for  the  city. 
Every  case  of  diphtheria  reported  to  the  de- 
partment has  been  carefully  studied  by  this 
staff — studied  as  to  possible  source,  spread, 
and  the  immunization  history  of  the  patient 
and  all  the  contacts.  Much  valuable  epidem- 
iological information  is  being  gathered  by 
the  efforts  of  this  group.  Only  a few  of  the 
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factors  involved  in  the  continuation  of  the 
spread  of  the  disease  can  be  presented  in 
this  paper. 

In  the  latter  part  of  March,  1933,  our  at- 
tention was  called  to  the  fact  that  an  inor- 
dinately large  percentage  of  our  reported 
cases  were  in  some  way  associated  with  two 
of  our  large  hospitals,  which  we  shall  desig- 
nate as  Hospital  A and  Hospital  B.  For 
the  most  part,  the  patients  reported  as  hav- 
ing diphtheria  had  not  themselves  been  pa- 
tients in  these  hospitals  but  it  was  observed 
that  some  other  member  of  their  family  had 
been  cared  for  during  the  immediate  past. 
Of  the  two  institutions,  Hospital  A contrib- 
uted by  far  the  greater  number,  and,  because 
of  the  nature  of  the  institution,  lent  itself 
to  a more  careful  epidemiological  study. 
Of  a total  of  269  consecutive  proven  cases 
reported  in  Detroit  from  March  1 through 
August  31,  there  were  forty-eight  (18  per 
cent)  that  had  in  some  manner  been  associ- 
ated with  Hospital  A.  This  was  too  great  a 
number  to  be  mere  chance  and  the  condition 
had  persisted  over  too  definite  a period  of 
time  to  allow  for  any  other  thought  to  be 
held  but  that  in  some  way  this  hospital  was 
a major  factor  in  the  spread  of  the  disease. 
Of  210  previously  reported  consecutive 
proven  cases,  only  five  had  been  so  associ- 
ated with  this  hospital.  Due  to  a combina- 
tion of  circumstances  the  first  part  of  the 
outbreak  connected  with  this  institution  was 
not  completely  studied ; however,  it  contin- 
ued during  the  months  of  May,  June,  and 
July.  During  this  time,  a similar  proportion 
of  cases  were  associated  with  this  hospital 
as  during  the  first  part  of  the  period.  It 
was  found  that  by  far  the  greatest  number 
of  cases  arising  in  connection  with  this  out- 
break were  persons  associated  with  children 
in  attendance  at  the  mastoid  dressing  clinic 
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of  the  out-patient  department.  1 here  were 
thirty-five  diphtheria  cases  reported  in 
twenty-eight  families,  all  of  whom  had  one 
or  more  of  their  children  in  attendance  at 
this  particular  clinic  from  one  to  three  times 
a week. 

Every  child  attending  this  clinic,  all  of  the 
professional  staff,  the  parents  and  guardians 
accompanying  the  children  to  the  hospital, 
and  all  others  coming  in  contact  with  this 
part  of  the  hospital  program  were  repeated- 
ly cultured  for  the  presence  of  Klebs- 
Loeffier’s  Bacillus.  No  adults,  parents, 
nurses,  maids,  or  physicians  were  found  to 
be  carriers.  This  condition  was  true  not 
only  at  the  onset  but  remained  so  through- 
out the  several  months  of  the  outbreak. 
However,  of  the  ninety-one  children  in  at- 
tendance at  this  clinic  during  the  latter  part 
of  June  and  the  first  part  of  July,  there  were 
thirty-three  who  had  positive  cultures  of 
either  the  nose,  throat,  mastoid  wound  or 
of  all  three.  There  were  36.4  per  cent  of 
the  children  with  positive  cultures  found  to 
have  a virulent  organism. 

The  group  of  children  with  positive  cul- 
tures, both  virulent  and  non-virulent,  were 
separated  from  the  rest  of  the  clinic.  They 
were  denied  the  privilege  of  coming  to  the 
hospital  on  a public  conveyance.  They  were 
held  in  partial  isolation  at  home  by  the  use 
of  a warning  sign.  They  were  collected  in 
a city  bus  and  brought  to  the  clinic  for  the 
necessary  medical  care  at  a time  when  they 
would  not  be  associated  with  other  children. 
While  in  the  clinic  they  were  given  addi- 
tional treatments  directed  at  the  eradication 
of  the  carrier  state.  While  final  reports  are 
not  yet  available,  it  seems  that  satisfactory 
results  were  obtained  by  spraying  the  nose, 
throat,  and  wounds  with  various  antiseptics 
such  as  mercurochrome,  aqueous  solution  of 
merthiolate,  organic  silver  salts,  etc.  During 
the  last  month  of  observation,  there  were 
but  four  additional  carriers  who  were  dis- 
covered among  the  remaining  children  of 
this  entire  clinic  which,  with  its  various 
constant  additions,  involved  150  children  in 
all. 

During  this  period  of  time,  numerous 
carriers  were  discovered  through  various 
channels  throughout  the  rest  of  the  city. 
All  who  could  possibly  do  so  were  sent  to 
physician’s  private  offices  for  treatments.  It 
was  found  advisable  to  collect  the  remainder 
by  bus  and  establish  a treatment  clinic  for 


them  at  the  city  communicable  disease  hos- 
pital, where  the  same  technic  of  treatment 
was  used  as  with  the  group  described  for 
the  out-patient  department  of  Hospital  A. 

Of  the  group  of  thirty-five  children  with 
positive  diphtheria  cultures,  there  was  but 
one  who  subsequently  developed  diphtheria 
in  a clinical  form.  This  child  was  detected 
with  a positive  culture  during  what  un- 
doubtedly was  the  incubation  period  of  the 
disease  and  should  not  be  considered  as  a 
true  carrier.  None  of  the  remaining  thirty- 
four  developed  diphtheria  but  there  were 
five  additional  cases  developing  in  the  fami- 
lies of  these  individuals,  even  after  they  had 
been  detected,  after  treatment  had  been 
started  and  all  precautions  taken  to  safe- 
guard the  home. 

Of  this  group  of  true  carriers  known  to 
be  infected  with  a virulent  strain  of  the  or- 
ganism— virulent  as  demonstrated  both  by 
laboratory  and  clinical  tests — there  was  a de- 
gree of  immunity  that  must  be  considered. 
The  one  child  who  developed  diphtheria 
among  this  group  had  never  been  protected 
by  the  use  of  toxin  antitoxin  or  toxoid ; 
there  was  no  record  of  a Schick  test  having 
been  done.  Of  all  the  rest,  thirty-four  in 
number,  twenty-eight  had  received  active 
protection  at  some  time  in  the  past.  Four 
others  were  found  to  be  Schick-negative. 
The  remaining  two  gave  no  history  of  ac- 
tive protection.  These  two  were  eight  and 
nine  years  of  age. 

Here  we  have  a situation  of  the  greatest 
importance.  This  was  a group  of  children 
largely  of  the  younger  ages  gathered  to- 
gether for  brief  periods  of  time  from  all 
parts  of  the  city.  An  epidemic  developed 
among  them — an  epidemic  that  was  without 
symptoms.  These  children  had  entered  this 
group  free  from  infection,  as  demonstrated 
by  negative  admittance  cultures.  There  was 
no  way  of  diagnosing  or  suspecting  the  state 
without  repeated,  careful,  laboratory  exami- 
nations. These  children  were  merely  car- 
riers of  the  disease  and  they  were  spreading 
the  true  disease  to  all. other  parts  of  Detroit. 
They  had  been  so  protected  by  the  produc- 
tion of  an  artificial  immunity  that  they 
themselves  did  not  become  ill.  They  were 
not  contacts  to  cases  of  diphtheria  but  were 
merely  contacts  to  other  carriers.  In  other 
words,  we  have  here  an  epidemic  of  carriers 
made  possible  by  the  very  device  that  was 
intended  to  protect  the  community  from 
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diphtheria.  Unwittingly  these  persons  acted 
as  the  agents  for  the  spread  of  the  disease 
far  more  effectively  than  if  they  had  not 
been  protected.  For,  if  they  had  not  had 
active  immunity  induced,  they  undoubtedly 
would  have  developed  clinical  symptoms  and 
would  have  been  placed  under  quarantine 
restraint  before  there  was  the  opportunity 
of  producing  as  much  damage  as  they  did  in 
this  way. 

These  children  carrying  the  diphtheria 
germs  into  various  parts  of  the  city  gave 
rise  to  at  least  forty-eight  additional  cases. 
We  have  no  way  of  telling  how  many  of  the 
other  cases  for  which  we  have  not  been  able 
to  find  a definite  source  might  have  likewise 
been  associated  with  this  same  small  group 
of  carriers.  Nothing  in  this  argument 
should  be  taken  as  an  incrimination  of  the 
value  of  diphtheria  protection.  The  exact 
opposite  is  intended.  It  shows  that  there  is 
still  great  need  for  immunizing  a still  higher 
percentage  of  all  our  children.  It  is  safe  to 
assume  that  the  hazards  for  the  individual, 
unprotected  child  are  greater  than  they 
might  have  been  without  the  protection  be- 
ing given  to  such  a large  percentage  of  other 
children.  The  unprotected  child  is  now 
faced  with  an  increased  number  of  carriers 
among  his  associates. 

The  epidemic  of  carriers  spread  from  the 
out-patient  department  of  Hospital  A to  in- 
patients. There  were  comparatively  few 
cases,  however,  as  the  result ; one  physician, 
one  nurse,  and  not  over  four  children  was 
the  entire  toll. 

A similar  diphtheria  carrier  problem  arose 
in  Hospital  B,  but  because  of  the  difference 
in  age  of  patients,  type  of  case  admitted, 
and  the  length  of  stay  both  in  the  hospital 
and  in  the  out-patient  department,  different 
epidemiological  manifestations  were  present 
and  different  control  measures  were  insti- 
tuted. The  problem  here  was  one  of  isola- 
tion of  the  positive  case  from  the  non- 
infected  individual.  This  was  accomplished 
by  admitting  all  children  into  a quarantined 
area  where  they  were  kept  until  the  culture 
report  of  nose,  throat  or  abnormal  dis- 
charge, or  wound  was  received.  If  the  re- 
port was  negative  they  were  assigned  from 
the  quarantined  area  to  the  appropriate 
ward  or  service  of  the  hospital.  If  the  re- 
port was  positive  they  were  removed  to  an 
isolation  ward  for  further  study  and  ob- 
servation. If  the  case  was  determined  to  be 


a true  carrier,  the  child  was  then  trans- 
ferred to  the  city  contagious  hospital.  In 
many  instances  it  was  found  that  there  was 
but  a single  report  of  a positive  culture.  In 
certain  of  these  the  culture  was  found  to  be 
virulent.  While  this  group  of  what  might  be 
termed  transient  virulent  carriers  is  not 
large  and  the  study  of  their  immunization 
history  is  by  no  means  complete,  there  are 
several  leads  that  need  to  be  followed.  It 
was  noted,  for  instance,  that  of  ten  such 
cases  there  were  four  who  gave  a history  of 
previous  diphtheria  having  taken  place  one 
or  more  years  in  the  past.  This,  taken  in 
connection  with  the  fact  that  none  of  the 
persistent  carriers  gathered  in  the  group 
from  Hospital  A had  been  reported  as  diph- 
theria cases  in  the  past,  may  be  of  some  sig- 
nificance. Different  types  of  immunity  may 
be  induced  by  artificial  and  natural  immuni- 
zation methods. 

The  prevalence  of  positive  cultures 
among  the  childhood  patients  admitted  to 
Hospital  B was  at  times  alarmingly  high. 
From  July  10  to  August  10  there  were  233 
children  between  the  ages  of  six  months  and 
fourteen  years,  drawn  from  all  parts  of  the 
city,  admitted  to  this  hospital.  Twenty-one 
(9  per  cent)  were  positive  carriers  of  diph- 
theria organisms.  During  the  following 
month  there  were  207  such  admissions,  of 
whom  but  six  (3  per  cent)  were  positive. 

This  carrier  epidemic  was  not  confined  to 
these  two  hospitals  and  nothing  in  this  dis- 
cussion should  be  construed  to  in  any  man- 
ner be  a criticism  of  the  operation  or  man- 
agement of  either  of  the  two  hospitals 
studied.  It  was  only  through  their  splendid 
cooperation  that  the  work  and  necessary 
control  practices  could  be  carried  out. 

The  menace  of  the  carrier  spread  involved 
also  the  private  practice  of  medicine.  One 
physician  with  an  extensive  mastoid  practice 
who  had  been  apprised  of  the  situation  as 
we  had  found  it,  immediately  began  cultur- 
ing all  abnormal  discharges ; not  only  once, 
but  repeatedly.  One  of  his  patients,  who 
had  been  under  his  care  for  approximately 
six  weeks  and  who  had  had  a series  of  nega- 
tive cultures  of  nose,  throat  and  mastoid, 
suddenly  was  found  to  have  diphtheria  ba- 
cilli in  the  discharge  from  the  mastoid 
wound.  This  condition  was  reported  to  the 
Department  of  Health  and  one  of  the  corps 
of  special  nurses  assigned  to  study  the  case. 
We  found  in  the  course  of  our  routine  in- 
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vestigation  that  a twelve  year  old  girl  had 
acted  as  nursemaid  for  this  mastoid  patient 
for  the  preceding  few  days.  On  the  day  of 
our  investigation  this  patient  was  reported 
by  her  private  physician  as  having  diphthe- 
ria which  terminated  fatally.  The  conclu- 
sion was  drawn  as  a result  of  this  investiga- 
tion that  this  second  child  developed  her 
diphtheria  as  the  result  of  association  with 
the  carrier  state  of  the  mastoid  wound.  In- 
stances of  this  sort  have  repeatedly  occurred 
during  the  past  year.  When  diligent  search 
is  made,  over  fifty  per  cent  of  the  cases  can 
be  attributed  to  a definite  source,  over  half 
of  which  we  have  classified  as  carriers. 

Another  point  that  has  been  most  force- 
fully brought  to  our  attention  during  the 
recent  past  is  the  relative  lack  of  reliance 
that  can  be  placed  in  the  virulence  test  as  a 
measure  of  the  menace  of  a diphtheria  car- 
rier to  the  public.  We  shall  cite  but  two  in- 
stances to  illustrate  this  point.  The  first  is 
that  of  a nurse  who  had  been  on  duty  at  the 
contagious  disease  hospital.  This  girl  de- 
veloped a diphtheria  carrier  condition  which 
was  particularly  resistant.  The  organisms 
were  at  first  demonstrated  to  be  virulent  as 
tested  with  a guinea  pig.  Her  nose  and 
throat  were  treated  by  various  methods.  At 
the  end  of  six  weeks  her  cultures  were  only 
occasionally  positive ; then  they  became  non- 
virulent.  The  patient  was  discharged  from 
the  hospital,  where  she  had  been  kept  under 
isolation  during  this  time.  She  returned  to 
her  home  with  her  mother,  who  within  one 
week  developed  a sore  throat  which  six  days 
later  was  diagnosed  diphtheria.  As  a result 
of  the  delay  the  mother,  after  a few  more 
days  of  illness,  died  of  this  condition. 
Three  days  following  the  death  the  nurse 
herself  developed  clinical  diphtheria. 

A second  case  is  that  of  a boy  who  was 
transferred  from  a local  hospital  to  the  con- 
tagious disease  hospital  because  of  scarlet 
fever.  During  the  course  of  this  illness  the 
child  developed  a positive  Klebs-Loeffler’s 
culture  of  both  nose  and  throat.  He  had 
been  actively  immunized  and  did  not  de- 
velop diphtheria.  He  was  kept  in  the  con- 
tagious disease  hospital  for  one  month  fol- 
lowing his  recovery  from  scarlet  fever  sole- 
ly because  of  a persistently  positive  culture. 
Three  successive  negative  cultures  were 
then  obtained  and  he  was  transferred  to  an 
orthopedic  convalescent  home  in  a nearby 
city.  At  this  institution  his  culture  was 


found  to  once  more  be  positive.  This,  how- 
ever, was  on  two  occasions  reported  to  be 
nonvirulent.  This  condition  persisted  irreg- 
ularly for  over  six  weeks.  No  clinical  cases 
developed  in  this  convalescent  home  as  all 
children  in  this  institution  had  received  ac- 
tive diphtheria  protection  and  were  known 
to  have  a negative  Schick  test.  However, 
because  of  the  possible  hazard  to  the  insti- 
tution this  child  was  returned  to  his  home  in 
Detroit.  Within  a few  days  after  this  his 
mother,  whom  he  had  not  seen  since  the  on- 
set of  his  scarlet  fever  many  months  pre- 
viously, developed  diphtheria. 

These  are  but  two  typical  cases  of  many 
instances  of  the  same  sort.  After  protracted 
periods  of  observation  and  superficial  treat- 
ment, carriers  were  found  to  have  but  ir- 
regularly positive  cultures  that  were  non- 
virulent, but  when  these  same  patients  with 
their  supposedly  nonvirulent  cultures  were 
moved  to  an  essentially  new  environment, 
where  there  were  susceptible  contacts,  cases 
of  diphtheria  occurred.  This  sort  of  thing 
is  not  subject  to  definite  statistical  proof — 
it  is  always  possible  that  the  case  developed 
as  the  result  of  exposure  to  some  other 
source,  but  having  happened  so  frequently 
we  believe  that  the  safer  interpretation  is 
that  it  is  the  result  of  reliance  being  falsely 
placed’  on  a nonvirulent  report  from  the 
laboratory. 

SUMMARY 

Each  new  weapon  added  to  the  armamen- 
tarium in  the  fight  against  diphtheria  brings 
forth  an  array  of  new  problems  that  have 
to  be  combated  by  extra  precautions. 

The  immunization  of  large  numbers  of 
children  seems  to  have  increased  the  per- 
centage of  carriers. 

This  increase  in  carrier  rate  at  times  has 
amounted  to  epidemic  proportions  and  the 
state  is  passed  from  individual  to  individual 
so  that  the  source  of  a particular  case  is  at 
times  difficult  to  determine  when  this  situa- 
tion is  not  realized. 

Mastoid  wounds  seem  to  offer  a particu- 
larly good  field  for  the  development  of  the 
organism  without  clinical  manifestations. 

1 his  conditions  has  been  observed  in  both 
institutional  and  private  practice  cases. 

The  chronic  carrier  does  not  suddenly  lose 
the  diphtheria  organisms  but  has  periods  of 
various  lengths  during  which  the  field  seems 
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to  be  free  from  this  infection — only  to  have 
the  condition  recur  in  a dangerous  way. 

Absolute  reliance  cannot  be  placed  on  the 
nonvirulent  culture  as  repeatedly  individuals 
seem  to  have  produced  secondary  cases  after 
the  report  of  a nonvirulent  culture  has  been 
obtained. 

The  hazard  for  the  nonprotected  child 


seems  to  have  been  increased,  or  at  least  not 
materially  lessened,  by  the  extensive  use  of 
active  immunity-producing  preparations. 

Increased  protection,  involving  a larger 
number  of  children,  is  essential.  Individual 
risks  for  the  unprotected  child  must  increase 
in  proportion  to  the  number  of  positive  car- 
riers existing  a community. 


THE  RELATION  OF  ROENTGENOLOGY  TO  OBSTETRICS  AND 

GYNECOLOGY* 


ARTHUR  R.  BLOOM,  M.D.f 

DETROIT,  MICHIGAN 


The  first  attempt  to  demonstrate  the  foetal  skeleton  in  utero  by  roentgenography  was 
not  encouraging.  Although  Levy-Dorn25  recognized  the  foetal  skull  in  a pregnant  woman 
on  an  x-ray  film  in  1897  and  Mullerheim28  reported  a similar  observation  in  1898,  other 
obstetricians  using  exposures  lasting  about  one  hour  and  a half  failed  to  obtain  satisfac- 
tory results.  As  late  as  1908  Bouchacourt4  stated  that  it  was  impossible  to  secure  a roent- 
genogram of  a living  foetus.  He  believed  if  a skeletal  shadow  was  obtained  it  was  a 
sign  of  foetal  death.  However,  in  1904  Albers-Scbonberg2  improved  the  technic  so  that 
more  satisfactory  roentgenograms  of  the 
foetal  skeleton  in  utero  were  obtained.  Sub- 
sequent advances  and  developments  in  x-ray 
apparatus  such  as  the  transformer,  intensi- 
fying screens  and  the  Bucky  diaphragm 
have  so  improved  the  technic  that  at  the 
present  time  we  are  able  to  obtain  satisfac- 
tory demonstrations  of  the  foetal  skeleton 
from  as  early  as  the  fifteenth  week  onwards. 

Exposures  are  now  made  lasting  only  a few 
seconds. 


throughout  the  entire  literature  of  any  in- 
jury to  foetus  or  mother  following  the  use 
of  x-ray  for  purely  diagnostic  purposes. 

This  fear  on  the  part  of  the  profession  is 
rather  unfortunate,  for  roentgenography  in 
obstetrics  gives  such  accurate  and  definite 
information  that  it  should  be  considered  a 
necessity. 

INDICATION  OF  USES 


There  seems  to  be  a hesitancy  on  the  part 
of  the  clinicians  to  subject  their  obstetrical 
patients  to  roentgenography  for  fear  of  in- 
jury resulting  to  the  foetus,  mother  or  both. 
This  fear  is  based  on  the  knowledge  that 
therapeutic  doses  of  x-rays  have  a deleteri- 
ous effect  on  the  offspring,  sometimes  re- 
sulting in  physical  or  mental  deformity  and 
may  produce  sterility  in  the  mother.  How- 
ever, this  fear  is  unfounded  when  we  are 
dealing  with  diagnostic  doses,  for  the 
amount  of  x-ray  used  can  in  no  way  affect 
either,  and  it  is  accepted  by  all  authorities 
as  a harmless  procedure.  There  is  no  record 


*Read  before  the  Maimonides  Medical  Society,  February 
13,  1933. 
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The  primary  function  of  x-raying  the  ab- 
domen of  a woman  suspected  of  pregnancy 
is  to  demonstrate  the  foetus.  True,  the 
diagnosis  of  pregnancy  can  usually  be  made 
earlier  by  clinical  methods  but  occasionally 
we  need  the  x-ray  to  determine  and  estab- 
lish the  diagnosis  beyond  any  shadow  of 
doubt.  This  often  occurs  in  cases  of  fibroids 
and  ovarian  cysts  and  pseudocyesis.  The 
absence  of  foetal  structures  aftef  the  fourth 
month  clearly  makes  the  diagnosis  that  of 
some  condition  other  than  pregnancy. 
Stein40  reports  the  following  case:  A fif- 

teen year  old  girl  was  diagnosed  as  preg- 
nant by  the  family  physician.  The  family 
was  so  incensed  that  they  threatened  suit  for 
defamation  of  character.  The  x-ray  film 
demonstrating  the  foetal  skeleton  cooled 
their  ire  and  they  made  the  necessary  pro- 
vision for  confinement.  I had  a similar  case 
just  a few  months  ago.  A thirteen  vear  old 
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girl  ceased  to  menstruate  about  seven 
months  previous  to  her  appearance,  and  she 
had  a large  tumor  mass  in  the  abdomen. 
She  denied  having  sexual  intercourse.  Since 
no  foetal  heart  tones  could  be  heard,  the 
physician’s  diagnosis  was  an  ovarian  cyst. 
X-ray  clearly  demonstrated  a seven  months 
old  foetus.  Similarly  I have  had  cases  in 
whom  pregnancy  was  diagnosed  and  no 
foetal  skeleton  was  found.  These  cases  were 
proven  on  operation  to  be  ovarian  cysts, 

AGE  OF  FOETUS  DEMONSTRATED  BY  X-RAY 

How  early  can  the  foetus  be  demon- 
strated? Until  about  ten  years  ago  it  was 
believed  that  the  skeletal  shadow  could  not 
be  demonstrated  until  the  sixth  or  seventh 
month.  In  1921  Tousey48  stated,  “The 
foetal  head  shows  well  when  it  occupies  the 
lower  part  of  the  uterus  . . . but  when  it 
occupies  the  fundus  the  surrounding  fluid 
produces  so  much  dispersion  as  to  make 
radiography  unsatisfactory.  The  foetal 
bones  are  small  and  almost  cartilaginous  so 
that  it  is  difficult  to  distinguish  them  in  a 
radiograph.”  Recent  publications  report 
the  demonstration  of  the  foetus  regularly 
after  the  fourteenth  week  and  in  some  in- 
stances as  early  as  the  eighth  or  ninth  week. 
In  early  pregnancy  only  some  of  the  foetal 
bones  are  demonstrated.  The  ribs  and 
vertebrae  are  usually  first  seen.  I have  dem- 
onstrated some  ribs  and  vertebrae  in  a case 
twelve  weeks  pregnant. 

Recently  there  has  been  some  work  on  the 
demonstration  of  early  pregnancy  of  the 
first  or  second  month  by  the  intra-uterine  in- 
jection of  lipiodol.  Heuser16  reported  his 
work  in  1924  and  Rucker  and  Whitehead37 
reported  theirs  in  1928.  The  diagnosis  is 
based  on  the  following  signs:  (1)  relaxa- 
tion of  the  uterine  wall,  (2)  demonstration 
of  the  ovum,  (3)  closure  of  one  tube  and 
(4)  failure  to  expel  the  oil.  Personally  I 
would  be  afraid  to  attempt  this  method  for 
fear  of  producing  abortion  and  the  majority 
of  roentgenologists  are  of  the  same  opinion 
although  the  percentage  of  abortions  re- 
ported to  have  resulted  from  the  method  is 
not  higher  than  the  general  occurrence,  which 
Williams  estimates  as  one  in  five  or  six 
pregnancies.  However,  Rucker  and  White- 
head  state  that  hystero-salpinography  offers 
a means  of  making  an  early  diagnosis  of 
pregnancies  which  is  especially  valuable  in 
Such  cases  as  tuberculosis  in  which  a ther- 
apeutic abortion  is  indicated. 


In  1921  Peterson30  and  later  Stein  and 
Arens40  have  been  able  to  demonstrate  what 
they  believed  to  be  signs  of  early  pregnancy 
by  means  of  trans-abdominal  pneumoperi- 
toneum examination.  This  consists  of  a 
broadening  of  the  isthmus  and  globular  en- 
largement of  the  fundus.  Stein  adds  the 
enlargement  of  the  broad  ligament.  Neither 
the  method  of  utero-salpinography  or  pneu- 
moperitoneum has  met  with  universal  ac- 
ceptance by  the  roentgenologists  and  obste- 
tricians. 

• POSITION  AND  PRESENTATION 

In  the  later  months  of  pregnancy  radi- 
ography is  of  value  in  demonstrating  the 
presentation  and  position  of  the  foetus.  In 
order  to  determine  accurately  this  it  is  ad- 
visable to  ray  the  patient  in  the  prone, 
supine,  and  lateral  positions.  The  relation 
of  the  spine  and  occiput  of  the  foetus  to  the 
pelvis  of  the  mother  can  readily  be  deter- 
mined. Jarcho20  lias  demonstrated  cases  of 
right  occiput  posterior,  left  occiput  trans- 
verse, and  face  presentations.  We  have 
had  frank  breeches,  single  and  double  foot- 
ing and  hand  presentations. 

Stein  reports  the  following  case:  A pa- 

tient came  into  the  hospital  in  her  thirty- 
sixth  week  because  of  rupture  of  mem- 
branes. A roentgenogram  showed  a well 
flexed  foetus  in  the  right  occipito-anterior 
position.  Four  days  after  the  rupture  of 
the  membranes,  the  patient  stated  that  the 
body  was  unusually  active  and  she  was  hav- 
ing regular  contractions.  A film  taken  then 
showed  a breech  presentation.  A sponta- 
neous podalic  version  in  a primipara  three 
days  after  the  rupture  of  the  membranes  is 
incredible  but  the  incontrovertible  radio- 
graphic  proof  is  present. 

The  x-ray  has  also  been  of  use  in  giving 
us  more  information  as  to  the  mechanism  of 
labor. 

DEMONSTRATION  OF  MULTIPLE  PREGNAN- 
CIES, MONSTROSITIES  AND  ABDOM- 
INAL PREGNANCIES 

The  diagnosis  of  multiple  pregnancy  by 
roentgenography  is  self  evident  and  needs 
no  further  explanation  other  than  to  point 
out  the  fact  that  often  it  is  advisable  to  con- 
firm or  disprove  this  diagnosis  and  to  deter- 
mine the  presentation  and  position  of  the 
foetuses. 

The  recognition  of  foetal  abnormalities 
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and  monstrosities  is  greatly  aided  by  x-ray 
examination  as  brought  out  by  Dorland  and 
Hubeny10  in  their  book.  Often  this  is  a life 
saving  procedure  as  will  be  brought  out  by 
a discussion  later  of  one  of  our  cases.  Such 
conditions  as  anencephaly,  absence  of  verte- 
bral bones  and  other  changes  can  often  be 
diagnosed  in  utero.  Albano1  reports  a case 
of  hydrocephalus  in  a breech  presentation. 
Failure  to  diagnose  this  would  have  endan- 
gered the  mother’s  life.  Hydramnios  and 
tumor  masses  can  also  be  diagnosed.  About 
seventeen  cases  of  anencephalus  diagnosed 
roentgenologically  have  been  reported.  The 
first  was  reported  by  Case7  in  1917. 

The  following  is  a case  of  ours  at  the 
Michael  Reese  Hospital  which  was  not  re- 
ported. A woman  had  been  in  labor  for  a 
number  of  days  and  it  was  decided  to  per- 
form a cesarean  section.  Before  the  opera- 
tion she  was  sent  to  the  Radiological  De- 
partment for  examination.  The  purpose  of 
this  examination  was  evidently  not  clear  to 
the  surgeons  as  she  was  taken  directly  to  the 
operating  room  before  the  films  were  devel- 
oped. On  examining  the  wet  films  Dr. 
Arens  noticed  an  absence  of  the  cranial 
vault  although  the  face  was  clearly  demon- 
strated. He  rushed  up  to  the  operating 
room  in  time  to  prevent  the  operation.  The 
patient  was  finally  delivered  by  craniotomy. 

Ovarian  and  abdominal  pregnancies  have 
been  demonstrated  by  roentgenograms.  In 
1926,  we  reported  a case  of  abdominal  preg- 
nancy by  x-ray.3  The  films  of  the  abdomen 
disclosed  the  presence  of  the  entire  foetal 
structure,  which  lay  in  the  right  iliac  fossa 
instead  of  the  pelvis.  Because  of  this  ap- 
pearance we  diagnosed  an  abdominal  preg- 
nancy. On  opening  the  abdomen  an  almost 
black  amniotic  sac  was  seen  lying  freely  in 
the  abdominal  cavity.  A macerated  and 
partly  desiccated  foetus  measuring  26  cm. 
was  extracted.  The  placenta  was  adherent 
to  the  right  border  of  the  urinary  bladder, 
the  anterior  and  right  lateral  walls  of  the 
pelvis  and  the  right  broad  ligament.  The 
right  tube  and  ovary  were  imbedded  in  the 
mass.  The  tube  showed  no  evidence  of 
pregnancy  reaction  or  site  of  perforation 
on  microscopic  study. 

INTRAUTERINE  FOETAL  DEATH 

Recently  there  has  been  considerable  men- 
tion of  the  roentgenographic  diagnosis  of 
intrauterine  foetal  deaths.  In  1922  Spaul- 


ding39 and  Horner18  independently  reported 
cases  of  foetal  death  and  described  the 
pathognomonic  signs.  These  findings  were 
later  confirmed  by  Greenhill,13  Doub,11 
Moss,27  Portes  and  Blanche,33  Bourland  and 
Spangler.5  All  the  authors  reported  the 
findings  in  only  a few  cases.  The  signs  are 
listed  as:  over-riding  of  the  skull  bone  with 
cephalic  asymmetry  and  acute  angulation  of 
the  spine.  Kehrer23  stated  that  there  were 
a number  of  x-ray  signs  of  foetal  death.  If 
several  of  these  are  present  they  constitute 
conclusive  evidence.  These  are  as  follows: 

( 1 ) Super-position  of  flat  cranial  bones, 

(2)  Shriveling  of  the  cranial  content,  (3) 
Occipital  prolongation  of  the  head  in  the 
shape  of  an  isosceles  triangle,  and  (4)  The 
sharp  angular  bending  of  the  vertebral 
column  in  the  form  of  kyphosis,  lordosis,  or 
scoliosis.  Other  signs  less  conclusive  are 
asymmetry  of  the  cranium,  flattening  of  the 
biparietal  vault  of  the  cranium,  and  dis- 
placement of  the  back  and  face  of  the  foetus 
away  from  the  center  of  the  uterus  towards 
the  wall  of  the  uterus  with  simultaneous  de- 
flection of  the  spinal  column. 

In  1926  Stein  and  Arens41  published  their 
work  which  was  based  on  an  exhaustive 
study  of  a large  number  of  patients.  They 
found  the  so-called  evidence  of  foetal  death 
in  patients  who  delivered  normal  infants, 
and  the  absence  of  signs  in  many  cases  of 
dead  foetuses.  On  one  occasion,  one  of  the 
above  mentioned  writers,  who  described  the 
signs  of  foetal  death,  visited  the  Michael 
Reese  Hospital  and  was  shown  the  films 
without  being  told  the  subsequent  history. 
He  made  the  wrong  diagnosis  in  a goodly 
percentage  of  cases.  Stein  and  Arens  came 
to  the  conclusion  that  the  x-ray  signs  of 
intrauterine  foetal  death  without  clinical  his- 
tory were  of  no  value. 

PELVIMETRY  AND  CEPHALOMETRY 

A review  of  the  obstetrical  literature  as 
related  to  roentgenology  reveals  a number 
of  articles  devoted  to  radiographic  pelvim- 
etry and  foetal  cephalometry.  Practically 
all  methods  advocated  are  some  form  of 
modification  of  the  procedure  proposed  by 
Thoms.46  Jarcho21  first  locates  two  ex- 
ternal landmarks,  namely,  ( 1 ) the  upper 
and  anterior  border  of  the  symphysis  pubis 
and  (2)  the  interspace  between  the  fourth 
and  fifth  lumbar  vertebrae.  He  has  the  pa- 
tient sit  on  the  Bucky  table  instead  of  re- 
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dining  in  the  semi-recumbent  position  so 
that  the  plane  of  the  inlet  is  parallel  with 
the  film.  The  target  of  the  tube  is  90  cm. 
from  the  film  and  5 cm.  behind  the  sym- 
physis. He  varies  his  exposure  from  20  to 
35  seconds,  using  85  K V and  25  Ma.  He 
then  replaces  the  patient  with  the  perforated 
lead  sheet  and  takes  a second  exposure  on 
the  same  film,  reading  off  the  exposed  dots 
on  the  developed  negative  just  as  Thoms 
does.  He  follows  this  film  with  one  taken 
the  same  way  but  with  the  patient  in  the 
lateral  position.  In  foetal  cephalometry,  the 
rays  are  centered  directly  at  mid-point  be- 
tween the  sinciput  and  occiput,  which  are 
located  by  external  palpation.  The  rest  of 
the  procedure  is  the  same. 

Walton49  makes  use  of  a false  centimeter 
chart.  This  chart  is  obtained  by  making  a 
series  of  exposures  of  a perforated  lead 
plate  at  various  film  distances  from  1 cm.  to 
30  cm. ; the  tube  distance  being  always  30 
inches.  Having  once  obtained  this  chart  the 
use  of  the  lead  plate  is  no  longer  necessary. 
He  measures  the  distance  from  the  external 
landmarks  to  the  film  and  can  then  read  off 
the  exact  measurements  on  the  chart.  The 
advantages  claimed  by  him  are:  (1)  Its 
accuracy  in  determining  the  size  of  the  ma- 
ternal pelvic  inlet  and  foetal  head  before  de- 
livery, (2)  its  simplicity,  as  no  special  or 
complicated  apparatus  is  required,  (3)  all 
preliminary  work  can  be  done  by  the  tech- 
nician, (4)  it  takes  very  little  time  to  com- 
pute the  measurement  after  the  films  are 
ready  for  examination.  Rowden34  also  de- 
scribes a method  of  radiographic  pelvimetry 
which  is  a modification  of  the  Thoms  pro- 
cedure. 

Thoms47  discussed  the  diagnosis  of  dis- 
proportion. It  depends  upon  the  pelvic  and 
cephalic  measurement  and  also  on  the  con- 
sideration of  the  mother’s  stature,  gait  and 
physical  characteristics  and  history  of  pre- 
vious labors. 

GYNECOLOGY 

Although  the  earliest  work  on  the  appli- 
cation of  roentgenology  to  gynecology  was 
recorded  in  1914,  most  of  the  important 
contributions  hai'e  appeared  in  the  last  dec- 
ade. However,  the  roentgenological  exam- 
ination of  the  female  pelvis  has  passed  the 
experimental  stage  and  few  gynecologists 
can  afford  to  be  without  this  aid.  In  1914, 
Cary6  and  Dartigues  and  Dimier9  indepen- 


dently tried  to  demonstrate  the  pelvic  organs 
by  injecting  collargol  but  because  of  the 
peritoneal  irritation  this  had  to  be  discon- 
tinued. 

In  1919  Steward  and  Stein45  introduced 
trans-abdominal  pneumoperitoneum  as  a 
means  of  demonstrating  the  pelvic  organs. 
In  1920  Rubin35  reported  his  result  of  suc- 
cessful diagnosis  of  patency  by  trans-uterine 
pneumoperitoneum  and  this  procedure  was 
soon  adopted  to  show  the  pelvic  viscera, 
particularly  by  Peterson.31  In  1925  Stein 
and  Arens42  published  their  results  from  the 
Michael  Reese  Hospital  after  having 
worked  on  the  problem  for  about  three 
years.  Numerous  conditions  were  demon- 
strated, the  true  nature  of  which  was  not 
readily  apparent  on  bimanual  examination. 

In  1923  gynecologists  and  roentgenolo- 
gists again  began  searching  for  an  opaque 
medium  with  which  to  visualize  roentgen- 
ographicallv  the  interior  of  the  uterine  cav- 
ity. Kennedy22  used  20  per  cent  sodium 
bromide.  In  1925  Williams  and  Reynolds51 
used  an  emulsion  of  barium  and  bismuth. 
Most  of  these  substances  produced  perito- 
neal irritation  and  the  method  was  not  read- 
ily accepted.  In  1921  Sicard  and  Forestier38 
reported  the  use  of  Lafay’s  lipiodol  for 
roentgenological  demonstration  of  various 
body  cavities  and  it  was  used  for  gyneco- 
logical examinations  by  Heuser16  in  1921 
and  reported  in  1924.  In  1926  we  began 
using  the  combined  method  of  pneumoperi- 
toneum and  utero-salpinography  at  the 
Michael  Reese  Hospital.43  We  found  that 
this  gave  us  the  best  results  as  we  visualized 
not  only  the  interior  of  the  tubes  and  uterus 
but  the  peritoneal  appearance  of  the  pelvic 
organs.  Stein  stated  that  even  the  best  bi- 
manual and  physical  examination  leads  to 
unnecessary  exploratory  laparotomies.  By 
the  use  of  the  combined  method  all  the 
viscera  are  visualized,  adhesions  demon- 
strated and  the  patency  of  the  tubes  deter- 
mined. 

TECHNIC 

Practically  all  examiners  use  lipiodol  in 
preference  to  other  substances  as  it  is  the 
most  opaque  to  the  rays  and  still  innocuous. 
Most  of  the  ill  effects  of  hystero-salping- 
ography  (five  deaths  and  thirteen  cases  with 
infection  in  3,000  examinations — Gauss12) 
have  been  with  substances  other  than  lipi- 
odol. It  should  be  used  immediately  after 
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opening  the  package  as  it  turns  brown  on 
standing  probably  due  to  liberation  of  free 
iodine.  The  surplus  is  discarded.  The  pa- 
tient is  prepared  in  the  usual  gynecological 
procedure  and  placed  in  the  lithotomy  posi- 
tion on  a Bucky  table.  Strict  asepsis  is  fol- 
lowed. A special  speculum  is  inserted.  The 
vagina  and  cervix  are  swabbed  with  iodine 
or  mercurochrome  and  the  cervix  grasped 
with  a vulsellum  and  a special  cannula  with 
an  olive  guard  is  inserted  in  the  os.  About 
10  cm.  of  oil  is  injected  but  no  undue  pres- 
sure is  applied  to  the  syringe.  Stereoscopic 
prone  and  lateral  views  are  taken  imme- 
diately after  the  injection  and  a film  is  taken 
twenty-four  hours  later  to  see  if  there  has 
been  a peritoneal  spill.  I prefer  to  give  the 
patient  1/75  gr.  of  atropine  one-half  hour 
before  the  examination  to  relieve  any  spasm 
that  may  be  present. 

For  the  combined  method  the  procedure 
is  slightly  different.  The  patient  is  placed 
on  a G.  U.  table  or,  as  Stein  and  Arens44 
propose,  a specially  built  table.  If  the  tubes 
are  patent  1,000  c.c.  of  C02  is  injected  into 
the  uterus,  which  is  followed  by  the  oil.  If 
the  tubes  are  not  patent,  the  gas  is  intro- 
duced trans-abdominally  by  means  of  a 
spinal  puncture  needle,  the  oil  injected  into 
the  uterus  as  described  above,  the  patient  is 
turned  on  her  abdomen  and  placed  in  re- 
versed Trendelenburg  position,  and  the  films 
exposed.  The  resultant  radiographs  reveal 
the  contour  of  the  uterine  cavity  and  tubes 
and  the  presence  or  absence  of  ovarian  cysts, 
subserous  fibroids,  tubo-ovarian  tumors,  ad- 
hesions and  other  changes. 

CONTRA-INDICATIONS 

The  contra-indications  are: 

1.  Pregnancy.  Although  Heuser16  con- 
tended in  1925  that  the  injection  of  lipiodol 
does  not  produce  abortion,  recent  writers 
have  reported  this  result  with  increasing  fre- 
quency. 

2.  Malignancy.  Utero  - salpingographv 
has  been  used  to  demonstrate  the  presence 
of  malignant  growths  in  the  uterine  cavity. 
There  is  danger  of  spreading  the  cells  of 
the  new  growth  throughout  the  system.  This 
danger  is  quite  apparent  when  the  few  cases 
of  accidental  injection  of  the  tubo-ovarian 
system  are  encountered.  We  have  had  one 
such  case  at  the  North  End  Clinic  in  whom 
fortunately  there  was  no  malignancy  or 
acute  infection.  In  the  ordinary  case  no 


ill  effects  result  but  one  can  readily  realize 
the  possibility  of  forcing  some  malignant 
cells  through  the  vessels. 

3.  Time.  One  should  inject  the  oil  only 
between  menses,  as  shortly  before  or  after 
the  period  the  swollen  endometrium  may 
prevent  the  media  from  passing  the  uterine 
ossia  of  the  tubes.  Beclere24  and  a few 
other  authors  noted  a reactivation  of  an  old 
pelvic  infection  which  they  believed  was  due 
to  injecting  oil  too  near  the  menstrual 
period. 

4.  Gonorrhea  and  acute  pelvic  inflam- 
matory conditions  are  contra-indications  for 
the  use  of  utero-salpingography  because  of 
the  danger  of  spreading  infection,  although 
many  writers  such  as  Cotte  and  Bertrand,8 
Henkel15  and  Jaroschka19  report  that  they 
have  seen  no  ill  effects  in  this  type  of  pa- 
tient. 

POSSIBILITY  OF  PERITONEAL  IRRITATION 

The  consensus  of  opinion  among  the 
gynecologists  and  roentgenologists  is  that  no 
irritation  results  from  the  use  of  lipiodol 
although  there  are  a few  men  such  as  Rubin 
and  Bendick,36  Odenthal29  and  Haselhort14 
who  have  seen  such  reactions.  I have  never 
seen  any  harm  resulting  from  this  proce- 
dure. Usually,  the  oil  is  absorbed  in  a few 
weeks.  In  one  case  I was  able  to  see  the 
oil  seventeen  months  later  without  any  ill 
effects. 

USE  OF  HYSTERO-SALPINGOGRAPHY 

The  uses  of  this  procedure  are  first  and 
foremost  the  demonstration  of  tubal  pa- 
tency. It  is  possible  to  determine  if  one  or 
both  tubes  are  patent,  provided  the  element 
of  spasm  is  removed,  and  the  site  of  the  ob- 
struction. We  can  also  demonstrate  cer- 
tain tumors  of  the  uterus  such  as  submu- 
cous fibroids  and  polyps. 

Developmental  anomalies  can  be  demon- 
strated. These  may  consist  of  infantile 
uteri,  arcuate  or  bicornate  uteri,  double  uteri 
and  changes  in  position  such  as  retro-  or 
anteversion  or  flexion.  Changes  in  size  and 
shape  can  also  be  determined. 

Stein  and  Arens  and  also  Mathieu26  de- 
scribed the  appearance  of  the  roentgen- 
ogram in  hydrosalpinx.  Watkins  and 
Menne50  performed  an  interesting  experi- 
ment as  to  the  location  of  the  site  of  occlu- 
sion of  the  lumen  of  the  Fallopian  tube. 
Salpingography  may  also  be  used  to  deter- 
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mine  the  results  of  operation  for  the  restora- 
tion of  tubal  patency. 

ROENTGEN  THERAPY  IN  RELATION  TO 
GYNECOLOGY 

The  uses  of  high  voltage,  filtered  rays 
and  radium  in  malignant  gynecological  con- 
ditions is  well  known  to  all  and  need  no  fur- 
ther mention.  So,  also,  is  radiation  in  be- 
nign fibromata  of  the  uterus  and  in  benign 
hemorrhages. 

More  recently  other  types  of  gynecologi- 
cal conditions  have  been  attacked  by  radia- 
tion therapy. 

PELVIC  INFLAMMATORY  CONDITIONS 

The  late  Dr.  Polak,32  among  others,  re- 
cently advocated  the  use  of  roentgen  rays  in 
treating  pelvic  inflammatory  conditions.  It 
is  based  on  the  premises  that  the  recurrent 
cycle  of  menstruation  inhibits  the  pelvic  or- 
gans from  healing  after  they  have  become 
infected.  The  purpose  is  to  produce  a tem- 
porary castration  so  that  the  patient  is 
amenorrheic  for  several  months  and  that  the 
rest  thus  produced  will  aid  in  healing  in- 
flammatory conditions.  They  have  noted 
some  very  good  results.  We  have  tried  it 
at  the  North  End  Clinic  but  found  that  the 
output  of  our  machine  (125  KVP)  was  evi- 
dently not  sufficient  to  produce  a temporary 
sterility. 

OVARIAN  AND  HYPOPHYSEAL  HYPOFUNCTION 

During  the  last  six  years  there  has  been 
some  work  in  Europe  and  this  country  on 
the  subject  of  regulating  the  menses  in 
cases  of  ovarian  and  hypophyseal  dysfunc- 
tion. Small  doses  are  given  over  the  pitui- 
tary and  over  the  ovaries.  The  principle  is 
to  stimulate  the  action  of  the  cells  of  these 
glands.  Of  course  accurate  diagnosis  is  es- 
sential and  the  cases  must  be  carefully  se- 
lected. Hirsch17  studied  thirty-eight  cases. 
In  twenty-five  patients  menstruation  ap- 
peared after  the  treatment.  In  four  cases 
this  appeared  seven  weeks  after  the  treat- 
ment. In  some  cases  dysmenorrheic  symp- 
toms disappeared  after  the  menstrual  regu- 
lation. Eight  of  these  cases  became  preg- 
nant. In  thirteen  cases  he  failed  to  obtain 
results.  ITe  concluded  that  a certain  x-ray 
dosage  in  carefully  selected  cases  is  capable 
of  producing  improvement  in  ovarian  func- 
tion as  shown  by  regulation  of  the  menstru- 
ation and  the  induction  of  pregnancy  with 


the  birth  of  healthy  children.  He  believes 
that  nothing  is  lost  by  trying  this  treatment. 


CONCLUSIONS 

Roentgenology  is  an  indispensable  aid  to 
obstetrics  and  gynecology  for  demonstrating 
pregnancy,  various  types  of  foetal  anomalies, 
and  various  changes  in  the  pelvic  organs. 
Roentgen  rays  are  also  used  therapeutically, 
1052  Maccabees  Building. 
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AN  ADULT  HEALTH  EDUCATION  PROGRAM  IN  WASHTENAW 

COUNTY 


GLADYS  J.  KLEINSCHMIDT,  A.B.,  M.D.f 
Chairman  of  Health  Education  Committee  of  Washtenaw  County  Medical  Society 

ANN  ARBOR,  MICHIGAN 


There  is  a growing  tendency  for  County  Medical  Societies  to  assume  a certain  amount 
of  responsibility  for  public  health  efforts  in  their  respective  communities.  The  potential 
advantages  for  this  arrangement  from  the  standpoint  of  monetary  cost  and  efficiency  are 
evident.  However,  it  is  also  admitted  that  there  are  arguments  against  a development 


of  this  sort. 

Be  that  as  it  may,  it  is  pretty  certain  that  an  essentially  rural  adult  health  education 
program  such  as  is  to  be  described  could  only  have  been  carried  out  by  the  local  Medical 


Society  in  cooperation  with  certain  other 
local  agencies. 

Approximately  a year  ago  the  health  edu- 
cation committee  of  the  Washtenaw  County 
Medical  Society  faced  the  problem  of  put- 
ting on  an  educational  program  with  no 
funds  for  the  purpose  and  no  well-defined 
scheme  of  action. 

Contact  was  made  with  the  University 
Extension  Division,  who  very  kindly  agreed 
to  pay  telephone  bills,  postage,  and  traveling 
expenses  incidental  to  our  proposed  pro- 
gram. 

In  order  that  the  various  organizations 
and  individuals  concerned  with  this  pro- 
gram might  have  a voice  in  our  plans  it  was 
agreed  that  a larger  committee  be  formed. 
This  committee  consisted  of  a representative 
of  the  University  Extension  Division,  the 
chairman  of  the  Health  Education  Commit- 
tee of  the  Washtenaw  County  Medical  So- 
ciety, the  County  Commissioner  of  Schools, 
the  County  Nurse,  and  a former  member  of 
the  Health  Committee  of  the  Washtenaw 
County  Federation  of  Women’s  Clubs  who 
had  been  making  some  arrangements  for 
health  lectures  in  the  county  during  the  pre- 
vious year.  Future  developments  will  prob- 
ably indicate  that  others  be  asked  to  join 
this  committee. 

A list  of  suggested  titles  for  health  lec- 
tures was  sent  to  members  of  the  County 
Medical  Society  by  the  Health  Education 
Committee.  The  members  were  asked  to 
state  whether  they  would  give  their  services 
in  this  educational  program  and,  if  so,  to 
designate  the  topics  they  preferred  or  to  list 


fDr.  Kleinschmidt  received  her  A.  B.  degree  at  Hope  Col- 
lege in  1926;  M.D.  degree,  at  University  of  Michigan  in 
1931.  She  interned  at  the  University  Hospital,  Ann  Ar- 
bor, Michigan,  and  has  had  one  year  of  training  in  Public 
Health  at  the  University  of  Michigan.  She  is  engaged  in 
medical  practice  in  Ann  Arbor  at  present. 


any  other  topics  of  their  own  choice.  A 
final  list  of  titles  was  then  compiled,  mimeo- 
graphed and  copies  prepared  for  distribu- 
tion. The  list  of  suggested  topics  for  lec- 
tures with  the  frequency  that  each  was  se- 
lected by  those  making  requests  for  lectures 
follows: 

TITLES  MOST  SUITABLE  FOR  CHILDREN’S 
AUDIENCES 

1.  First  Aid  (Included  in  the  list  below) 

2.  Open  Wider  Please  (Defective  Teeth)  (Includ- 
ed in  list  below) 

3.  Why  Think  about  Eating?  (Included  in  list 
below) 

4.  Trudeau  and  the  Battle  with  Tuberculosis.—  0 

5.  Edward  Jenner,  the  Conqueror  of  Smallpox....  0 

6.  Pasteur,  Discoverer  of  a World  of  Microbes.—  5 

7.  What  Did  You  Say?  (Preservation  of  Hear- 
ing) (See  list  below) 

8.  Why  Wear  Glasses?  (See  list  below) 

9.  Cover  Up  That  Sneeze!  (Colds)  (See  list  be- 


low) 

10.  Cosmetics  , 0 

11.  Health  and  Safety 1 

12.  Health  in  the  Schoolroom 1 

13.  Principles  of  Healthy  Living 3 


TITLES  FOR  ADULT  AUDIENCES  PARTIC- 
ULARLY 


1.  Conquering  Tuberculosis  6 

2.  First  Aid  28 

3.  Why  Think  about  Eating?  (Nutrition) 0 

4.  Dental  Facts  and  Fancies 1 

5.  Health  Problems  on  the  Farm 1 

6.  Training  the  Toddler  (Habits  of  Children)....  0 

7.  Should  Johnny  Be  Spanked?  (Behavior 

Problems)  2 

8.  How  to  Organize  for  Public  Health  Work 1 

9.  How  Shall  I Preserve  My  Hearing? 

10.  How  Shall  I Preserve  My  Vision? 

Requests  made  for  “Eye,  Ear,  Nose  and 
Throat  Conditions”  3 

11.  The  Truth  about  Nerves  and  Nervousness 1 

12.  What  Shall  I Teach  My  Child  about  Sex? 

(Social  Hygiene)  19 

13.  The  Heart  and  Its  Handicaps 2 

14.  Cover  Up  that  Sneeze ! 3 

15.  A Sound  Mind  in  a Sound  Body  (Mental 

Hygiene)  3 
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16.  Care  of  Sick  in  Home 1 

17.  What  Parents  Should  Know  About  Their 

Children  15 

18.  Contagious  Disease  Control 6 

19.  What  Science  Knows  about  Cancer 1 

20.  Light,  Heat,  and  Ventilation 1 

21.  The  Use  and  Abuse  of  Drugs 0 

22.  John  Barleycorn  Destroys  Good  Health 0 


An  examination  of  the  list  of  titles  will 
show  that  they  cover  many  aspects  of  the 
field  of  health  and  perhaps  no  particular  ob- 
jective seems  outstanding.  A plan  of  gen- 
eral health  education  was  adopted  because 
no  reliable  statistics  are  available  of  the 
morbidity  and  mortality  rates  in  W ashte- 
naw  County  which  would  indicate  where 
effort  should  be  concentrated.  Further,  the 
county  board  of  supervisors’  policy  with  re- 
gard to  health  matters  in  the  past  has  di- 
verged rather  widely  from  the  policy  which 
would  have  been  adopted  by  a more  health 
conscious  group.  In  the  opinion  of  some, 
attitudes  have  arisen  out  of  past  situations 
which  seem  to  indicate  that  one  should  not 
antagonize  by  saying  too  much  about  the 
building  up  of  a desirable  organization  or 
machinery  needed  to  combat  certain  prob- 
lems, but  rather  to  form  a groundwork  of 
general  information  and  desirable  attitudes 
which  would  serve  as  a basis  for  future  ef- 
forts. However,  close  cooperation  with  the 
County  Nurse  frequently  brought  to  light 
outstanding  health  problems  in  certain  com- 
munities, which  information  was  used  to 
advantage  by  the  speaker  going  into  that 
territory. 

Although  topics  appropriate  for  talks  to 
children  were  suggested,  only  requests  for 
lectures  to  adults  were  received. 

The  high  incidence  of  social  hygiene  lec- 
tures may  be  explained  by  the  fact  that  a 
series  of  fourteen  were  requested  by  a wom- 
en’s organization.  Undoubtedly  the  most 
popular  topics  were  “First  Aid’’  and  “What 
Parents  Should  Know  about  Their  Chil- 
dren.’’ We  are  aware  of  the  fact,  however, 
that  frequently  the  choices  made  were  in- 
fluenced by  those  doing  the  work  of  organi- 
zation. 

The  work  of  organization  in  the  rural 
community  itself  was  carried  out  through 
the  combined  efforts  of  Mrs.  T.  S.  Weber, 
the  former  health  committee  member  of  the 
Washtenaw  County  Federation  of  Women’s 
Clubs,  the  County  Nurse,  and  the  County 
Commissioner  of  Schools.  When  one  of 
these  three  people  entered  a school  district, 


they  carried  with  them  copies  of  the  mimeo- 
graphed list  of  topics.  Contact  was  made 
with  the  local  school  teacher  or  members  of 
the  district  school  board  in  the  rural  area. 
If  everyone  concerned  was  agreed,  a request 
was  made  for  a lecture  and  a choice  of  topic 
made.  This  request  was  sent  to  the  chair- 
man of  the  Health  Education  Committee  of 
the  Medical  Society,  who  made  arrange- 
ments for  all  the  lectures.  Later  in  the  year, 
the  County  Parent-Teachers  Association  be- 
gan to  facilitate  the  work  of  organization 
by  bringing  in  requests  for  health  lectures 
for  meetings  of  Parent-Teachers  organiza- 
tions throughout  the  County. 

The  people  of  the  district  or  organization 
concerned  cooperated  by  making  arrange- 
ments for  publicity  and  adding  such  fea- 
tures to  their  program  as  they  might  desire. 
This  might  include  entertainment  by  the 
children  of  the  school,  music,  refreshments, 
etc. 

After  having  completed  arrangements  for 
a given  lecture  the  chairman  of  the  Health 
Education  Committee  of  the  County  Medi- 
cal Society  sent  a letter  to  the  key  person  in 
the  community  where  the  lecture  was  to  be 
given,  introducing  the  speaker  and  asking 
that  a report  be  made  of  the  meeting  after  it 
was  over.  Also,  attention  was  again  direct- 
ed to  the  fact  that  future  lectures  were 
available  by  sending  requests  directly  to  the 
chairman  of  the  Health  Education  Commit- 
tee, or  to  one  of  those  people  doing  organi- 
zation work  in  the  field. 

An  attempt  was  made  to  send  physicians 
to  fill  requests  coming  from  their  own  com- 
munities, and,  as  far  as  possible,  to  permit 
physicians  to  speak  on  topics  related  to  their 
specialties  or  fields  of  special  interest.  As 
might  be  expected,  the  chairman  of  the 
Health  Education  Committee  was  obliged  to 
do  some  pinch-hitting  occasionally. 

In  some  cases  physicians  provided  their 
own  means  of  transportation.  Where  this 
was  not  practical,  members  of  the  Kiwanis 
Clubs  of  Ann  Arbor  and  Ypsilanti  provided 
means  of  conveyance. 

The  meetings  were  held  in  rural  schools 
as  a rule,  though  speakers  were  also  pro- 
vided for  Grange  meetings,  Farmers  Clubs, 
Women’s  Clubs  and  other  organizations. 
The  meetings  tended  to  be  informal,  and  op- 
portunity was  usually  given  at  the  close  of 
the  talk  for  questions.  In  some  cases  talks 
were  illustrated  with  stereopticon  slides 
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usually  provided  by  the  Extension  Division. 
Physicians  found  suggested  outlines  for  lec- 
tures provided  by  the  Extension  Division  of 
benefit. 

Up  to  the  present  time  one  hundred  and 
four  talks  have  been  given  by  thirty-eight 
different  speakers.  There  has  been  a total 
attendance  of  four  thousand  five  hundred 
and  three,  with  an  average  attendance  of 
forty-four.  A large  number  of  lectures  ar- 
ranged for  were  cancelled  because  of  weath- 
er conditions  or  because  C.  W.  A.  activities 
in  schools  did  not  permit  meetings  to  be 
held  there. 

Regarding  the  cost  of  this  program,  it 
might  be  said  that  the  chief  item  of  expense 
was  the  total  car  mileage  of  1,270  miles 
paid  Mrs.  Weber  for  making  visits  to  93  of 
the  130  schools  in  the  county.  Fifteen  days 
were  required  to  complete  these  visits.  The 
incidental  expenses  of  postage,  telephone 
bills,  etc.,  probably  amounted  to  less  than 
five  dollars. 

It  is  perhaps  difficult  or  even  impossible 
to  measure  the  results  of  a program  of  this 
sort.  One  might  quote  extracts  from  letters 


of  appreciation  received  from  individuals 
who  have  heard  these  lectures.  One  might 
tell  of  occasional  instances  where  first  aid 
or  other  information  secured  through  these 
lectures  has  been  the  means  of  saving  life  or 
limb.  Also  one  might  tell  of  hours  spent  by 
certain  physicians  in  answering  eager  ques- 
tions asked  by  members  of  enthusiastic  au- 
diences at  the  close  of  lectures  given.  The 
most  far-reaching  results,  however,  will 
probably  be  manifested  in  changed  behavior 
and  attitudes. 

We  believe  that  programs  of  this  sort  are 
essential  to  the  future  progress  of  the  public 
health  movement.  § We  have  passed  through 
the  period  where  environmental  sanitation 
was  stressed,  also  the  period  of  marked  ad- 
vances in  the  control  of  communicable  dis- 
eases, and  now  future  progress  is  largely  de- 
pendent on  the  cooperation  of  the  individ- 
ual, which  can  only  be  secured  through 
health  education,  which  it  is  safe  to  proph- 
esy will  be  the  dominant  force  in  the  public 
health  of  tomorrow. 


§Galdston,  Iago:  Health  Education  and  the  Public 

Health  of  the  Future.  Jour.  Mich.  State  Med.  Soc.,  28: 
32-35  (January),  1929. 


THE  TREATMENT  OF  IMPETIGO  CONTAGIOSA  NEONATORUM* 

THE  "DRY  METHOD” 


SAMUEL  J.  LEVIN,  M.D.f 

DETROIT,  MICHIGAN 

Sporadic  cases  of  impetigo  contagiosa  continue  to  appear  between  recurring  epidemics 
in  most  obstetrical  institutions  despite  rigorous  precautions. 

Swendson  and  Seymour,1  following  the  work  of  Rood  Taylor,2  have  emphasized  the 
conditions  which  predispose  to  infection  of  the  vulnerable  skin  of  the  infant.  The  delicate 
skin  of  the  newborn  is  easily  injured  by  energetic  bathing  with  harsh  wash-cloths.  In 
addition,  excessive  warmth  due  to  over-heated  rooms  or  excessive  clothes  induce  per- 
spiration, which  facilitates  bacterial  growth  in  addition  to  causing  maceration  of  the  skin 
of  the  infant.  The  method  in  common  use, 
of  oiling  the  skin  of  the  infant  daily,  is  un- 
doubtedly an  important  factor  in  preventing 
loss  of  moisture.  This  increases  the  tend- 
ency to  microscopic  maceration  of  the  skin 
with  invasion  of  the  denuded  surface  by  the 


*From  the  Detroit  Polyclinic. 

fDr.  Samuel  J.  Levin  obtained  the  degree  of  M.D.  Uni- 
versity of  Toronto,  1923.  He  was  Intern  and  Resident,  De- 
partment of  Pediatrics,  University  Hospital,  Ann  Arbor, 
1923-1925  ; Pediatric  Resident,  Mount  Sinai  Hospital,  New 
York,  1925-1926;  Instructor  Pediatrics,  University  of  Mich- 
igan, 1926-1927 ; Instructor  Pediatrics,  Detroit  College  of 
Medicine  and  Surgery,  since  1927.  Dr.  Levin  is  in  charge  of 
the  Departments  of  Pediatrics  and  Allergy  at  the  Detroit 
Polyclinic. 


causative  organisms  of  impetigo. 

In  treatment,  these  factors  should  there- 
fore be  considered.  The  use  of  oily  or 
greasy  preparations,  useful  as  they  are  for 
impetigo  of  older  children  and  adults,  have 
been  generally  disappointing  for  impetigo 
of  the  new  born.  These  preparations  tend 
to  spread  the  infection,  as  the  natural  tend- 
ency of  oily  substances  is  to  disseminate 
over  a wide  area.  In  addition,  the  further 
maceration  of  the  adjoining  skin  opens 
new  portals  of  entry  for  the  infection.  With 
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these  considerations  in  view,  the  following 
routine  treatment  for  impetigo  of  the  new- 
born has  been  carried  out  in  forty-four  con- 
secutive cases.  It  has  been  successful  in 
clearing  up  these  cases  in  seventy-two  hours 
or  less,  the  average  duration  being  forty- 
eight  hours  after  institution  of  this  therapy. 

Treatment.  — All  mature  lesions  are 
opened  once  or  twice  a day  and  the  infant 
immediately  immersed  for  ten  to  fifteen 
minutes  in  a bath  of  1-15000  bichloride  of 
mercury  and  a thorough  soap  bath  given, 
using  a mild  castile  soap.  The  following 
dusting  powder  (modified  from  Rood  Tay- 
lor) should  be  applied  freely  following  the 
hath : 

Bismuth  subnitrate, 

Zinc  Oxide  light, 

Calomel ; equal  parts. 

New  lesions  are  opened  twice  a day  and 
the  bath  repeated.  After  the  first  day  only 
an  occasional  lesion  appears  and  only  one 
bichloride  bath  is  usually  necessary.  The  bath 


should  be  continued  for  a few  days  afi 
the  last  lesion  appears.  The  dusting  powc 
is  applied  freely,  during  this  period,  to  t 
affected  parts.  Elsewhere,  talcum  powder 
freely  applied  two  or  three  times  a day,  pt 
ing  special  attention  to  all  folds  and  crea: 
of  the  skin,  such  as  the  neck  and  gro 
Should  it  be  necessary  to  apply  external  hi 
to  the  infant,  this  is  best  done  by  a lig 
tent  rather  than  excessive  clothing  of  1 
baby. 

The  only  disadvantage  noted  in  the  tre 
ment  of  impetigo,  by  the  above  method,  1 
been  one  infant  in  the  series  who  develop 
a bichloride  dermatitis.  Such  a result  c 
be  avoided  by  discontinuing  the  bichlor 
baths  as  soon  as  the  first  sign  of  erythe 
appears,  which  did  not  occur  in  this  c 
until  a few  days  after  treatment  was  beg 
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PAPILLOMATA  OF  THE  LARYNX  WITH  CASE  REPORTS 


B.  F.  GLOWACKI,  M.D.f 

DETROIT,  MICHIGAN 

The  persistent  tendency  of  laryngeal  papillomata  to  recur  has  prompted  the  introc 
tion  of  a multiplicity  of  methods  of  treatment.  To  evaluate  properly  the  merits  of  e 
method,  the  ultimate  results  must  be  studied.  Not  so  many  years  ago  extremely  rad 
procedures,  like  thyrotomy,  electrocauterization,  fulguration  and  radium  application,  h 


been  employed— and  now  discarded — in  the 
of  the  papillomata.  A suggestion  is  offered 
nate  to  treatment  and  requiring  many  month 
severance  in  a conservative  method  of 
treatment. 

Two  features  of  papillomata  of  the 
larynx  mark  them  as  something  more  than 
just  benign  growths.  The  small  masses 
crowding  the  diminutive  larynx  of  a child 
form  a mechanical  obstruction  to  respiration 
which  is  alarming.  Again,  the  transmissi- 
bility  of  the  growth  from  one  site  to  an- 
other clinically  stamps  the  disease  as  rela- 
tively malignant.4 

Recurrence  of  papillomata  in  children  is 

fDr.  Glowacki  is  a graduate  of  the  University  of  St.  Louis 
School  of  Medicine,  1921.  He  served  as  interne  and  resi- 
dent at  the  St.  Louis  City  Hospital,  St.  Louis,  Missouri,  and 
pursued  post-graduate  study  in  Ophthalmology  and  Oto- 
laryngology it  several  European  centers,  1923-1926.  He  is  a 
Fellow  of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology  and  Attending  Otolaryngologist  at  Provi- 
dence Hospital,  Detroit. 


attempt  to  combat  the  frequent  recurrei 
to  regard  this  condition  as  extremely  ot  i 
s of  observation,  of  patient  study  and  of  ' 


invariably  the  rule  even  after  the  n ; 
painstaking  and  thorough  removal.  lb 
method  of  choice,  therefore,  in  their  er  i 
cation  must  be  such  as  to  best  preserve  Hi 
delicate  functions  of  the  larynx  and  i 
mately  to  give  the  patient  a clear  voice  I 
must  be  a method  which  can  be  repe  ic 
without  too  much  shock  to  the  little  pat:  t 
Surgical  avulsion  of  the  growths  withou  n 
jury  to  the  underlying  laryngeal  tissiu  i 
the  method  of  choice.  The  list  of  mec  |ia 
tions  tried  topically  is  endless,  and  r n 
recently  the  internal  administration  d 
magnesium  oxide  has  been  revived3  s :< 
its  first  introduction  by  Claoue  in  1911. 

I would  like  to  cite  two  reports  w :1 
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emphasize  the  importance  of  conservative 
measures  and  patient  observation. 

Case  1. — V.  B.,  aged  two  years  and  two  months. 
Mother  says  her  daughter  cannot  cry  audibly  and 
will  not  speak  because  of  a very  hoarse  voice.  In 
September,  1928,  numerous  papillomata  were  ex- 
tracted from  the  larynx.  For  six  months  the  voice 
was  clear;  then  hoarseness  ensued  again.  In  April, 
1929,  the  growths  were  again  removed  by  direct 
laryngoscopy,  and  a month  later  the  recrudescence 
necessitated  another  operation. 

Only  a short  period  of  relief  was  obtained  and 
the  patient  became  dysnneic  for  the  first  time : 
this  was  in  June,  1929.  Examination  of  the  larynx 
disclosed  the  numerous  papillomata  crowding  and 
overlying  all  the  landmarks.  A tracheotomy  was 
performed,  but  the  papillomata  were  not  touched. 
The  child  had  lost  weight  and  suffered  a set-back 
physically  the  last  few  months  and  attention  was 
now  centered  upon  improving  her. 

Close  observation  of  the  patient  was  maintained 
for  over  two  years,  and  it  was  gratifying  to  see 
the  papillomata  shrivel  away  due  to  the  improved 
physical  condition  and  the  physiologic  rest  of  the 
larynx.  Gradual  decanulation  was  begun  and  in  De- 
cember, 1931,  the  tracheotomy  tube  was  removed 
entirely. 

Two  more  years  have  now  elapsed.  The  patient 
possesses  a clear  voice,  is  in  vigorous  health  and 
is  able  to  maintain  her  standing  in  school  with  other 
children  of  her  age. 

Case  2. — C.  D.,  aged  two  years.  Since  the  age  of 
seven  months'  the  patient  had  been  treated  for  colds 
and  hoarseness.  Cough  sedatives  improved  his  con- 
dition but  his  sleep  has  always  been  very  restive 
and  fitful.  Recently  his  dyspnea  has  become  more 
severe. 

On  physical  examination  the  child  appeared  ex- 
tremely pale  and  emaciated  with  an  excited  facies. 
When  resting  the  dyspnea  was  noted  to  be  mostly 
inspiratory  but  definitely  labored.  Upon  crying,  the 
voice  was  hoarse,  in  a few  seconds  a laryngeal 
spasm  would  occur,  the  child  holding  its  mouth 
open  widely,  but  no  inspiration  occurred.  Soon  this 
exciting  phase  resulted  in  complete  relaxation  of 
the  entire  body,  when  respiration  would  again  be 
resumed  with  the  release  of  the  laryngeal  spasm. 

Direct  laryngoscopic  examination  was  performed 
and  papillomata  were  seen  scattered  over  the  entire 
larynx,  the  cords,  the  ary-epiglottic  folds,  and  the 
epiglottis.  No  further  operative  procedure  on  the 
larynx  was  contemplated  until  the  general  physical 
condition  of  the  patient  improved.  Magnesium  oxide 
was  ordered  daily,  in  ascending  doses. 

Unobstructed  breathing  was  obtained  by  per- 
forming a tracheotomy  under  local  anesthesia.  This 
was  on  June  19,  1932. 


Over  a period  of  one  year,  several  direct  laryno- 
scopic  examinations  (no  surgery)  were  made,  but 
there  seemed  to  be  no  change  in  the  growths  ob- 
structing the  larynx.  However,  neither  was  there 
an  increase  in  size  nor  did  new  growths  spring  up 
in  previously  unaffected  areas.  In  the  meantime,  the 
child  doubled  in  weight;  its  color  returned.  The 
breathing  through  the  tracheotomy  tube  was  free 
during  rest  and  play.  No  further  reliance  was 
placed  on  the  magnesium  oxide  and  surgical  ex- 
traction of  the  papillomata  was  instituted. 

Summing  up  the  facts  about  the  different 
methods  of  treatment  of  papillomata  of  the 
larynx  in  children,  it  must  be  noted  that  rest 
to  the  larynx  is  important  as  exemplified  in 
Case  1.  The  only  external  laryngeal  opera- 
tion practiced  was  tracheotomy,  and  then 
only  when  the  dyspnea  necessitated  it. 

An  opportunity  of  examining  three  pa- 
tients where  careful  electrocoagulation  was 
used  in  destroying  the  growths  revealed 
such  extensive  stenosis  that  a tracheotomy 
tube  will  have  to  be  worn  permanently. 
This  method  is  not  recommended. 

No  therapeutic  importance  could  be  at- 
tributed to  the  use  of  magnesium  oxide 
(Case  2),  although  several  encouraging  re- 
sults have  been  reported  by  others. 

Direct  application  of  radium  has  not  been 
beneficial ; on  the  contrary,  severe  edema, 
perichondritis  and  necrosis  have  followed.2 

Repeated  removal  of  papillomata  after 
preliminary  tracheotomy,  if  necessary,  to- 
gether with  attention  to  the  general  physical 
condition  and  needs  of  the  patient,  offer  the 
most  promising  results. 

770  Maccabees  Bldg. 
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THE  ENDURING  ACHIEVEMENTS  OF  SIR 
CHARLES  BELL 

Henry  W.  Woltman,  Rochester,  Minn.,  in  dis- 
cussing the  life  and  work  of  Charles  Bell,  states 
that  it  was  not  only  Bell's  determined  wish  to  carry 
forward  the  work  of  the  Munros  and  the  Hunters 
but  that  he  felt  that  it  was  also  his  duty,  and  that 
he  not  only  toiled  industriously  but  with  an  all- 
consuming  passion.  Like  the  other  Scots  of  London 
he  achieved  fame,  and  lie  shared  their  traits.  The 


author  presents  the  salient  points,  as  he  sees  them, 
from  Bell’s  “Idea  of  a New  Anatomy  of  the  Brain.” 
Herein  Bell  anticipates  the  later  discoveries  of  cere- 
bral localization.  He  states  clearly  what  is  now  re- 
ferred to  as  “the  doctrine  of  specific  nerve  energies.” 
The  author  discusses  further  Bell’s  various  achieve- 
ments in  the  physiology  of  the  nerve  system  : Bell’s 
palsy,  external  respiratory  nerve  sign,  muscle  sense 
and  Bell  as  teacher  and  clinician. — Jour.  A.  M.  A., 
Aug.  18,  1934. 
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EDITORIAL 

AN  EDITOR  ERRS 

In  the  August  number  of  the  Illinois 
Medical  Journal  there  appears  a rather  vitu- 
perative editorial  whose  theme  is  the  report 
of  the  Committee  on  Economics  of  the 
Michigan  State  Medical  Society.  The  brunt 
of  the  attack  is  directed  against  Dr.  Nathan 
Sinai,  director  of  study,  and  spreads  out 
into  an  attack  on  the  Michigan  State  Medi- 
cal Society  and  the  University  of  Michigan. 

Rather  mildly  we  might  call  attention  to 
the  breach  of  ethics  involved  in  one  unit  of 
organized  medicine  making,  through  its  of- 
ficial publication,  such  an  unwarranted  at- 
tack on  another  unit,  especially  at  a time 
when  organized  medicine  should  pull  to- 
gether. More  emphatically  Michigan  re- 
sents the  report  of  the  Committee  on  Eco- 
nomics being  styled  “Sinai’s  Health 
Scheme.’’  It  resents  for  Mr.  Sinai  the  sug- 
gestion that  he  is  controlled  by  the  Milbank 
Fund,  and  that  somehow  he  has  managed  to 
insinuate  himself  into  a position  of  control 
of  not  only  the  Medical  Economics  Com- 
mittee, but  the  Michigan  State  Medical  So- 
ciety. The  acceptance  of  this  as  a fact,  or 
as  even  a partial  fact,  would  place  the  mem- 
bers of  the  Economics  Committee  in  the  po- 
sition of  being  either  mentally  incompetent 
or  figureheads  and  the  House  of  Delegates 
as  acquiescent.  The  Committee  on  Econom- 
ics unquestionably  represents  as  high  a 


grade  of  mentality  as  is  to  be  found  in  the 
Michigan  profession  or  in  that  of  any  other 
state.  Naturally  they  required  a director  of 
study  but  at  all  times  The  Committee  domi- 
nated the  situation. 

We  do  not  at  all  object  to  a criticism  of 
the  plan.  It  would  be  equally  proper  to 
question  the  basic  facts  as  presented,  certain 
though  we  are  that  they  can  be  substanti- 
ated. The  editor  of  the  Illinois  Medical 
Journal  should  know  that  the  plan  as  pre- 
sented has  not  been  accepted  by  the  Michi- 
gan State  Medical  Society.  It  is  being  pre- 
sented to  the  House  of  Delegates  as  this 
Journal  goes  to  press.  There  is  a differ- 
ence of  opinion  among  the  profession  of 
Michigan  as  to  the  advisability  of  placing 
this  plan  in  operation.  There  is  a question 
in  the  minds  of  some  of  us  as  to  whether 
the  plan  is  practical,  but  the  point  is  that, 
with  great  sincerity  and  with  the  free  ex- 
penditure of  society  funds,  Michigan  has  at- 
tempted to  do  a bit  of  constructive  work. 
The  evidence  is  conclusive  that  Michigan 
has  had  the  vision  to  foresee  coming  events. 
We  would  wish  that  other  states  might  do 
a similar  bit  of  research  if  only  to  serve  as 
controls  of  Michigan’s  results. 

There  is  an  old  adage  that  people  in  glass 
houses  should  not  throw  stones.  Michigan 
is  proud  of  the  cleanliness  of  its  profession. 
We  are  pleased  that  we  remain  singularly 
free  from  the  type  of  medical  practice  which 
is  prevalent  in  states  which,  like  Michigan, 
have  a large  center  of  population.  Rank 
commercialism  by  groups  and  individuals 
with  exploitation  through  the  newspapers  is 
now,  and  has  been,  rare  in  Michigan,  not 
unheard  of  it  is  true,  but  perhaps  less  at  this 
period  when  other  states  are  having  a great 
increase  in  this  sort  of  thing,  than  at  any 
time  in  Michigan’s  history. 

B.  R.  Corbus,  Acting  Secretary 


THE  STATE  BOARD  OF  REGISTRA- 
TION IN  MEDICINE 

The  Michigan  State  Board  of  Registra- 
tion in  Medicine  under  the  secretaryship  of 
Dr.  J.  Earl  McIntyre  has  been  pursuing  its 
work  quietly  and  unobtrusively  so  that 
many  physicians  in  the  actual  practice  of 
their  profession  are  scarcely  aware  that 
there  is  such  an  institution.  Time  was  when 
certain  comment  was  directed  towards  the 
alleged  lack  of  necessity  for  such  a consti- 
tuted bodv.  That  was  back  in  the  times  of 
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generalized  prosperity  when  it  was  felt  in 
many  quarters  that  a diploma  from  either 
one  of  our  two  Class  “A”  medical  schools 
was  sufficient  guarantee  of  the  candidate’s 
eligibility  to  enter  the  practice  of  medicine. 
When  institutions  such  as  the  University 
Medical  School  or  the  Detroit  College  of 
Medicine  and  Surgery  endorsed  a candidate, 
that  was  thought  to  be  sufficient. 

The  situation  at  present,  however,  is  dif- 
ferent. There  is  a great  clamor  from  appli- 
cants outside  of  this  State  to  enter  the  prac- 
tice of  medicine  in  Michigan  in  competition 
with  an  already  congested  condition.  Many 
of  these  applicants  are  from  abroad,  that 
is  from  Europe,  where  circumstances  sur- 
rounding medical  practice  are  anything  but 
desirable.  The  secretary  is  besieged  almost 
daily  with  applicants  for  license  to  practice 
in  Michigan,  the  admittance  of  whom  would 
already  add  to  the  crowded  condition  which 
prevails  here.  The  Michigan  State  Board  of 
Medical  Registration  has  therefore  taken  on 
a new  function,  or,  better,  it  has  been  com- 
pelled to  lend  emphasis  to  an  old  function, 
namely,  regulation  of  the  number  of  admis- 
sions from  outside  the  State.  The  adminis- 
tration rules  of  the  Michigan  State  Board 
of  Registration  in  Medicine  demand  that 
applicants  for  a Michigan  license  must  ful- 
fill certain  requirements;  among  them,  the 
most  objectionable  to  the  foreign  applicant 
is  that  requiring  one  extra  year  in  a 
Class  “A”  medical  college  in  the  United 
States  and  one  year  of  rotating  internship 
in  an  approved  American  hospital.  We  are 
informed  that  there  has  been  a persistent 
request  to  waive  this  rule,  which  regulation 
has  been  sustained  by  the  Attorney-General’s 
Department  of  the  State.  Of  course  it  will 
at  once  appear  that  to  grant  special  favors 
to  special  applicants  would  pave  the  way  for 
all  kinds  of  trouble  with  others  who  would 
seek  to  practise  in  this  state  without  meeting 
the  demand  of  rule  No.  15.  To  let  down  the 
bars  to  foreign  physicians  would  aggravate 
the  condition  under  which  the  state  is  labor- 
ing in  regard  to  the  ratio  of  physicians  to 
population.  Furthermore  it  would  be  an  in- 
justice to  young  graduates  of  our  two 
Class  “A”  medical  schools,  the  University 
of  Michigan  and  the  Wayne  University, 
who,  after  a strenuous  and  expensive  course 
of  study,  must  seek  their  fortunes,  so  to 
speak,  amid  conditions  unfavorable  as  the)'’ 
prevail  here  today. 

In  addition  to  the  annual  and  semi-annual 


examinations  and  the  regulation  of  licens- 
ing graduates  from  other  states,  at  home 
and  abroad,  the  matter  of  discipline  is  also 
a function  of  the  Board.  In  every  state 
there  are  medically  trained  men,  few  we 
hope,  who  are  guilty  of  conduct  that  is  at 
variance  with  good  medical  ethics.  The  ma- 
jority of  these  are  perhaps  handled  satisfac- 
torily by  ethics  committees  of  the  various 
county  medical  societies.  The  graver  of- 
fences, however,  must  be  dealt  with  by  the 
Board  of  Medical  Registration,  which  has 
certain  powers  over  the  licensing  of  all  phy- 
sicians within  the  state.  The  board  endeav- 
ors to  deal  with  these  cases  with  as  much 
wisdom  as  a body  of  men  can  exercise,  en- 
deavoring to  have  in  mind  the  good  of  the 
public  and  the  profession  as  well  as  the  per- 
son at  fault.  An  endeavor  is  made  to  exer- 
cise these  powers  with  justice  and  without 
malice. 


MEDICAL  EDUCATION  IN  THE 

UNITED  STATES  AND  CANADA 

The  annual  educational  number  of  the 
Journal  of  the  American  Medical  Associa- 
tion always  contains  interesting  data  on  the 
subject  of  medical  education;  much  of  it  is 
in  condensed  tabulated  form.  Here  are  a 
few  interesting  facts  gleaned  almost  at  ran- 
dom. In  eleven  medical  colleges  the  general 
fees  are  $500  and  over:  in  three  the  fees  are 
less  than  one  hundred  dollars  ($100.00).  In 
twenty-three  colleges  they  range  from  two 
hundred  dollars  ($200.00)  to  three  hundred 
dollars  ($300.00). 

There  are  (1933-1934)  1,428  American 
medical  students  enrolled  in  eighty-four 
medical  schools  in  Eiirope,  China  and  South 
America. 

There  are  5,488  physicians  listed  for 
Michigan  in  the  American  Medical  Direc- 
tory (1934),  which  is  one  for  every  919  of 
the  population.  In  the  United  States  there 
is  one  physician  to  814  people.  The  District 
of  Columbia  has  one  physician  for  290 
people. 

The  1934  Medical  Directory  contains  sta- 
tistics on  the  number  of  physicians  who 
either  limit  their  practice  to,  or  declare  a 
special  interest  in,  a specialty.  The  largest 
number  is  4,452  in  internal  medicine,  fol- 
lowed closely  by  the  next  largest,  4,337  in 
surgery.  Otology,  laryngology,  rhinologv 
and  ophthalmology  as  a group  come  third 
with  4,010.  Thirty-four  limit  their  work  to 
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bacteriology.  These  statistics  are  of  those 
who  definitely  limit  their  practice  to  the  ex- 
clusion of  everything  else.  There  are  8,854 
apart  from  the  surgical  specialists  who  de- 
clare a special  interest  in  surgery.  The  ob- 
stetric specialists  number  356  while  2,001 
declare  a special  interest  in  obstetrics. 

In  the  year  1905  there  were  one  hundred 
and  sixty  medical  schools  in  the  United 
States  which  graduated  5,606  that  year.  In 
1934  there  are  seventy-seven  medical 
schools  which  graduated  5,038  doctors. 

In  1934  there  are  1,020  women  students 
in  American  Medical  Schools,  with  211 
graduates,  or  4.2  per  cent  of  all  graduates. 

The  two  Class  A schools  in  Michigan 
have  an  enrolment  (1934)  of  775,  with  164 
graduates. 


THE  HISTORY  OF  NURSING 

Specific  references  to  early  nursing  are 
very  scarce.  It  seems  logical  to  suppose  that 
primitive  mothers  instinctively  cared  for 
their  children  and  that  some  of  the  older 
women  acquired  a slight  knowledge  of  me- 
dicinal herbs  and  plants.  The  old  crone  with 
her  brews  and  incantations  was  probably  the 
first  to  combine  the  duties  of  both  physician 
and  nurse,  prescribing  for  the  sick  as  well 
as  attending  them.  In  the  pre-Christian  cen- 
turies, although  there  are  references  to  hos- 
pitals and  medicine,  little  direct  mention  is 
made  of  nursing.  Among  the  Greeks,  Egyp- 
tians, Romans  and  Jews,  most,  if  not  all, 
nursing  was  done  by  the  women  of  the 
household,  assisted,  in  some  cases,  by  slaves 
or  servants.  Little  provision  was  made  for 
the  care  of  the  ailing  poor  except  among 
the  Jews,  who  observed  the  Mosaic  Code, 
and  among  the  Indians,  who,  because  of  the 
Buddhistic  doctrines  of  reincarnation,  fear- 
ed that  the  soul  of  a friend  or  relative  might 
be  imprisoned  in  the  body  of  a sick  beggar. 
The  early  Indian  records  contain  the  most 
valuable  references  to  nursing,  which  was 
performed  almost  wholly  by  males.  From 
the  Samhita  (compendium)  of  Shusruta  in 
the  fourth  century  comes  the  following  in- 
teresting passage: 

“Nurse. — That  person  alone  is  fit  to  nurse  or  to 
attend  the  bedside  of  a patient  who  is  cool-headed 
and  pleasant  in  his  demeanour,  does  not  speak  ill 
of  anybody,  is  strong  and  attentive  to  the  require- 
ments of  the  sick,  and  strictly  and  indefatigably 
follows  the  instructions  of  the  physician.” 


To  these  qualifications  may  be  added 
others  from  the  Charaka-Samhita  of  the 
same  century: 

“Nurse. — Knowledge  of  the  manner  in  which 
drugs  should  be  prepared  or  compounded  for  ad- 
ministration, cleverness,  devotedness  to  the  patient 
waited  upon,  and  purity  (both  of  mind  and  body) 
are  the  four  qualifications  of  the  attending  nurse.” 

One  cannot  help  but  wonder  at  the  amaz- 
ingly high  standard  set  for  nurses  at  that 
time — a standard  which  could  scarcely  be 
improved  today.  In  fact,  the  care  of  the 
sick  in  the  pre-Christian  era  compares  fa- 
vorably with  many  succeeding  periods. 

With  the  advent  of  Christianity,  women, 
particularly  unmarried  women,  were  given 
greater  opportunities  for  social  service  on 
a varied  scale.  The  earliest  Christian  nurs- 
ing orders  were  the  Deaconesses,  Widows 
and  Nuns,  of  whom  the  first  occupied  a po- 
sition of  great  importance.  The  early  Dea- 
conesses were  ordained  by  the  church  and 
had  duties  both  secular  and  religious,  among 
which  care  for  the  sick  and  poor  was  pre- 
dominant. The  order  of  Deaconesses  spread 
rapidly  into  Syria,  Italy,  Spain,  Gaul  and 
Ireland.  It  was  strictly  ecclesiastical,  with 
the  selection  and  control  of  members  lying 
in  the  hands  of  the  Bishop;  even  women  of 
wealth  and  nobility  were  grateful  for  the 
opportunity  of  entering  the  Diaconate,  with 
the  result  that  an  exceptionally  high  stand- 
ard was  set  for  the  group.  The  Deacon- 
esses, however,  had  been  given  too  large  a 
sphere  of  activity,  and  their  influence  came 
to  be  strongly  opposed  by  the  clergy,  so  that 
in  251  the  Roman  parishes  abolished  the 
order.  Nevertheless,  the  Deaconess  con- 
tinued in  the  East  until  the  eighth  century, 
although  her  power  had  gradually  dimin- 
ished after  the  fourth  century,  when  it  had 
reached  a peak.  The  order  of  Deaconesses 
is  of  particular  importance  since  it  may  be 
considered  to  have  laid  the  foundation  of 
nursing. 

As  the  order  of  Deaconesses  declined,  its 
work  was  absorbed  into  other  organizations, 
particularly  by  other  religious  groups.  The 
church  founded  separate  hospitals  for  men 
and  women,  and  frequently  these  double 
establishments  were  presided  over  by  ab- 
besses of  great  influence.  Among  these 
were  Radegund  of  Poitiers,  Hilda  at  Whit- 
by and  Hildegarde  at  Bingen.  Such  women 
had  great  administrative  ability  and  were 
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Dr.  Richard  R.  Smith 

(President  of  the  Michigan  State  Medical  Society 
1934-1935) 

An  editorial  appreciation  of  Dr.  Smith  appeared 
in  this  Journal  a year  ago  on  the  occasion  of  his 
election  by  the  House  of  Delegates  to  succeed  Dr. 
George  L.  Le  Fevre.  The  choice  of  Dr.  Smith  fully 
justifies  the  wisdom  of  his  election  at  a time  when 
a strong  man  is  needed  at  the  helm.  His  interests 
are  many  and  varied;  among  them  education  holds 
a prominent  place,  particularly  important  at  this  time 
when  there  is  such  a strong  incentive  among  the 
profession  for  post-graduate  medical  instruction. 
Dr.  Smith  has  been  early  and  intimately  identified 
with  the  American  College  of  Surgeons  and  has 
had  a great  deal  to  do  in  the  standardization  of 
hospitals.  Elsewhere  in  this  Journal  appears  Dr. 
Smith’s  address  in  response  to  his  induction  as 
president  of  the  Society.  He  has  consented  to  ad- 
dress the  Society  from  time  to  time  by  signed  edi- 
torial communications. 


often  very  learned.  Hildegarde,  for  ex- 
ample, wrote  two  large  works:  one  upon 
natural  history  to  furnish  a background  for 
medical  study,  and  a second  upon  symptoms 
and  treatment.  Her  work  is  of  particular 
interest  in  indicating  that  nursing  among 
religious  orders  had  reached  a fairly  high 
level  by  the  twelfth  century.  This  same 
century  also  saw  a definite  separation  be- 
ginning to  take  place  between  the  establish- 
ments for  the  sick  and  those  for  the  poor, 
though  the  sick  were  still  largely  under  the 
jurisdiction  of  the  church.  Contempora- 
neously with  these  developments  arose  vari- 


ous nursing  orders  which  may  be  roughly 
classified  as  military,  secular  and  religious. 

The  military  orders  sprang  up  to  meet  the 
exigencies  of  the  Crusades.  Their  duties 
were  a combination  of  war-making,  chari- 
table relief  and  hospital  nursing  under  re- 


DR.  Grover  C.  Penberthy 


(President-Elect  Michigan  State  Medical  Society) 

Dr.  Penberthy  is  a native  of  Michigan,  born  at 
Houghton  on  March  1,  1886.  His  early  education 
was  obtained  at  the  Houghton  High  School  and  his 
medical  training  at  the  University  of  Michigan, 
where  he  was  graduated  in  1910.  His  internship 
was  served  at  the  New  York  City  Hospital  1910-13. 
He  came  to  Detroit  in  1913,  where  he  has  been  in 
practice  to  the  present  time.  He  was  in  the  army 
from  1917  to  1919,  where  he  performed  the  duties  of 
military  surgeon.  Dr.  Penberthy  is  associate  pro- 
fessor of  surgery,  medical  school  of  Wayne  Uni- 
versity, and  non-resident  lecturer  of  the  Medical 
Department  of  the  University  of  Michigan ; he  is 
also  extramural  lecturer,  post-graduate  school  of  the 
University  of  Michigan.  His  hospital  appointments 
include  that  of  Surgical  Director  of  the  Children’s 
Hospital  of  Michigan;  Associate  Surgeon  Harper 
and  Herman  Kiefer  hospitals,  Detroit ; Surgeon 
Michigan  Mutual  Hospital ; Consulting  Surgeon  De- 
troit Receiving  Hospital.  Dr.  Penberthy  is  past- 
president  of  both  the  Detroit  Academy  of  Medicine 
and  the  Academy  of  Surgery.  Besides  the  success- 
ful pursuit  of  his  professional  duties  Dr.  Penberthy 
has  found  time  to  devote  to  the  interests  of  the  pro- 
fession of  both  Wayne  County  and  the  State  of 
Michigan,  and  when  the  time  comes,  a year  hence, 
to  occupy  the  president’s  chair,  he  will  bring  to  his 
new  duties  an  experience  that  will  be  invaluable  to 
the  Michigan  State  Medical  Society. 
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ligious  forms.  The  Order  of  St.  John  be- 
came important  after  the  capture  of  Jeru- 
salem in  1099.  The  members  rapidly 
gained  power,  and  wealth  and  honors  were 
showered  upon  them.  The  Teutonic 
Knights,  dating  back  to  1128,  and  the 
Knights  of  St.  Lazarus,  first  organized  to 
care  for  lepers,  were  also  important. 
Women’s  groups  were  organized  simulta- 
neously and  these  too  were  widespread  and 
influential.  The  chief  significance  of  the 
military  nursing  orders  was  that  the  glamor 
spread  about  them  attracted  the  patronage 
of  the  noble  and  wealthy  and  greatly  stim- 
ulated the  founding  of  hospitals. 

Secular  nursing  orders  became  very  ac- 
tive early  in  the  thirteenth  century.  Orders, 
such  as  the  Tertiaries,  existed  outside  the 
church,  but  were  usually  under  its  jurisdic- 
tion. Other  important  secular  groups  were 
the  Order  of  the  Holy  Ghost,  founded  to- 
ward the  end  of  the  twelfth  century,  the 
Oblates,  an  order  of  women  in  Florence, 
and  the  Beguines,  founded  in  Belgium  in 
1180.  The  last  group  in  1300  had  over 
200,000  members,  including  men  and 
women,  who  served  in  hospitals  and  also  did 
visiting  nursing. 

Of  the  religious  orders,  most  is  known 
about  the  Augustinian  Sisters,  one  of  the 
oldest  purely  nursing  orders,  at  the  Hotel 
Dieu  in  Paris.  These  Sisters  were  in  charge 
of  the  female  section  of  the  hospital  and,  in 
addition,  were  responsible  for  the  laundry, 
household  management,  kitchens,  etc.  They 
lived  a very  secluded  life,  only  leaving  the 
hospital  to  do  nursing.  It  may  thus  be 
noted  that  practically  all  organized  nursing 
had  a definite  relationship  with  the  church, 
either  in  inspiration  or  jurisdiction,  a con- 
dition which  continued  until  the  latter  half 
of  the  nineteenth  century. 

The  sixteenth  century  saw  renewed  activ- 
ity within  the  church  itself.  Foremost 
among  the  new  orders  were  the  Brothers  of 
St.  John  of  God,  founded  in  Granada  in 
1540,  and  the  Sisters  of  Charity  in  France. 

The  period  from  the  end  of  the  seven- 
teenth to  the  middle  of  the  nineteenth  cen- 
tury is  generally  considered  the  “Dark 
Period”  of  nursing.  During  this  century 
and  a half,  little  progress  was  made,  and 
there  were  actual  cases  of  deterioration.  The 
Reformation  and  the  Renaissance  seem  to 
have  had  little  effect  upon  nursing  except 
that  the  confiscation  of  church  property 


necessarily  abolished  many  church  hospitals. 
Medicine,  to  be  sure,  had  received  a great 
impetus  with  the  renewed  interest  in  science, 
but  since  nursing  was  more  closely  asso- 
ciated with  religion  than  with  medicine, 
there  was  no  commensurate  improvement. 
Especially  disgraceful  were  conditions  in 
England  and  the  United  States  where  there 
were  no  religious  organizations,  although, 
even  in  Europe,  the  Sisters  were  hampered 
by  antiquated  routines. 

The  deplorable  conditions  of  nursing  were 
becoming  more  and  more  obvious.  Such 
reformers  as»  John  Howard  during  the 
eighteenth  century  and  Elizabeth  Fry  dur- 
ing the  first  half  of  the  nineteenth  century 
agitated  for  nursing  reform  along  with 
prison  and  hospital  reform.  One  of  the 
most  important  factors  in  the  regeneration 
of  nursing  was  the  founding  of  the  Deacon- 
ess Institute  at  Kaiserwerth  by  Pastor 
Theodor  Fliedner  in  1836.  This  was  a re- 
vival of  the  ancient  order  of  Deaconesses 
and  branches  soon  spread  outside  of  Ger- 
many. Kaiserwerth  is  of  particular  inter- 
est, because  Florence  Nightingale  spent 
three  months  of  training  there,  really  the 
only  systematic  training  she  ever  received 
outside  of  a few  weeks  spent  with  the  Sis- 
ters of  Charity  in  Paris. 

Contemporaneously  with  Kaiserwerth, 
several  sisterhoods  in  the  Church  of  Eng- 
land were  also  founded  with  nursing  as  their 
primary  object.  The  women  received  no 
training  and  none  of  these  Anglican  orders 
can  properly  be  associated  with  reform  in 
hospital  nursing,  because  their  work  was 
solely  among  the  poor.  Hospital  nursing 
reform  is  connected  with  St.  John’s  House, 
in  particular,  and  All  Saints  Sisterhood. 
The  founding  of  the  former  in  1848  was  an 
important  landmark  in  nursing  history  since 
it  was  the  first  purely  nursing  order  in  the 
Church  of  England.  Provisions  were  made 
for  a group  of  nurses  to  receive  training  for 
two  years,  after  which,  if  they  were  ap- 
proved, they  became  “Nurses,”  receiving 
board,  room  and  a small  salary,  and  were 
bound  to  remain  for  five  years. 

One  of  the  most  original  and  interesting 
attempts  to  ameliorate  nursing  was  the 
founding  and  endowing  of  “La  Source”  at 
Lausanne,  Switzerland,  in  1859  by  Countess 
Agenor  de  Gasparin.  She  founded  it  large- 
ly as  a protest  against  the  “motherhouse” 
system,  because  she  believed  in  the  right  of 
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each  individual  to  enjoy  personal  liberty  and 
to  receive  a salary. 

The  establishment  of  the  principles  of 
modern  nursing  is  attributed  to  Florence 
Nightingale.  Although  her  theoretical  train- 
ing was  negligible,  Miss  Nightingale  had 
seized  every  opportunity  during  extensive 
travels  to  visit  hospitals  and  observe  nursing 
so  that  when  the  opportunity  for  service 
presented  itself  she  was  fully  prepared.  In 
October,  1854,  Miss  Nightingale  with  a 
small  group  of  nurses  was  sent  to  Scutari  to 
assist  in  the  nursing  during  the  Crimean 
War.  Her  remarkable  achievements  in  the 
face  of  insurmountable  difficulties  and  her 


Dr.  Julius  H.  Powers 

(Newly  elected  Chairman  of  the  Council  of  the 
Michigan  State  Medical  Society) 

Dr.  Julius  H.  Powers  of  Saginaw,  councillor  of 
the  Eighth  District  Michigan  State  Medical  Society, 
has  been  elected  chairman  of  the  Council  to  suc- 
ceed Dr.  Burton  R.  Corbus,  who  in  turn  succeeds 
Dr.  Warnshuis  as  secretary  of  the  Society  until  a 
permanent  appointment  is  made  at  the  next  meet- 
ing of  the  Council  in  January.  Dr.  Powers  has  been 
a member  of  the  Council  for  over  ten  years.  Dr. 
Powers  is  a native  of  Iowa,  in  which  State  he  re- 
ceived his  early  education,  graduating  Bachelor  of 
Philosophy  from  Grinnell  College  in  1901.  Two 
years  later  he  received  the  degree  M.A.  Following 
his  academic  training  he  attended  the  University  of 
Michigan  Medical  School  and  was  graduated  M.D. 
in  1906.  Following  graduation  he  located  in  Sagi- 
naw, where  he  has  been  in  practice  to  the  present 
time.  Dr.  Powers  has  given  special  attention  to 
general  surgery.  He  has  taken  courses  in  surgery 
at  the  University  of  Michigan  and  at  Harvard.  He 
leaves  shortly  for  post-graduate  work  in  Vienna, 
Austria. 


Dr.  Burton  R.  Corbus 

(Acting  Secretary  of  the  Michigan  State  Medical 
Society) 

Dr.  Burton  R.  Corbus  became  acting  secretary  to 
succeed  Dr.  Warnshuis  until  a permanent  appoint- 
ment is  made  at  the  winter  meeting  of  the  Council 
of  the  Society.  Dr.  Corbus’  long  experience  as 
councillor  and  as  chairman  of  the  Council  and  Ex- 
ecutive Committee  eminently  qualifies  him  for  the 
new  duties  he  has  undertaken.  He  has  a clear 
working  command  of  parliamentary  procedure,  and 
probably  no  other  member  of  the  Society  is  better 
acquainted  with  the  problems  that  confront  the 
members  of  the  medical  profession  today. 


innovations  in  nursing,  sanitation  and  ad- 
ministration are  well  known.  It  is  certain- 
ly not  strange  that  she  became  a kind  of 
popular  heroine  upon  her  return  to  England 
in  1856.  Since  she  would  accept  no  per- 
sonal testimonial  of  any  kind,  it  was  de- 
cided to  establish  a fund  to  enable  her  to 
found  a nurses’  training  school.  However, 
her  health  would  not  permit  her  to  under- 
take the  project  directly,  so  that  a subcom- 
mittee was  appointed,  and  St.  Thomas’s 
Hospital  was  selected  as  a starting  point. 
The  first  fifteen  probationers  were  admitted 
in  June,  1860.  Miss  Nightingale  was  con- 
sulted at  every  stage,  but  the  actual  respon- 
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sibility  was  necessarily  assumed  by  the 
superintendent,  Mrs.  Wardroper,  to  whom 
much  credit  is  due.  Miss  Nightingale’s 
chief  contribution  to  nursing  was  her  insis- 
tence upon  the  necessity  for  training.  She 
also  caused  people  to  realize  that  nursing  de- 


DR.  H.  A.  Luce 

Dr.  Henry  A.  Luce  of  Detroit  has  been  re-elected 
as  chairman  of  the  House  of  Delegates  of  the  Mich- 
igan State  Medical  Society  and  he  has  been  elected 
also  as  a delegate  to  the  1935  annual  meeting  of  the 
American  Medical  Association  at  Atlantic  City. 


served  to  be  raised  to  the  status  of  a profes- 
sion. Finally,  from  the  time  of  Miss  Night- 
ingale, nursing  was  extended  beyond  the 
limits  of  religious  organizations  with  the  re- 
sult that  it  became  more  closely  connected 
with  medicine. 

The  Nightingale  system  of  training 
nurses  spread  throughout  the  world. 
Women  from  various  countries  came  to 
England  to  receive  training  which  would 
enable  them  to  establish  similar  institutions 
in  their  own  countries.  Changes  in  admin- 
istration and  method  were  introduced,  but 
the  general  idea  behind  the  schools  remained 
the  same. 

In  1872,  the  first  nurses’  training  school 
was  inaugurated  in  the  United  States  at  the 
New  England  Hospital  for  Women  and 
Children  at  Roxbury,  Massachusetts.  The 
following  year,  schools  were  established  at 
the  Bellevue  Hospital,  New  York,  the  New 
Haven  Hospital  and  the  Massachusetts  Gen- 


eral Hospital  at  Boston.  By  1890,  trained 
nursing  had  established  its  worth  and 
proved  its  value  to  the  medical  profession. 
As  the  importance  of  training  came  to  be 
more  fully  appreciated,  the  curriculum  in 
the  training  schools  was  extended  and  im- 
proved. 

The  Nightingale  School  and  other  early 
schools  had  provided  only  a year  of  nursing 
training,  which  included  a variable  number 
of  lectures  on  phases  of  nursing,  taking 
temperature,  counting  pulse  and  respiration, 
and  bandaging.  The  period  of  training  and 
the  scope  of  study  were  gradually  increased 
until,  in  1910,  the  University  of  Minnesota 
introduced  a five  year  course  of  training 
leading  to  a Bachelor’s  degree  in  Nursing. 
This  curriculum  comprises  two  years  of 
pre-nursing  preparation,  two  years  of  pro- 
fessional training  and  one  year  of  combined 
general  and  specialized  work.  Postgraduate 
work  has  also  made  tremendous  strides  dur- 
ing the  past  thirty  years,  permitting  nurses 
to  specialize  in  particular  fields  and  to  keep 
their  knowledge  up  to  date. 

A new  motive  for  nursing — patriotism — 
was  provided  by  the  Red  Cross  movement. 
The  idea  of  the  association  was  conceived 
by  Jean  Henri  Dunant,  who  introduced  it 
at  an  international  conference  in  1863.  The 
following  year,  twelve  countries  adopted  the 
plan,  which  provided  for  the  formation  of 
National  Aid  Societies  which,  in  time  of 
war,  were  to  be  put  under  military  rule  and 
to  be  assured  of  universally  respected  neu- 
trality; in  time  of  peace,  they  were  to  assist 
during  emergencies  (such  as  earthquakes 
and  floods)  and  to  promote  public  health. 
The  United  States  did  not  ratify  the  plan 
until  1882,  since  the  Civil  War  and  recon- 
struction had  been  foremost  at  the  time  of 
the  inception  of  the  Red  Cross  idea.  In 
1919,  the  League  of  Red  Cross  Societies 
was  formed  and,  by  1931,  fifty-eight  nations 
had  become  affiliated  with  it. 

Probably,  the  most  important  develop- 
ment in  nursing  since  the  World  War  has 
been  public  health  nursing,  which  covers  a 
great  field  of  work:  bedside  care,  school 
nursing,  industrial  nursing,  tuberculosis 
care,  child  welfare,  mental  hygiene  and 
venereal  disease  work.  Public  health  nurs- 
ing may  be  either  a part  of  the  regular  train- 
ing course  or  it  may  be  acquired  during 
postgraduate  work.  Some  few  countries, 
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such  as  Italy  and  France,  have  special 
schools  for  this  training. 

Another  field  of  nursing  which  is  of  re- 
cent development  is  psychiatric  nursing.  The 
first  organized  course  of  lectures  and  train- 
ing in  mental  nursing  were  given  at  the 
McLean  Hospital  in  Boston  in  1882,  fol- 
lowed by  lectures  at  the  German  Institute 
at  Arnsdorf  in  1884.  Training  is  either 
specifically  for  work  with  the  insane  or  may 
be  in  connection  with  the  regular  course  of 
study.  Even  today,  however,  many  coun- 
tries, such  as  China,  Bulgaria  and  Greece, 
have  no  definite  instruction  for  attendants 
of  the  insane.  Probably  in  time,  all  nurses 
will  be  required  to  have  training  in  mental 
cases  and  then  greater  work  along  preven- 
tive and  early  treatment  lines  can  be  done. 
Prison  nursing  is  another  relatively  recent 
development  and  one  which  is  still  in  its 
infancy. 

The  past  century  has  witnessed  a remark- 
able advance  in  nursing.  From  the  deplor- 
able type  of  woman  characterized  by 
Dickens  in  Mrs.  Sairey  Gamp,  the  modern 
nurse  has  developed  into  an  educated,  effi- 
cient and  admirable  individual. 


DR.  JOHN  E.  CLARK 

The  late  Dr.  John  E.  Clark  of  Detroit 
was  one  of  those  men  prominent  in  the  med- 
ical profession,  who,  despite  his  four  score 
and  four  years,  was  never  looked  upon  as  an 
old  man.  He  was  a vigorous  and  youthful 
octogenarian  with  a sustaining  philosophy 
of  life  and  a sense  of  humor  that  assured  a 
welcome  in  any  group.  He  was  an  excellent 
teacher,  always  interesting,  and  gifted  with 
the  ability  to  inspire  others  with  the  love  of 
his  subject.  Dr.  Clark  was  a friend  of  the 
younger  man  in  the  struggle  period  of  the 
practice  of  medicine.  For  him  he  had  al- 
ways a word  of  encouragement  and  his  op- 
timism was  boundless.  His  long  experience 
as  County  Chemist  developed  his  powers  as 
expert  witness  excelled  by  few.  He  was  a 
member  of  the  senior  group  of  the  Wayne 
County  Physicians  organized  some  time  ago, 
always  welcome  and  whimsically  facetious 
when  he  arose  to  address  the  group.  It  is 
the  lot  of  few  men  to  live  a life  so  full  of 
vigor,  good  cheer  and  service. 


ANALYSIS  OF  FOOTBALL  INJURIES 

Thomas  N.  Horan,  Bloomfield  Hills,  Mich.,  pre- 
sents a study  which  includes  a record  of  major  and 


minor  injuries  through  four  consecutive  seasons  at 
Cranbrook  School,  where  80  per  cent  of  the  boys 
play  football  and  where  the  average  school  attend- 
ance is  200.  The  analysis  of  the  injuries  is  taken 
from  notes  entered  each  afternoon  and  evening  dur- 
ing the  season.  These  injuries  are  summarized  in 
tables  and  presented  pictorially.  The  total  number 
of  injuries  decreases:  243  in  1930,  112  in  1931,  68 
in  1932  and  75  in  1933.  This  interesting  reduction 
developed  gradually  as  the  causes  for  special  re- 
gional injuries  were  examined  in  respect  to  the 
anatomic  strength  or  vulnerability  of  the  part,  the 
character  and  direction  of  the  force  inflicting  the 
injury,  the  distribution  of  padding  (cotton,  wool, 
sponge  rubber  and  leather)  within  the  uniform,  and 
the  style  or  form  in  play.  The  most  serious  in- 
juries in  1930,  1931  and  1932  included  a fracture 
of  the  second  lumbar  vertebra,  a kidney  blow  with 
gross  hematuria,  evulsion  of  bone  within  the  knee 
joint  at  the  attachment  of  a cruciate  ligament,  cere- 
bral concussion,  and  severe  strain  of  the  internal 
lateral  ligament  of  the  knee.  In  1933  there  were  no 
serious  injuries. — Journal  A.  M.  A.,  Aug.  4,  1934. 


AUTUMN. 

There  is  something  in  the  autumn 
That  is  native  to  my  blood, 

Touch  of  manner,  hint  of  mood; 

And  my  heart  is  like  a rhyme, 

With  the  yellow  and  the  purple 
And  the  crimson  keeping  time. 

The  scarlet  of  the  maples  can  shake  me 
Like  a cry 
Of  bugles  going  by, 

And  my  lonely  spirit  thrills 
To  see  the  frosty  asters  like  smoke 
Upon  the  hills. 

There  is  something  in  October  sets 
The  gypsy  blood  astir; 

We  must  follow  her, 

When  from  every  hill  a flame 

She  calls  and  calls  each  vagabond  by  name. 

Bliss  Carmen. 


ENDOCRINE  DWARFISM 
William  Engelbach  and  Robert  L.  Schaefer, 
Detroit,  believe  that  the  problem  of  diagnosis  and 
treatment  of  statural  undergrowth,  or  dwarfism, 
rightfully  belongs  to  the  general  practitioner  and 
pediatrician.  One  has  but  to  study  the  normal 
growth  increment  curve  in  the  human  being  for  this 
proof.  It  testifies  to  the  fact  that  approximately 
50  per  cent  of  the  total  growth  has  been  attained 
at  the  age  of  three  years.  Its  increasing  plateau 
diminishes  rapidly  as  adolescence  or  sex  maturity  is 
attained.  It  logically  follows  that  diagnosis  and 
adequate  treatment  during  the  infantile  and  early 
juvenile  periods  should  give  greater  therapeutic  re- 
sults. The  work  of  Smith  indicates  that  thyroid 
extract  is  a valuable  adjunct  in  this  form  of  treat- 
ment. The  cases  giving  the  most  favorable  response 
display  a delay  in  roentgenographic  study  of  osseous 
development. — Journal  A.  M.  A.,  Aug.  18,  1934. 


COMMUNICATION 

To  the  Editor:  Just  read  your  article  regarding 
the  retirement  of  old  physicians  on  a pension.  I am 
very  much  in  favor  of  the  plan  presented  and  would 
like  to  see  it  brought  about. 

Geo.  R.  Wright. 

Montrose 
September  4,  1934 
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DEPARTMENT  OF  SOCIETY  ACTIVITY 


ARTICLE  2— PURPOSE 

Section  1.  The  purposes  of  this  Society  are  to  promote  the  science  and  art  of  medicine,  the 
protection  of  public  health  and  the  betterment  of  the  Medical  Profession;  and  to  unite  with  simi- 
lar organizations  in  other  States  and  Territories  of  the  United  States  to  form  the  American 
Medical  Association. 


ACTING  SECRETARY 

Beginning  with  this  issue  this  department 
has  a new  editor,  the  acting  secretary.  For 
ten  years  chairman  of  the  council,  he  has 
good  reason  to  know  the  load  that  the  sec- 
retary of  this  Society  must  carry.  Much  is 
expected  and  required.  Doctor  Warnshuis 
has  met  these  requirements  with  exceptional 
ability  and  conscientiousness. 

There  is  a wealth  of  detail  incident  to  the 
proper  conduct  of  the  Society’s  business.  It 
is  not  alone  the  routine  of  maintaining  con- 
tact between  the  general  office,  county  units 
and  individual  members,  but  there  is  much 
correspondence  from  both  within  and  with- 
out the  state.  Last  year  8,958  pieces  of  first 
class  mail  were  sent  out  from  the  office  and 
6,000  came  in. 

In  addition  there  is  the  business  manage- 
ment of  The  Journal.  There  are  frequent 
meetings  with  committees  and  a certain 
amount  of  field  work. 

Doctor  Corbus  hopes  that  you  will  be  tol- 
erant with  his  errors  of  omission  and  com- 
mission during  this  interval  period.  In 
every  possible  way  your  acting  secretary 
will  endeavor  to  be  of  help  to  you.  Fie 
hopes  that  you  will  frequently  call  upon  him 
and  he  asks  for  your  cooperation  and  en- 
couragement. Please  remember  the  new  ad- 
dress— 313  Metz  Bldg.,  Grand  Rapids, 
Mich. 


Delegates  to  the  American  Medical  Asso- 
ciation: 

Dr.  J.  D.  Brook — Grandville 
Dr.  H.  A.  Luce — Detroit 
Dr.  C.  S.  Gorsline— Battle  Creek 
Dr.  C.  Keyport- — Grayling 
Dr.  Hirschman  holding  over 
Alternate  Delegates: 

Dr.  T.  E.  DeGurse — Marine  City 
Dr.  R.  H.  Denham — Grand  Rapids 
Dr.  F.  T.  Andrews — Kalamazoo 
Drs.  Moll  and  Chester  Holding  Over 
Council  Elections: 

Dr.  Julius  Powers,  Chairman — Saginaw 
Dr.  T.  F.  Heavenrich,  Vice  Chairman — 
Port  Huron 

Executive  Committee  of  the  Council: 

Dr.  Julius  Powers 
Dr.  T.  F.  Heavenrich 
Dr.  C.  E.  Boys 
Dr.  Henry  Carstens 
Dr.  H.  A.  Luce 
Dr.  J.  E.  McIntyre 

The  Council  appointed  a special  “Scout- 
ing Committee”  to  investigate  qualifications 
of  applicants  and  make  recommendations 
for  the  office  of  permanent  Secretary.  This 
committee  is  headed  bv  the  president  of  the 
Society,  Dr.  Richard  R.  Smith,  and,  in  ad- 
dition, includes  Dr.  H.  A.  Luce,  Dr.  C.  E. 
Boys  and  Dr.  B.  H.  Van  Leuven. 


HIGH  LIGHTS  OF 
THE  ANNUAL  MEETING 

Your  officers  for  1934-35  are: 

Dr.  Richard  R.  Smith,  President — Grand 
Rapids 

Dr.  Grover  C.  Penberthy,  President-Elect 
— Detroit 

Dr.  Henry  A.  Luce,  Speaker  of  the 
House — Detroit 

Dr.  Frank  H.  Reeder,  Vice  Speaker — 
Flint 


THE  COMMITTEE  ON  ECONOMICS 

The  House  adopted  with  little  comment 
the  following  resolution: 

“The  House  of  Delegates  shall  postpone  action 
on  health  insurance,  continue  the  Committee  on 
Medical  Economics  and  shall  hold  itself  ready  for 
special  call,  if  and  when,  any  national  or  state 
program  of  health  should  appear  imminent.  Your 
Committee  discourages  the  further  expenditure  of 
funds  in  this  work  excepting  regular  funds  of  the 
Michigan  State  Medical  Society,  if  and  when,  such 
funds  mav  be  made  available  by  the  House  of 
Delegates.” 

As  a part  of  their  final  report  the  Eco- 
nomics Committee  released  the  report  of  the 
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Sub-Committee  on  Post  Graduate  Medical 
Education — an  exhaustive  study  of  which 
we  shall  have  more  to  say  in  future  issues 
of  the  Journal. 

The  House  recorded  by  resolution  its  ap- 
preciation of  the  many  years  of  service  of 
Doctor  Warnshuis  and  the  Council  and  of- 
ficers gave  expression  to  the  same  thought 
in  a tangible  way. 


See  your  official  minutes  for  other  im- 
portant actions  of  the  House  of  Delegates. 
They  will  appear  in  full  in  the  November 
Journal. 


The  registered  attendance  was  968.  The 
quality  of  the  program  in  the  scientific  ses- 
sions was  excellent. 


The  hospitality  of  the  Calhoun  County 
Medical  Society  was  beyond  reproach. 


ILLINOIS  IS  DISTURBED 

Our  Society  has  always  appreciated  and 
frequently  profited  from  the  comments  and 
advice  advanced  by  those  who  hold  office  in 
Sister  State  societies.  Our  Society  is  very  ap- 
preciative of  helpful  and  guiding  advice  when 
it  is  based  on  facts  and  not  assumption.  In 
a recent  issue  the  Editor  of  the  Illinois  State 
Medical  Society  Journal  has  seen  fit  to 
make  comment  upon  the  attempt  that  is  be- 
ing made  in  Michigan  to  study  medical  eco- 
nomic conditions  in  our  State.  Considerable 
concern  is  evidenced  in  that  editorial  and 
condemnation  is  voiced  for  the  activities  of 
our  Economics  Committee.  It  is  made  to 
appear  that  Michigan’s  profession  is  casting 
aside  the  principles  established  by  American 
Medicine  and  is  permitting  those  who  are 
active  in  social  movements  to  dominate  and 
direct  our  Society’s  activities  and  mould  its 
future.  This  is  far  from  the  truth. 

Michigan  has  always  been  loyal  to  the 
ideals  of  American  Medicine.  It  has  ever 
conformed  to  the  policies  of  the  American 
Medical  Association  and  has  sought  to  be 
a loyal  unit  of  that  national  body.  Michigan 
will  continue  to  be  loyal  to  the  national  body 
and  conform  to  its  policies. 

Michigan  experienced  the  effects  of  our 
national  era  of  depression  more  severely 
than  did  many  other  states.  In  1931  our 
Society’s  House  of  Delegates  felt  it  to  be 
not  only  necessary  but  imperative  to  give 


consideration  to  the  economic  future  of  the 
Society’s  members.  It  did  so  by  appointing 
a special  committee  to  survey  the  state’s 
medical  services  and  health  agencies.  In 
July,  1933,  the  Committee  presented  the  re- 
sults of  its  studies.  Certain  facts  were  sum- 
marized and  certain  plans  were  advanced 
that  might  remedy  some  of  the  existing  con- 
ditions, provide  medical  care  for  designated 
groups,  relieve  the  profession  from  the 
heavy  burdens  it  was  carrying  and  afford  an 
increase  in  financial  returns  to  our  members 
for  the  professional  services  they  were  ren- 
dering. Plans  for  the  correction  of  clinic 
abuses,  free  service  that  was  being  given 
by  health  departments  and  agencies  and 
amendments  to  state  laws  were  also  ad- 
vanced. To  provide  opportunity  for  our 
members  to  pursue  post  graduate  work  and 
so  be  able  to  render  a higher  grade  of  medi- 
cal care  an  exhaustive  study  of  post  grad- 
uate education  was  made.  This  latter  re- 
port has  just  been  released  and  is,  we  be- 
lieve, the  most  comprehensive  stndv  existent 
on  the  subject.  These  findings  should  be 
of  value  to  other  states  and  educational  in- 
stitutions. 

Our  House  of  Delegates  received  and 
considered  this  200,000  word  report.  It 
discharged  the  Survey  Committee.  It  cre- 
ated a new  Committee  on  Medical  Econom- 
ics and  instructed  the  Committee  to  make 
certain  studies  and  to  bring  in  a plan  or 
plans  that  would  make  it  possible  for  people 
in  the  lower  income  earning  group  to  secure 
adequate  medical  care  from  a family  doctor. 
The  House  of  Delegates  formulated  certain 
principles  and  restrictions  that  must  gov- 
ern and  safeguard  any  plan  proposed.  The 
American  Medical  Association  at  its  1934 
Cleveland  session  included  these  funda- 
mentals in  the  principles  it  set  forth. 

In  April,  1934,  the  Economics  Committee 
presented  a plan  at  a special  meeting  of  the 
House  of  Delegates.  The  Committee  in  its 
report  advanced  a proposal  that  was  quite 
general  in  its  provisions  and  termed  it  “A 
Plan  for  Mutual  Health  Services.” 

The  House  of  Delegates  recorded  general 
approval  of  the  plan  and  instructed  its  Com- 
mittee to  continue  its  studies,  perfect  de- 
tails and  to  again  report  its  recommenda- 
tions to  that  body.  The  Committee  has 
been  engaged  in  complying  with  these  in- 
structions and  its  report  was  presented  at 
the  September,  1934,  annual  meeting. 
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The  Committee'  is  composed  of  seven 
members,  located  in  different  parts  of  the 
state,  who  are  all  in  active  practice.  They 
have  given  freely  of  their  time  over  a period 
of  three  years  without  financial  remunera- 
tion. The  nature  of  the  studies  and  investi- 
gations made  as  imparted  in  the  several  re- 
ports required  supervision  by  one  who  was 
trained  in  making  sociological  investigations 
and  statistical  deductions  and  who  could  de- 
vote considerable  time  to  travel.  The  Com- 
mittee sought  a Director  of  Study  and 
eventually  nominated  Nathan  Sinai,  Ph.D., 
of  the  University  of  Michigan.  The  Coun- 
cil of  the  Society  approved  tire  nomination. 
Doctor  Sinai  was  engaged  and  has  at  all 
times  been  subject  to  the  instructions  and 
directions  of  the  Committee,  the  Council 
and  the  House  of  Delegates. 

The  Society,  through  its  Council,  ex- 
pended some  $14,000  of  society  funds  to 
finance  the  survey.  The  cost  of  preparing 
the  “Plan”  was  about  $7,500.  This  sum 
was  donated  to  the  Society  by  the  Honor- 
able Tracy  W.  McGregor,  a Detroit  philan- 
thropist, and  was  tendered  without  a single 
proviso  or  condition. 

Still  more  funds  were  required.  The 
Council  was  authorized  by  the  House  of 
Delegates  to  seek  and  receive  additional 
funds  from  any  source  or  sources,  provided 
that  they  were  given  without  stipulations, 
restrictions  or  requirements  for  any  specific 
purpose  or  objective.  There  should  be  no 
attached  condition  that  would  change  the 
Society’s  policies  or  expressed  principles. 
Several  possible  sources  were  approached  by 
a designated  member  selected  by  the  Coun- 
cil. In  due  course  a proposal  was  received 
from  the  20th  Century  Fund  whereby  this 
Fund  would  underwrite  the  expenses  till 
September  15,  1934.  There  were  no  at- 
tached conditions  or  terms.  The  money 
was  to  be  received  and  disbursed  by  the 
Council  in  the  same  manner  as  that  body 
receives  and  disburses  all  Society  funds.  To 
date  about  $1,200  has  been  received  from 
the  Twentieth  Century  Fund. 

The  foregoing  is  a summarization  of 
Michigan’s  Medical  Economic  activity. 
Michigan  is  not  subsidized  or  holden  to  any 
outside  agencies  or  Funds.  Michigan  has 
not  relinquished  or  sold  out  its  integrity 
or  independence.  It  is  not  aligned  with  any 
social  agency  or  group.  Its  employees  are 
subject  to  the  instructions  of  the  House  of 


Delegates  and  Council  and  these  employees 
do  not  formulate  the  Society’s  policies  or 
activities. 

Michigan  is  seeking  information,  it  is 
studying  conditions.  It  is  seeking  solutions 
and  is  endeavoring  to  find  a remedy  or 
remedies  for  relieving  untoward  conditions. 
It  is  not  pledged  to  any  plan  or  proposal. 
Michigan  will  continue  to  direct  and  control 
its  own  affairs  as  the  judgment  of  its  House 
of  Delegates  perceives  the  course  to  be  pur- 
sued. An  additional  statement  will  be  found 
on  the  editorial  page  of  this  issue. 

F.  C.  W. 
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EATON  COUNTY 

The  Eaton  County  Medical  Society  held  its  an- 
nual picnic  at  Eaton  Rapids  on  August  30.  Fifteen 
members  with  their  wives  and  guests  were  present 
and  enjoyed  their  supper  at  Island  Park. 

In  the  absence  of  the  president  and  vice  president, 
the  meeting  was  then  called  to  order  by  the  secre- 
tary, who  turned  the  program  over  to  the  chairman 
of  the  committee,  Dr.  James  Bradley.  Dr.  Bradley 
introduced  “the  orator  of  the  society,”  Dr.  A.  G. 
Sheets.  Dr.  Sheets  presented  to  the  members 
and  their  wives  the  legislative  problems  now 
facing  the  medical  profession.  Dr.  George  C.  Haf- 
ford,  member  of  the  Council  of  The  Michigan  State 
Medical  Society,  was  introduced  by  Dr.  Sheets.  Dr. 
Hafford  expressed  pleasure  in  being  at  a meeting  at 
which  many  of  the  future  members  of  The  Woman’s 
Auxiliary  of  the  Eaton  County  Medical  Society 
were  present. 

Following  the  adjournment  of  the  Society  meet- 
ing, the  Auxiliary  held  a short  business  meeting  at 
which  many  new  members  joined. 

John  Lawther,  Secretary-Treasurer 


FIILLSDALE  COUNTY 

The  regular  meeting  of  the  Hillsdale  County 
Medical  Society  was  held  August  14,  1934,  at  the 
Hillsdale  Country  Club,  Hillsdale,  Michigan,  with 
fifteen  members  present.  The  dentists  of  the  coun- 
ty were  asked  to  join  in  this  meeting.  Three  were 
present ; also  four  guests,  Dr.  George  B.  Darling, 
Dr.  Emory  Morris,  Dr.  G.  M.  Byington,  of  Battle 
Creek,  and  Dr.  E.  G.  McGavran,  Health  Officer  for 
Hillsdale  County  as  appointed  by  the  Kellogg  Foun- 
dation. 

After  a dinner,  the  meeting  was  called  to  order 
by  the  president,  Dr.  H.  F.  Mattson.  Dr.  Darling 
was  then  asked  to  explain  the  general  aims  of  the 
Foundation,  and  did  so  in  a very  interesting  manner. 

The  dentists  then  repaired  to  a separate  room 
for  a meeting  led  by  Dr.  Morris. 

Dr.  Byington  spoke  to  the  Medical  Society  on  the 
Kellogg  Foundation  Program.  He  was  followed  by 
Dr.  E.  G.  McGavran,  who  talked  briefly  on  his  plans 
for  this  year. 

Dr.  Bower,  Hillsdale;  Dr.  Poppen,  Reading,  and 
Dr.  Day,  Jonesville,  were  chosen  Public  Health 
Committee  with  power  to  act. 
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Dr.  McGavran  was  voted  a member  of  the  So- 
ciety by  acclamation. 

After  some  discussion,  it  was  decided  that  Dr. 
Poppen,  Delegate  to  the  Michigan  State  Medical 
Society  meeting,  to  be  held  in  Battle  Creek,  should 
go  uninstructed  as  to  how  to  vote  on  the  Health 
Insurance  Plan. 

Moved,  seconded,  and  carried,  that  the  society  ad- 
journ to  meet  Tuesday,  September  4,  1934,  at  the 
Hillsdale  Country  Club. 

D.  W.  Fenton,  Secretary. 


LIVINGSTON  COUNTY 

Nine  members  and  twelve  guests’  attended  the 
opening  fall  meeting  of  the  Livingston  County 
Medical  Society,  held  September  7,  1934. 

After  a dinner  at  the  State  Sanatorium  a brief 
business  session  was  called  to  order  by  the  president, 
Dr.  Leslie.  The  minutes  of  May  4,  1934,  meeting 
were  read  by  the  secretary  and  approved.  Several 
communications  from  the  State  Society  secretary’s 
office  were  read  and  discussed.  Among  them  was 
a notification  of  the  resignation  of  Dr.  Frederick  C. 
Warnshuis  as  secretary  of  the  State  Society.  It 
was  regularly  moved  and  adopted  that  an  expres- 
sion of  esteem  for  Dr.  Warnshuis  and  regret  for 
his  going  be  sent  to  him. 

Dr.  Leslie  presented  a letter  of  resignation  from 
the  office  of  secretary-treasurer  from  Dr.  Anderson. 
This  action  was  accepted,  and  the  president  ap- 
pointed Dr.  Hollis  L.  Sigler,  of  Howell,  to  serve 
as  secretary-treasurer  pro  tern,  until  the  regular 
December  election  of  officers. 

A most  enjoyable  as  well  as  profitable  symposium 
on  “Acute  Poliomyelitis”  followed  the  business 
phase  of  the  evening.  The  following  speakers  par- 
ticipated. 

C.  D.  Barrett,  M.D.,  Director  Communicable  Dis- 
eases and  Rural  Hygiene,  State  Health  Department, 
Lansing,  discussed  the  epidemiology  of  the  disease 
with  particular  reference  to  the  Michigan  epidemic 
of  1931. 

R.  W.  Waggoner,  M.D.,  Associate  Professor 
Neurology,  University  of  Michigan,  discussed  the 
medical  problems  of  this  important  disease. 

C.  H.  Snyder,  M.D.,  of  the  Department  of  Or- 
thopedics, University  of  Michigan,  covered  the  cor- 
rective treatment  as  practiced  in  his  department. 

The  entire  subject  was  forcibly  and  most  ably 
presented.  We  are  most  grateful  to  the  speakers 
for  a worthwhile  evening. 

A round  table  discussion  followed. 

R.  S.  Anderson,  Secretary-Treasurer 


UPPER  PENINSULA  ANNUAL 
MEETING 

The  thirty-seventh  annual  meeting  of  the  Upper 
Peninsula  Medical  Society  was  held  at  Ironwood, 
Michigan,  August  16  and  17,  1934. 

Headquarters  for  exhibits  and  business  and  scien- 
tific sessions  were  held  at  Grand  View  Hospital. 
There  was  ideal  convention  weather  and  a large 
number  assembled.  Eighty-four  doctors  registered. 
A few  had  friends  who  did  not  register  and  many 
doctors  brought  their  wives,  to  the  number  of  thirty- 
four.  There  were  also  about  twenty  others,  the 
wives'  of  local  doctors.  In  all,  we  had  a sizeable 
gathering.  There  were  152  at  the  evening  banquet. 
Ten  different  firms  had  exhibits  at  the  meeting. 

The  president,  Dr.  Walch,  opened  the  meeting  at 
10:15  A.  M.  Dr.  Reynolds,  superintendent  of  Grand 
View  Hospital  and  secretary  of  the  meeting,  made 
a few  welcoming  remarks  followed  by  Dr.  Maloney, 
president  of  the  Gogebic  County  Medical  Society 


and  vice  president  of  the  Upper  Peninsula  Medical 
Society.  Then  followed  the  president’s  address  by 
Dr.  John  J.  Walch  of  Escanaba.  A scientific  paper 
on  “Differential  Diagnosis  of  Common  Neurological 
Conditions  Encountered  in  General  Practice”  was 
read  by  Dr.  John  L.  Garvey  of  Milwaukee.  The 
doctor  presented  a number  of  patients  to  illustrate 
his  remarks. 

The  privilege  of  the  floor  was  then  given  to  Mrs. 
Guy  L.  Kiefer  of  Detroit,  chairman  of  the  Woman’s 
Auxiliary  of  the  State  Medical  Society,  who  urged 
the  Medical  Societies  of  the  Upper  Peninsula  to 
organize  women’s  auxiliaries  to  their  medical  socie- 
ties. By  a vote  of  those  present,  it  was  adopted  that 
the  societies  should  proceed  along  the  line  outlined 
by  Mrs.  Kiefer. 

The  next  paper  was  by  Dr.  Charles  L.  Brown, 
associate  professor  of  internal  medicine  at  Ann  Ar- 
bor. His  subject  was  “Management  of  Hyperten- 
sion.” The  meeting  was  then  adjourned  for  lunch, 
which  was  served  by  Grand  View  Hospital.  At  this 
time  the  president  appointed  a nominating  commit- 
tee for  officers  and  to  select  the  place  of  meeting 
for  1935.  The  following  doctors  were  appointed: 
Drs.  W.  E.  Tew,  La  Bine  and  Huron. 

With  the  calling  of  the  meeting  to  order  at  2 :00 
P.  M.,  the  nominating  committee  selected  Dr.  F.  G. 
Maloney,  of  Ironwood,  president  for  1935.  A mo- 
tion was  made  and  seconded  that  Dr.  Maloney  be 
nominated  for  president.  The  motion  was  carried 
and  Dr.  Maloney  was  elected  president  for  1935. 
Dr.  E.  M.  Libby  of  Iron  River  was  nominated  for 
vice  president  and  upon  motion  duly  made,  seconded 
and  carried  was  elected.  Iron  Mountain  was  se- 
lected as  the  place  for  the  next  meeting. 

The  scientific  program  then  followed.  The  sub- 
ject “X-Ray  Diagnosis  of  Chest  Lesions”  was  pre- 
sented by  Dr.  Gage  Clement,  roentgenologist  of  St. 
Luke’s  Hospital,  Duluth,  Minn.  The  second  paper, 
“Indications  and  Technic  of  Blood  Transfusions,” 
was  prepared  by  John  S.  Lundy,  M.D.,  and  Ralph 
M.  Tovell,  M.D.,  of  Mayo  Clinic,  Rochester,  Minn. 
“Injection  Treatment  of  Hemorrhoids”  was  dis- 
cussed by  Walter  A.  Fansler,  M.D.,  Minneapolis. 
The  meeting  was  adjourned  at  4:45  P.  M. 

The  members  then  proceeded  to  Koerner’s  Resort, 
Spider  Lake,  Manitowish,  Wisconsin,  where  a so- 
cial hour  was  enjoyed  before  the  banquet.  The  ban- 
quet was  served  at  8:15  P.  M.  During  the  banquet, 
music  was  furnished  by  the  orchestra.  There  was 
considerable  general  singing  and  solos  by  Mr.  Sher- 
man, “the  singing  bandit.”  Dr.  T.  R.  Rees,  chairman 
of  the  Entertainment  Committee,  fittingly  introduced 
the  toastmaster  of  the  evening,  Dr.  Louis  J.  Hirsch- 
man  of  Detroit.  Dr.  Hirschman,  as  usual,  made  an 
excellent  toastmaster.  After  his  introductory  re- 
marks and  stories,  he  called  upon  the  first  speaker 
of  the  evening,  Dr.  George  L.  Le  Fevre,  president 
of  the  Michigan  State  Medical  Society,  of  Muske- 
gon. The  doctor  outlined  some  of  the  work  accom- 
plished by  the  State  Society  during  the  past  year 
and  suggested  work  that  should  be  accomplished  the 
coming  year. 

^ The  toastmaster  then  introduced  members  of  the 
State  Board  of  Registration,  who  were  present : 
Drs.  Tew  and  Walch,  Dr.  Harkness,  president  of 
the  Michigan  Council  of  Health,  also  Drs.  Curry 
and  Lyons.  Dr.  H.  E.  Perry,  councilor  of  the  12th 
district,  gave  a resume  of  the  state  medical  legis- 
lation during  the  past  year.  Mrs.  R.  I.  C.  Prout  of 
Wakefield,  ex-president  of  the  Michigan  State  Fed- 
eration of  Women’s  Clubs,  gave  a reading,  “The 
Doctor’s  Wife.”  which  was  enthusiastically  received. 
Dr.  Yeoman,  chairman  of  the  State  Board  of  Reg- 
istration, nave  a talk  on  the  duties  and  functions  of 
the  Board.  The  next  in  order  was  a talk  by  our 
State  Commissioner  of  Health,  Dr.  C.  C.  Slemons. 
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The  meeting  adjourned  at  a late  hour  and  most  of 
the  2-uests  returned  to  Ironwood. 

The  following  morning  the  meeting  was  calle 
order  by  our  vfce  president,  Dr.  Maloney.  The  fol- 

1',ULri’iScSSn-"Silg,>o,iS  and  Treatment”- 

Ben  E.  Hempstead  M D 5“^  L°  BroS' 

“Allersrv  in  General  Medicine  — Charles  L-  orowi  , 

M.D.!'6 Associate  Professor  of  Internal  M.dtcne, 

M.  Tovell,  M.D.,  Mayo  Clinic,  Rochester. 

The  final  adjournment  was  at  12 .30  r.  • 

At  7-00  P M a golf  tournament  was  held  at  th 
GoMuc  Country  LTub,  Dr.  Aldridge  of  Hongh.on 
running  off  with  honors  and  the  cup. 

The  program  for  visiting  ladies  met  with  favor 
tne  p s day’s  noon  luncheon  at  the 

sf  S HoJ^J ^ attended  by  some  forty-five  or 
fifty  ladies  and  »as  followed  by  a theater  party 

SScSoeS«  of  Dr  T.  R.  Rees,  after  whteh  bridge 

%VThfofficers  of  the  Society  wish  to  thank  the  va- 
rious committees,  those  on  the  Pr°gra^,^dtf5r^ 
View  Hospital  for  making  this  a very  delightful  a 

mstructive^meet  ^g  ^ Reyn0LDSj  M.D.,  Secretary. 

Officers:  Dr.  John  J.  Walch,  president ; Dn  Frank 
G.  H.  Maloney,  vice  president;  Dr.  I rank  L.  a. 

Reynolds,  secretary.  rn  and  Dr 

Program  Committee : Dr  W.  E.  lew  ana 

A.  J.  O’Brien.  . „ T r r „ 

Entertainment  Committee . Drs. 

C.  E.  Stevens  and  H.  A.  Pinkerton 

Ladies  Entertainment  Committee  ^ \ 
O’Brien,  Chairman;  Mrs.  C.  E.  Stevens,  • 

C Prout,  Mrs.  T.  R.  Rees,  Mrs.  Frank  L.  S. 

Revnolds. 


WAYNE  COUNTY 


On  June  5,  1934,  the  Auxiliary  to  the  \ 
County  Medical  Society  were  guests,  tor  the 
nual  picnic,  at  the  country  estate  of  Dr.  and 
Alexander  W.  Blain.  It  was  an  ideal  day  t< 
thirty  mile  drive  that  preceded  the  arrival  at 
Island  in  Maceday  Lake.  After  a cordial  we 
Dr  and  Mrs.  Blain  conducted  their  guests 
tour  of  the  island  to  see  the  many  animals- 
deer  monkeys,  swans,  ducks,  parrots  and  rari 
and  animals' which  they  have  provided  with  ] 

nent  homes.  . . 

At  noon,  everyone  gathered  in  the  spacious 
room  of  the  picturesque  log  cabin  for  their 
lunch  and  listened  to  tales  of  the  many 
about  the  room.  Later  some  of  the  members^ 
bathing  suits  and  enjoyed  a swim  and  many 
on  the  slides  at  the  bathing  beach  while 
rested  comfortably  in  the  summer  house  o' 
water,  visited  and  enjoyed  the  lovely  view  a: 
breezes. 

The  Auxiliary  extends  to  Dr.  and  Mrs.  B1 
cere  thanks  for  their  gracious  hospitality  < 
the  delightful  outing  which  will  linger  long 
memory  of  the  members. 
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MRS.  ELMER  L.  WHITNEY,  President 
18224  Wildemere  Ave.,  Detroit 
MRS  C L STRAITH,  Secretary-Treasurer 
19305  Berkley  Road,  Detroit 


EATON  COUNTY 


On  Tulv  2 1934,  the  doctors'  wives  M EMon 

Countv  met  at  the  home  of  Mrs.  C.  A Stimson  and 

a new  Auxiliary  was  organized.  Much  enffi^asm 
was  shown  and  a fine  orgamzation  is  a^cTated- 
The  following  officers  were  elected.  President, 
Mrs  Bert  Van  Ark,  Eaton  Rapids;  vice  president, 
Mrs  C A.  Stimson,  Eaton  Rapids;  secretary,  Mrs 
K A Anderson,  Charlotte;  treasurer,  Mrs.  Phil 

Q We  are V very  glad  indeed  to  welcome  this  new 

Other  county  auxiliaries  which  have  elected  new 

Mrs.  A.  M.  Giddings;  vice 
president,  Mrs.  William  Dugans ; secre  ary,  Mrs. 
Kenneth  Lowe ; treasurer,  Mrs.  B.  G.  Bolton. 

Jackson : President.  Mrs.  Glen  Hicks ; vice  pres^ 
dent  Mrs.  M.  N.  Stewart;  secretary,  Mrs.  Frank 
Van'  Schoick ; treasurer,  Mrs.  Randall  Cooley. 

Ottawa:  President,  Mrs.  Otto  Vander  Velde;  first 
vice  president,  Mrs.  William  Westrate ; second  vice 
president,  Mrs.  Ralph  Ten  Have;  secretary  and 
treasurer,  Mrs.  Kenneth  Wells. 


The  long  anticipated  visit  to  Fairlane, , th< 
Ford  estate  at  Dearborn,  by  the  Woman  s A 
to  the  Wayne  County  Medical  Society  far  si 
all  expectations.  Two  groups  of  membei 
“private  physicians,”  and  friends  IPade 
in  Tune.  They  left  the  Wayne  County 
Club  House  at  10 :00  a m.  and  12 .00  No 
through  the  courtesy  of  the  Ford  Motor 
and  the  Detroit  Police  Department  were  ti 
ed  in  a fleet  of  new  Ford  cars  and  escorte 
licemen  on  motorcycles.  The  ride  out  and H 
practically  no  time  and  was  the  most  th 
of  the  day,  as  red  lights  were  passed  uni 
an  unusual  rate  of  speed  while  wide-eyed  at 
crowds  lined  the  curbs  attracted  by  the  pol 
to  “watch  the  Fords  go  by.” 

The  morning  group  visited  Greenhelc 

with  its  most  interesting  museum  ; Mer 

memorial  to  Thomas  Edison , 

Church,  where  one  listened  reverently  to  tl 
of  a hymn  on  the  melodious  organ;  and  tb 
shepherds’  cot,  with  its  quaintly  bfautif 
Transportation  through  the  village  by  ho 
vehicles  was  in  direct  contrast  to  the  moi 
transportation  just  experienced. 

The  noon  group  joined  the  others  at  It 
The  Dearborn  Inn.  Rev.  Francis  _B  C 
Christ  Church  Chapel  at  Grosse  Pomte 
Mrs  Frank  W.  Hartman,  president  of  the 
welcomed  the  guests  and  made  announc 
coming  events  in  the  Auxiliary.  During 
delightful  music  was  furnished  by  the 

Inn  Trio.  , .,  , 

After  a delicious  luncheon  came  the  t 
rose  garden  at  Fairlane.  Mr.  and  Mrs. 
most  hospitable  in  allowing  the  gathering 
their  home  and  wander  at  will  through  t 
wooded  grounds  of  their  estate.  Many  I 
baths,  and  feeding  shelters  bore  witness  1 
love  of  birds.  The  w, despreading  tree 
welcome  shade  during  the  walk  to  the 
no  place  in  the  world  can  one  view  more 
larger  variety,  than  at  Fairlane.  lhe 
bounded  at  either  end  by  screened  ga. 
where  a sheltered  view  of  the  dowers 
joyed.  This  vast  vista  of  fragrant  bloom 
on  two  sides  by  trees,  and  1 ^ 
a little  rippling  stream  which  empties 
filled  with  mammoth  goldfish. 

Those  who  wandered  down  by  the 
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the  boat  houses  containing  many  kinds  of  craft,  and 
some  of  the  guests  saw  the  swimming  pool  in  a wing 
of  the  house.  The  view  from  this  point  included  a 
beautiful  formal  English  garden  with  a summer 
house  at  the  far  end. 

The  hours  passed  rapidly,  and  four-thirty,  the 
time  to  start  for  home,  came  only  too  soon.  Every- 
one felt  a debt  of  gratitude  to  Mr.  and  Mrs.  Ford 
for  their  generous  hospitality  and  the  day  will  be 
long  remembered  by  those  who  were  privileged  to 
go.  To  Mrs.  Frank  W.  Hartman,  president  of  the 
Auxiliary,  whose  careful  planning  and  direction 
made  this  perfect  day  possible,  we  express  our  ap- 
preciation. 

(Mrs.  Clifford)  Lorraine  E.  Loranger. 
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Dr.  Henry  Graham  Bartlett 

Dr.  Henry  Graham  Bartlett  of  Benton  Harbor 
died  at  his  home  on  Aug.  22,  in  his  65th  year.  He 
had  practised  in  Berrien  County  for  thirty  years. 
Dr.  Bartlett  graduated  from  the  Detroit  Homeo- 
pathic Medical  College  in  1896.  After  six  years’ 
practice  at  Broda  he  began  to  limit  his  work  to 
eye,  ear,  nose  and  throat  and  had  offices  at  St.  Jo- 
seph’s, Michigan,  where  he  carried  on  his  practice 
until  February,  1931  He  then  moved  to  Benton 
Harbor,  where  he  carried  on  his  practice  up  to  his 
last  illness.  He  was  at  one  time  City  Health  Offi- 
cer of  Benton  Harbor,  during  which  term  he  ren- 
dered valuable  service,  particularly  in  getting 
through  some  of  the  first  ordinances  on  milk  as 
well  as  sanitation  and  welfare.  Dr.  Bartlett  is  sur- 
vived by  his  widow  ; a daughter,  Mrs.  Thomas  Quiery 
of  Milwaukee : two  sons,  Lieut.  W.  H.  Bartlett  of 
West  Point,  N.  Y.,  and  Dr.  Walter  M.  Bartlett  of 
Greenwich,  Conn. 


Dr.  John  E.  Clark 

Dr.  John  E.  Clark  of  Detroit  died  at  his  home 
September  19,  1934,  at  the  advanced  age  of  eighty- 
four  years.  He  was  born  in  London,  England,  in 
1850  and  came  to  Canada,  where  he  received  his 
early  education  in  the  high  school  and  at  Victoria 
College.  He  studied  medicine  at  the  University  of 
Michigan  Medical  School,  where  he  was  graduated 
in  1877.  He  began  practice  in  Detroit  the  same  year 
and  continued  in  practice  there  until  his  last  illness, 
which  was  only  four  days’  duration.  Along  with 
his  practice  Dr.  Clark  had  been  Wayne  County 
Chemist  since  1898.  He  was  for  forty  years  dean  of 
the  department  of  pharmacy  and  professor  of 
chemistry  and  toxicology  of  the  Detroit  College  of 
Medicine.  He  retired  from  his  teaching  position  in 
1932.  Dr.  Clark  took  a keen  interest  in  civic  affairs 
and  was  a member  and  former  president  of  both  the 
Board  of  Education  and  the  Public  Library  Com- 
mission. He  was  especially  active  in  the  organiza- 
tion of  the  Detroit  Teachers’  Retirement  Fund.  Dr. 
Clark  was  a member  of  the  Wayne  County  Medical 
Society;  the  Michigan  State  Medical  and  American 
Medical  Associations.  On  him  was  conferred  the 
honorary'  degree  of  Doctor  of  Science  hy  Wayne 
University.  He  is  survived  by'  one  son,  Dr.  Harold 
E.  Clark;  a daughter,  Mrs.  Keller;  and  a brother, 
Dr.  George  E.  Clark,  all  of  Detroit. 


GENERAL  NEWS  AND 
ANNOUNCEMENTS 


The  minutes  of  the  annual  meeting  will  be  pub- 
lished in  the  November  issue. 


The  Grand  Rapids  Clinic  has  dissolved.  The 
building  will  be  operated  by  the  Blodgett  Hospital 
for  doctors’  offices. 


Dr.  A.  R.  Hufford,  Grand  Rapids,  has  been  ap- 
pointed Medical  Examiner  for  the  Aeronautics  Di- 
vision of  the  Department  of  Commerce. 


Dr.  F.  Menees  and  Dr.  J.  D.  Miller  of  Grand 
Rapids  received  honorable  mention  for  their  Scien- 
tific Exhibit  at  the  Cleveland  A.  M.  A.  meeting. 


Dr.  A.  B.  Toaz  and  Dr.  A.  O.  Brown  of  Detroit 
left  September  12  for  Europe  where  they  will  visit 
the  important  medical  centers  for  post-graduate 
work. 


The  many  friends  of  Dr.  and  Mrs.  Robert  G. 
Owen  of  Detroit  sympathize  with  them  in  the  death 
of  their  son,  Robert  G.  Owen,  Jr.,  aged  twenty 
years.  Dr.  Owen,  the  father,  is  director  of  the  Owen 
Clinical  Laboratory,  Detroit. 


The  annual  conference  of  secretaries  of  constitu- 
ent state  medical  associations  met  at  the  Palmer 
House,  Chicago,  September  21  and  22.  Dr.  Richard 
R.  Smith,  president  of  the  Michigan  State  Medical 
Society, _ and  Dr.  Burton  R.  Corbus  attended  the 
convention. 


_ A member  of  the  Michigan  State  Medical  So- 
ciety reading  the  editorial  on  “Old  Age  Pensions  for 
Physicians”  which  appeared  in  the  August  number 
of  this  Journal  writes : “I  would  like  to  see  the  old 
age  pension  for  physicians  in  force,  as  many  older 
men  have  lost  most  of  their  life  savings  by  the  de- 
pression, myself  included,  and  must  continue  to 
practice  as  long  as  possible.” 


Dr.  John  E.  Handy  was  a guest  of  honor  at  the 
Caro  Rotary'  Club  on  Monday,  August  27,  an  occa- 
sion which  was  further  graced  by  the  presence  of 
his  old  friend  and  practitioner,  Dr.  Sample  of  Sagi- 
naw. Dr.  Handy  was  presented  with  a certificate  of 
honorary  membership  in  the  Caro  Rotary  Club.  In 
conclusion  Dr.  Handy  in  a well  worded  address  ex- 
pressed his  gratitude  for  the  demonstration  in  his 
honor. 


Early  in  the  summer  a circus  made  its  annual  visit 
to  Detroit.  The  physician  of  this  particular  circus 
had  been  for  years  a friend  of  the  late  Dr.  Neal 
Hoskins.  Knowing  that  Dr.  Hoskins  had  passed 
away  the  group  on  arriving  at  Detroit  with  a num- 
ber of  sick  performers,  got  in  touch  with  the  late 
Dr.  Hoskins’  office,  now  occupied  hy  Dr.  W.  T.  Sta- 
pleton. Dr.  Stapleton  made  a visit  to  the  circus  and 
immediately  hospitalized  a number  in  whom  he  diag- 
nosed typhoid  fever,  which  of  recent  years  has  be- 
come a rare  disease  in  Detroit.  The  cases'  were  of 
course  immediately  reported  to  the  Board  of  Health, 
who  at  once  cancelled  the  licenses  of  all  conces- 
sionaires, inspected  the  methods  of  handling  food 
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and  methods  of  sewage  disposal.  A general  exami- 
nation and  taking  of  temperatures  took  place.  Ap- 
proximately seventy  persons  were  eventually  hos- 
pitalized. A number  of  the  cases  were  serious,  re- 
sulting in  seven  deaths.  Fortunately  the  prompt  ap- 
prehension of  the  condition  has  resulted  in  no  fur- 
ther spread  of  the  infection  nor  inclusion  of  any 
citizens  of  Detroit. 


The  Surgical  Staff  of  Butterworth  Hospital  ten- 
dered a farewell  plantation  dinner  to  Dr.  F.  C. 
Warnshuis  on  September  1 and  presented  him  with 
a pen  and  pencil  set.  On  September  6 at  a meeting 
of  the  Kent  County  Medical  Society  Dr.  Warnshuis 
was  given  a farewell  ovation  and  was  presented 
with  a traveling  radio  set.  Dr.  and  Mrs.  Warnshuis 
left  Grand  Rapids  September  15  for  his  new  duties 
in  California.  His  address  is  Suite  2004,  450  Sutter 
Street,  San  Francisco,  Calif. 


The  following  officers  were  elected  for  the  year 
1934-1935  by  the  Section  on  Dermatology  and 
Syphilology  at  the  Michigan  State  Medical  Society 
meeting  held  in  Battle  Creek,  September  11,  12  and 
13,  1934:  Chairman,  Dr.  A.  R.  Woodburn,  Grand 
Rapids ; Secretary,  Dr.  G.  Warren  Hyde,  Detroit. 

The  Radiological  Society  of  North  America  will 
hold  its  next  annual  meeting  at  the  Hotel  Peabody, 
Memphis,  Tennessee,  December  3-7,  1934.  Members 
of  the  medical  profession  are  cordially  invited  to 
attend.  Further  information  may  be  obtained  by 
addressing  the  Secretary-Treasurer,  Dr.  Donald  S. 
Childs,  607  Medical  Arts  Building,  Syracuse,  New 
York. 


MEDICAL  EDUCATION  IN  MICHIGAN 

The  Journal  of  the  American  Medical  Association 
for  August  25,  1934,  contained  the  following  infor- 
mation regarding  the  medical  schools  of  this  state. 

University  of  Michigan  Medical  School.  Or- 
ganized in  1850  as  the  University  of  Michigan  De- 
partment of  Medicine  and  Surgery.  The  first  class 
graduated  in  1851.  Present  title  assumed  in  1915. 
Coeducational  since  1870.  It  has  a faculty  of  26  pro- 
fessors, 13  associate  professors,  28  assistant  profes- 
sors, 152  assistants,  instructors  and  lecturers  ; a total 
of  219.  The  entrance  requirement  are  ninety  semes- 
ter hours.  The  curriculum  covers  four  years  of  nine 
months  each.  The  total  fees  for  Michigan  students 
are  $200,  $205,  $205  and  $202  for  each  of  the  four 
years,  respectively,  plus  a matriculation  fee  of  $10; 
for  nonresidents,  $100  a year  additional.  The  matricu- 
lation fee  for  nonresidents  is  $25.  The  total  regis- 
tration for  1933-1934  was  451 ; graduates,  98.  The 
eighty-fifth  session  begins  Sept.  24,  1934,  and  ends 
June  17,  1935.  The  Dean  is  F.  G.  Novy,  M.D. 

Wayne  University  College  of  Medicine,  1516  St. 
Antoine  Street.- — -Organized  as  the  Detroit  College 
of  Medicine  in  1885  by  consolidation  of  Detroit 
Medical  College,  organized  in  1868,  and  the  Michi- 
gan College  of  Medicine,  organized  in  1880.  Reor- 
ganized with  the  title  of  Detroit  College  of  Medi- 
cine and  Surgery  in  1913.  The  first  class  graduated 
in  1886.  In  1918  it  became  a municipal  institution 
under  the  control  of  the  Detroit  Board  of  Educa- 
tion. In  1934  the  name  was  changed  by  the  action 
of  the  Detroit  Board  of  Education  to  Wayne  Uni- 
versity College  of  Medicine,  as  a part  of  the  pro- 
gram of  consolidation  of  the  Detroit  City  Colleges 
into  a university  system.  Coeducational  since  1917. 
Entrance  requirement  is  an  academic  degree  or  90 
semester  hours  of  academic  credit  with  “combined 


degree”  guaranteed  by  school  of  arts  and  sciences. 
The  faculty  consists  of  33  professors,  101  lecturers 
and  others,  a total  of  134.  The  course  covers  four 
years  of  nine  months  each  and  a fifth  hospital  in- 
tern year.  The  total  fees  for  each  of  the  first  four 
years  are,  for  Detroit  residents,  $283 ; for  nonresi- 
dents who  reside  in  Michigan,  $383,  and  for  non- 
residents from  outside  the  state,  $408.  For  the  fifth 
or  intern  year  the  resident  student  fee  is  $50;  the 
nonresident  fee  is  $85.  The  total  registration  for 
1933-34  was  324;  graduates,  66.  The  fiftieth  session 
begins  Sept.  27,  1934,  and  ends  June  21,  1935.  The 
Dean  is  W.  H.  McCracken,  M.D. 


TYPHOID  FEVER  IN  DETROIT 

First  Eight  Months  of  1934 

There  has  been  more  typhoid  fever  in  Detroit 
during  the  first  eight  months  of  1934  than  has  been 
experienced  for  some  time.  The  incidence  has  been 
as  follows : 

January,  1;  February,  2;  March,  1;  April,  none; 
May,  3;  June,  2;  July,  fifteen  residents  and  forty- 
nine  employees  of  a circus ; and  August,  12. 

Two  typhoid  carriers  have  been  found,  two  pa- 
tients received  their  infection  from  carriers,  five 
received  their  infection  from  drinking  infected  wa- 
ter, one  while  bathing  in  water  known  to  be  in- 
fected, and  five  received  their  infection  while  car- 
ing for  cases  of  typhoid  fever.  The  source  of  in- 
fection of  eight  is  not  definitely  known,  while  the 
source  of  infection  of  twelve  is  definitely  known 
to  have  been  outside  of  Detroit.  Also  the  circus 
employees,  of  course,  received  their  infection  out- 
side of  Detroit.  The  remainder  are  being  investi- 
gated as  to  their  sources  of  infection. 

The  most  spectacular  event  was  the  finding  of 
forty-nine  cases  of  typhoid  fever  among  1,450  em- 
ployees of  a circus  visiting  Detroit  on  July  22  to  24. 
Seventy-seven  employees  were  removed  during  the 
second  and  third  days  and  forty-nine  of  these  were 
found  to  be  infected.  Many  of  these  employees  were 
working  in  food  concessions.  These  were  closed  as 
soon  as  this  fact  was  discovered.  It  is  of  interest  to 
note  that  no  secondary  cases  have  been  traced  to 
this  circus  as  a source  of  infection  up  to  Sep- 
tember 10. 

The  staff  at  Harper  Hospital  offered  their  serv- 
ices and  a special  ward  for  the  care  of  these  cases 
and  suspected  cases  of  typhoid  fever.  Seventy  em- 
ployees of  the  circus  were  left  in  the  hospital.  The 
Health  Department  loaned  the  services  of  Dr.  Don 
W.  Gudakunst  to  accompany  the  circus  while  it 
remained  in  the  state.  From  Detroit  the  circus  went 
to  Flint,  where  the  medical  personnel  found  7 more 
suspected  cases  among  the  employees.  These  were 
sent  back  to  Harper  Hospital.  From  Flint  the  circus 
went  to  Lansing,  where  five  more  employees  were 
hospitalized  in  Lansing.  The  following  day  the  cir- 
cus went  to  Kalamazoo  and  three  employees  were 
sent  to  the  Sparrow  Hospital  at  Lansing. 

As  soon  as  it  became  apparent  in  Detroit  that  a 
number  of  cases  of  typhoid  fever  were  present,  the 
State  Department  of  Health  was  notified  and  a rep- 
resentative was  detailed.  The  State  Department  of 
Health  notified  the  U.  S.  Public  Health  Service  and 
a physician  and  an  engineer  were  detailed  to  inves- 
tigate and  take  such  methods  as  was  deemed  neces- 
sary to  protect  the  public. 

A few  cases  had  developed  before  the  circus  ar- 
rived in  Detroit.  Three  had  been  left  in  Cincin- 
nati and  one  in  Dayton.  The  primary  source  of  in- 
fection has  not  yet  been  determined. 

Detroit  Department  of  Health 
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LESIONS  OF  THE  ESOPHAGUS* 
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The  “little  red  lane”  of  childhood’s  memory  and  imagination  is  not  always  the  peaceful 
canal  through  which  placidly  passes  the  food  that  supplies  most  of  the  elements  for 
growth  and  energy.  After  full  growth  is  attained  only  replacement  and  energy  fuel  is 
needed.  Close  observation  shows  that  many  adults  ship  through  this  canal  supplies,  be- 
yond requirements  for  their  sedentary  existence,  and  often  of  questionable  character. 
With  the  careless  eater  the  bolus  may  be  gulped  down  too  hot,  too  cold  or  too  large.  It 


may  contain  bones  or  other  foreign  bodies, 
this  short  but  vital  channel. 

The  esophagus  in  the  average  sized  adult 
is  25  centimeters  or  10  inches  long.  This 
muscular  tube  extends  from  the  pharynx  to 
the  stomach.  The  upper  end  is  marked  an- 
teriorly by  the  level  of  the  lower  border  of 
the  cricoid  cartilage  and  posteriorly  by  the 
top  of  the  sixth  cervical  vertebra  in  the 
midline.  The  lower  end  is  marked  by  the 
hiatus  of  the  diaphragm  opposite  the  tenth 
thoracic  vertebra  as  the  esophagus  enters  the 
stomach.  It  is  marked  anteriorly  by  the  sev- 
enth left  costal  cartilage. 

Abel1  described  five  normal  constrictions 
of  the  esophagus — 

1.  At  the  upper  orifice  at  the  level  of  the 
lower  border  of  the  cricoid  cartilage. 

2.  At  the  level  of  the  upper  aperture  of 
the  thorax.  This  narrowing  is  due  to  the 
crowding  together  of  the  structures  passing 
through  this  upper  opening  of  the  chest. 

*Read  before  the  annual  meeting  of  the  Michigan  State 
Medical  Society,  Battle  Creek,  September,  1934. 

tDr.  R.  D.  McClure  graduated  in  medicine  from  Johns 
Hopkins  Medical  School  in  1908  after  receiving  an  A.B. 
degree  at  the  Ohio  State  University  in  1904.  He  served 
a three  years’  interneship  at  the  New  York  Hospital,  1909- 
1911  and  served  four  years  as  resident  surgeon  under  Dr. 
William  Stewart  Halsted  at  Johns  Hopkins  Hospital  until 
1916  when  he  was  appointed  the  first  Surgeon-in-Chief  at 
the  Henry  Ford  Hospital.  He  has  been  on  duty  since  that 
time,  with  the  exception  of  one  year  in  the  U.  S.  Army, 
when  he  served  as  Commanding  Officer  in  the  Evacuation 
Hospital  No.  33  in  France.  He  is  extra-mural  lecturer  for 
the  University  of  Michigan ; a member  of  the  Editorial 
Board  of  the  American  Journal  of  Surgery  and  the  Annals 
of  Surgery. 


Adventure  and  tragedies  may  center  along 

Foreign  bodies  are  most  frequentlv  arrested 

here. 

3.  Behind  the  arch  of  the  aorta — at  the 
level  of  the  fourth  thoracic  vertebra. 

4.  Behind  the  left  bronchus — opposite 
the  fifth  thoracic  vertebra. 

5.  At  the  hiatus  of  the  diaphragm — op- 
posite the  tenth  thoracic  vertebra. 

There  are  two  definite  sphincters.  At  the 
upper  orifice  the  lower  fibres  of  the  inferior 
pharyngeal  constrictor  muscle  from  the 
crico-pharyngeal  sphincter  which  draws  the 
posterior  lip  of  the  esophagus  against  the 
cricoid  cartilage,  closing  the  canal. 

The  inferior  or  cardiac  sphincter  is  a 
specialized  portion  of  circular  muscle  fibres 
extending  about  one  inch  and  stopping  one 
inch  above  the  lower  orifice  of  the  lumen  of 
the  esophagus.  These  sphincters  are  nor- 
mally in  a state  of  tonic  contraction. 

The  physiologists  have  supplied  much  in- 
formation concerning  the  reflex  action  of 
the  sphincters.  The  upper  sphincter  relaxes 
as  the  normal  bolus  of  food  passes  through 
the  pharynx.  If  it  is  too  hot  or  too  cold  or 
too  caustic  a second  reflex  is  excited,  and  a 
spasm  is  reported  to  occur  at  either  the  up- 
per or  lower  sphincter.  Recently,  however, 
Hurst2 3 4 5  denies  that  there  is  a spasm  of  these 
sphincters  but  that  the  reflex  of  relaxation  is 
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interfered  with.  He  claims  that  at  autopsy 
there  has  never  been  found  hypertrophy  of 
these  muscles  such  as  would  occur  if  there 
were  prolonged  spasm.  However,  the  end- 
result  is  the  same,  for  there  is  obstruction, 
with  unpleasant  effects.  This  condition  may 
be  brought  on  by  a nervous  system  upset 
from  sudden  shock  or  prolonged  worry.  I 
wish  to  present  a case  with  brief  history  and 
x-ray  picture  illustrating  this.  (The  cases 
presented  today  are  to  point  out  possible 
complications.) 

CARDIOSPASM 

Case  1 No  204686.—' This  patient  came  to  us  from 
New  York  City  on  August  28,  1934.  Her  chief  com- 
plaint was  difficulty  in  swallowing,  with  associated 
feeling  of  fulness  in  the  neck  of  five  years’  duration 
and  with  uncontrollable  regurgitation  of  food  T*c' 
thick  mucus  of  one  year’s  duration.  She  stated  that 
she  was  quite  well  until  the  summer  of  1929,  when 
she  first  noticed  difficulty  in  swallowing  and  a sensa- 
tion of  fulness  in  her  neck.  She  had  lost  her  husband 
and  all  of  her  property.  She  noticed  a peculiar  sound 
as  though  air  were  rushing  in  her  neck.  This  con- 
dition progressed  gradually  until  about  a year  ago, 
at  which  time  her  father  died  suddenly.  The  condi- 
tion rapidly  became  much  worse.  She.  now  had  very 
frequent  spells  of  regurgitation  without  nausea, 
usually  following  the  taking  of  food ; but  she  had 
no  gastric  distress.  She  regurgitates  and  then  comes 
back  and  finishes  her  meal.  At  night  she  has  par- 
oxysms of  coughing,  and  in  the  morning  is  sur- 
prised to  find  thick  mucus'  and  undigested  food  on 
her  pillow.  She  has  observed  undigested  food  taken 
twenty-four  hours  previously.  Luring  the  last  year 
she  has  become  exceedingly  nervous.  She  tires 
easily  and  her  heart  pounds  rapidly.  The  history 
suggests  cardiospasm.  Gastro-intestinal  x-rays  con- 
firmed this,  showing  evidence  of  a constriction  of 
the  cardiac  end  of  the  esophagus  (Fig.  1).  There 
was  no  evidence  of  filling  defect,  and  there  was 
marked  dilatation  of  the  esophagus  above  the  con- 
striction. Reverse  peristalsis  could  be  seen  on  fluo- 
roscopic examination,  and  an  x-ray  diagnosis  of 
cardiospasm  was  made. 

She  now  tells  us  that  the  diagnosis  of  cardio- 
spasm had  previously  been  made  in  New  York  and 
that  she  had  taken  large  doses  of  belladonna  with- 
out benefit.  Treatment  here  has  consisted  in  lavage 
of  the  esophagus  and  the  swallowing  of  a heavy 
silk  thread  with  a very  small  metal  tip.  Dilatation 
was  carried  out  by  Dr.  Mateer  on  September  4, 
1934.  An  air  pressure  bag,  measuring  five  and  a 
half  inches'  in  circumference,  was  used,  and  an  air 
pressure  of  270  millimeters  was  maintained  for 
twenty  minutes. 

Since  the  dilatation  the  patient  has  improved. 
She  eats  normally  and  she  has  been  much  more  re- 
laxed. She  is  now  on  a high  caloric,  low  residue  diet 
with  high  vitamin  content.  While  she  swallows 
without  difficulty,  much  attention  must  yet  be  di- 
rected to  her  neuro-psychiatric  condition  and  fur- 
ther dilatation,  if  she  has  a recurrence,  will  be 
necessary. 

The  peristaltic  mechanism  of  the  esopha- 
gus is  controlled  through  the  sympathetic 
nervous  system.  During  recent  years  much 
surgery  has  been  done  on  the  sympathetics 
in  an  effort  to  treat  many  conditions  due  to 


disturbance  of  its  proper  function,  especially 
in  connection  with  the  cardiovascular  sys- 
tem. One  of  my  associates,  Dr.  L.  S.  Fallis, 
returned  only  last  week  from  a visit  to  the 
English  Clinics,  and  reports  that  Mr.  George 
Gask,  Professor  of  Surgery  in  the  Univer- 
sity of  London  and  Chief  of  Staff  at  St. 
Bartholomews  Hospital,  has  recently  devel- 
oped a new  operation  for  the  treatment  of 
cardiospasm.  In  two  cases  he  has  stripped 
the  adventitia  with  the  sympathetics  from 
the  celiac  axis  (the  La  Riche  type  of  opera- 
tion) and  obtained  cures.  He  also  reports 
that  Mr.  Quarry  Wood,  a surgeon  on  the 
staff  of  the  Royal  Infirmary  in  Edinburgh, 
has  found  in  many  dissections  that  the  sym- 
pathetic nerve  supply  to  the  lower  end  of  the 
esophagus  is  derived  almost  entirely,  if  not 
completely,  from  fibres  accompanying  the 
left  gastric  artery.  He  accordingly  has  sev- 
ered this  artery  between  its  origin  and  the 
esophageal  branches.  This  is,  of  course,  a 
much  simpler  operation,  for  the  celiac  axis 
is  not  easily  accessible. 

Cardiospasm  is  probably  a true  neuro- 
pathic condition  and  we  doubt  whether  such 
operations  should  be  done  except  in  a rarely 
persistent  case ; for  our  present  method  of 
forcible  dilatation,  with  careful  attention  to 
the  neuro-psychiatric  condition,  has  been 
satisfactory  in  a fairly  large  series  treated 
by  Dr.  Mateer  and  Dr.  Kreutz. 

It  should  be  borne  in  mind,  however,  that 
a rigid  instrument  in  the  esophagus  in  the 
hands  of  a patient  or  unskilled  doctor  is 
fraught  with  danger  of  perforation. 

Hurst2  describes  recently  achalasia,  which 
is  a disease  of  anemic  women  associated 
with  glossy,  smooth,  patchy  tongue  and  also 
some  failure  of  the  sphincters  of  the  esoph- 
agus to  relax. 

Today,  rather  than  devote  attention  to 
one  lesion  I have  chosen  to  present  several 
cases  which  illustrate  various  lesions  and 
also  the  advances  in  the  means  of  diagnosis 
and  methods  of  treatment  during  the  life- 
time of  many  of  us  present.  I well  remem- 
ber forty  or  forty-five  years  ago  the  chief 
instrument  of  my  father,  who  is  still  prac- 
ticing medicine  at  the  age  of  80.  It  was  a 
large  bolus  of  soft  bread  or  banana  used  in 
an  effort  to  dislodge  a fish  bone,  the  pres- 
ence of  which  could  neither  be  proved  nor 
disproved.  The  x-ray  and  the  esophasro- 
scope  were  unheard  of  at  that  time.  The 
probang  and  bougie  about  completed  the  ar- 
mamentarium of  the  practitioner  of  those 
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days.  Today,  of  course,  with  the  aid  of  the 
x-ray,  opaque  meal  and  the  esophagoscope, 
a new  era  is  open. 


Fig.  1.  Case  1.  Typical  case  of  cardiospasm, 
showing  retention  of  barium. 


FOREIGN  BODIES 

I wish  to  present  two  cases  of  foreign 
body  in  the  esophagus,  which  at  least  were 
not  located  bv  x-ray  examinations,  though 
theoretically  they  should  have  been,  nor  was 
one  of  them  located  on  examination  with 
the  esophagoscope. 

Case  2,  No.  188282. — An  unmarried  school  teacher, 
aged  forty-three  years,  was  admitted  May  22,  1933. 
She  had  eaten  chicken  two  hours  previously,  at  which 
time  she  felt  something  sharp  strike  the  “right  side 
of  her  throat  about  the  region  of  the  upper  part  of 
the  chest.”  Such  localization  is  misleading  for  a 
patient’s  sensation  is  not  a criterion  of  the  true  site 
of  the  foreign  body. 

Examination  of  the  region  described  showed  no 
scratches  or  abrasions.  The  following  day,  May  23, 
a fluoroscopy  of  the  esophagus  was  done  with  nega- 
tive findings.  The  symptoms  still  persisted  and  on 
May  27,  1933,  Dr.  Kreutz  did  an  esophagoscopy,  and 
removed  a foreign  body.  This  was  at  the  crico- 
pharyngeal juncture.  It  was  a sharp  piece  of  bone 
which  had  perforated  the  esophagus,  and  was  bathed 
in  pus.  Following  its  removal  the  patient  continued 
to  have  a high  daily  temperature  and  pain  and  a 
fulness  at  the  base  of  the  left  side  of  the  neck  de- 
veloped. I saw  her  in  consultation  and  advised  in- 


cision and  drainage,  which  was  done  on  June  3, 
1933.  The  esophagus  was  exposed  through  an  inci- 
sion along  the  anterior  border  of  the  left  stemo 
mastoid  muscle  at  the  bottom  of  an  abscess  cavity. 


Fig.  2.  Typical  case  of  foreign  body  in  esophagus. 
Open  safety-pin  in  esophagus,  removed  through 
esophagoscope. 


A very  foul,  purulent  material  escaped.  This  ab- 
scess extended  into  the  superior  mediastinum  into 
which  I could  pass  my  finger  full  length.  Patient 
made  an  uninterrupted  recovery  and  was  discharged 
from  the  hospital  on  June  24,  1933. 

One  month  later  the  wound  had  healed  and  she 
has  had  no  further  symptoms.  Mot'e  often  such  a 
mediastinitis  is  followed  by  death. 

A side  issue  in  this  case  in  connection 
with  insurance  was  as  to  whether  the  hone 
should  have  been  in  the  dish  served.  In  cer- 
tain servings  of  chicken  apparently  bone  is 
permissible  and  in  others  it  is  not. 

TRAGEDY 

Case  3,  No.  131789. — Boy,  aged  twenty,  was  ad- 
mitted on  June  14,  1929,  giving  a history  of  having 
had  a feeling  of  something  sharp  slip  down  his 
throat  while  eating  chicken  at  6 P.  M.  When  first 
seen  he  was  not  particularly  worried  about  his  con- 
dition though  his  family  were  apprehensive.  There 
was  no  particular  pain. 

Esophagoscopy  was  done  following  a negative 
x-ray  of  the  esophagus.  It  was  reported  that  there 
was  no  foreign  body  seen  in  the  upper  part  of  the 
region  of  the  esophagus  where  foreign  bodies  usually 
appear.  There  was  some  injection  in  the  mucous 
membrane  in  the  mid-thoracic  region.  The  patient 
became  nervous  and  apprehensive.  On  June  18,  he 
had  a little  pain  in  the  mid-thoracic  region  but  seda- 
tion was  given  and  he  seemed  to  improve.  On  June 
22,  eight  days  later,  at  his  last  visit  to  the  hospital, 
he  complained  of  a little  pain  on  swallowing  solid 
food.  On  June  24,  ten  days  after  the  injury,  he 
telephoned  the  hospital  that  he  was  symptom-free 
and  was  eating  everything  without  pain,  and  that 
he  did  not  feel  it  necessary  to  return  to  the  hospital. 

A report  of  an  autopsy  done  at  the  County 
Morgue  on  this  patient  on  July  12,  1929,  showed  a 
perforation  of  the  aorta  caused  by  a sliver  of 
chicken  bone. 
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ESOPHAGEAL  VARICES 

A third  lesion  of  the  esophagus  not  very 
common  and  usually  a condition  secondary 
to  luetic  or  alcoholic  cirrhosis  of  the  liver  is 
esophageal  varices.  These  occur  at  the  low- 
er end  of  the  esophagus  and  not  infrequent- 
ly are  accompanied  by  hemorrhages.  Such 
hemorrhages  are  frequently  fatal  as  in  the 
case  of  two  doctor  friends  of  mine  whose 
names  are  familiar  to  you.  I am  presenting 
one  case  of  such  severe  hemorrhages  whose 
life  has  at  least  been  prolonged  if  the  condi- 
tion has  not  been  cured  by  repeated  massive 
transfusions  and  two  operations  in  an  in- 
direct approach  at  the  cure  of  this  condition. 

Case  4,  No.  183147—  A married  housewife,  aged 
forty-one  years,  was  brought  to  us  on  March  29,  1933, 
as  an  emergency  in  a critical  condition,  with  a history 
of  recent  large  emeses  of  blood  and  the  massive  pas- 
sage of  blood  by  rectum.  The  patient  had  profuse 
hemorrhages  while  under  observation.  She  vomited 
600  c.c.  of  pure  blood,  and  on  another  occasion 
350  ex.  Repeated  blood  transfusions  were  given. 
Diagnosis  of  hemorrhage  from  esophageal  varices 
was  made  by  a process'  of  exclusion  based  on  the 
probability  of  patient  having  luetic  scirrhosis  of  the 
liver  in  view  of  a positive  Wassermann,  though  the 
liver  was  barely  palpable.  The  spleen  was  enlarged. 

It  was  felt  that  the  hemorrhages  were  coming 
from  esophageal  varices,  and  I ligated  the  coronary 
vein  above  the  lesser  curvature  of  the  stomach  on 
March  31,  1933.  (This  operation  has  recently  been 
reported  from  the  Mayo  Clinic,  and  it  does  cut 
down  the  amount  of  congestion  in  the  esophageal 
varix.)  Following  the  operation  she  received  nu- 
merous transfusions  and  eventually  recovered,  and 
was  discharged  from  the  hospital  May  2,  1933.  At 
the  time  of  operation,  with  ligation  of  the  vein,  it 
was  noted  that  she  had  a large  spleen  and  only  a 
mild  cirrhosis  of  the  liver.  Splenectomy  was  con- 
sidered, a tentative  diagnosis  of  Banti’s  disease  hav- 
ing been  made,  but  the  patient’s  condition  would  not 
permit  splenectomy  at  that  time. 

She  then  had  a comparatively  long  period  of  free- 
dom from  hemorrhage.  On  October  10,  1933,  the 
patient  was  readmitted  following  a severe  hemor- 
rhage. She  was  again  repeatedly  transfused  and  her 
condition  improved  up  to  the  point  when  operation 
could  again  be  considered.  Splenectomy  was  per- 
formed on  October  24,  1933.  The  diagnosis  of 
Banti’s  disease  was  confirmed  at  this  time.  The  pa- 
tient had  a stormy,  post-operative  period,  but  since 
that  time  has  steadily  improved,  and  her  condition 
is  now  (September  10,  1934)  very  satisfactory.  She 
has  had  no  further  bleeding.  It  would  seem  that 
the  removal  of  the  spleen  has  slowed  down  the  vol- 
ume of  blood  passing  through  the  esophageal  veins, 
and  has  at  least  temporarily  improved  her  condition. 
Direct  approach  to  a bleeding  varix  may  increase 
the  hemorrhage  rather  than  alleviate  it. 

CARCINOMA  OF  THE  ESOPHAGUS 

One-balf  of  all  lesions  of  the  esophagus 
are  cancer.  Richard  Cabot  believes  that 
more  mistakes  are  made  in  diagnosing  can- 
cer of  the  esophagus  than  in  any  other  con- 
dition. In  20  per  cent  of  the  cases  dysphagia 
is  never  present.  One  in  every  twenty,  or  5 


per  cent  of  all  cancers,  are  of  the  esophagus; 
and  less  than  ten  have  ever  been  cured. 

We  have  had  a fairly  large  series  of  can- 
cer of  the  esophagus  but  I will  present  only 
one  case  briefly  to  point  out  the  necessity  of 
early  esophagoscopy  for  early  diagnosis. 

Case  5,  No.  192303. — This  patient,  an  Hungarian 
sweeper,  aged  fifty-five  years,  was  admitted  October 
5,  1933,  with  a history  of  dysphagia  for  the  past  two 
weeks.  Solid  foods  seemed  to  stick  about  half  way 
down.  He  had  to  wash  his  food  down  with  liquids. 
Swallowing  was  often  painful,  especially  with  solid 
foods.  He  had  lost  ten  pounds  in  weight  in  the  past 
four  or  five  weeks.  He  had  pain  in  the  right  upper 
quadrant,  which  seemed  to  radiate  around  to  the 
interscapular  region.  This  pain  was  worse  at  night. 

He  vomited  food  once  or  twice,  but  no  blood.  The 
condition  had  steadily  been  getting  worse.  He  could 
not  rest  at  night. 

Physical  examination  had  no  special  bearing  on 
the  condition.  Hemoglobin  was  75  per  cent,  Wbc. 
10,600,  blood  Wassermann  was  negative.  The  x-rays 
showed  an  area  of  irregularity  in  the  mid-portion 
of  the  esophagus  with  a traction  diverticulum  pro- 
jecting posteriorly.  There  appeared  to  be  a calcified 
gland  in  this  region.  There  was  not  a complete  ob- 
struction. On  October  9,  1933,  Dr.  Kreutz  did  an 
esophagoscopy  and  biopsy.  At  about  the  mid-point 
of  the  esophagus  obstruction  of  a nodular  type  was 
met.  The  passage  of  a very  small  probe  was  pos- 
sible. The  growth  had  not  yet  fungated  but  bled 
quite  readily.  Clinically  it  appeared  to  be  carcinoma. 
Biopsy  showed  squamous  cell  carcinoma,  Type  II. 

On  October  16,  1933,  radium  was  inserted  (140 
mgm.)  under  local  anesthesia.  On  October  24, 
1933,  he  had  gained  almost  ten  pounds  in  weight, 
was  able  to  eat  without  discomfort,  and  he  was 
fairly  comfortable. 

Life  probably  could  have  been  prolonged  by  gas- 
trostomy. Patient  died  Februa'ry,  1934. 

Our  own  operations  fob  carcinoma  of  the 
esophagus  have  been  only  of  a palliative  na- 
ture, such  as  gastrostomy,  or  surgical  drain- 
age of  the  mediastinum.  The  latter  opera- 
tion was  done  in  three  cases  after  ruptures  i 
of  the  esophagus  years  ago  in  Baltimore  and 
Detroit.  The  skilled  esophagoscopist  of  to- 
day does  not  have  many  such  accidents. 

Many  operations  have  been  done  for  re- 
moval of  these  difficult  tumors.  Restoration 
of  the  esophagus  has  been  done  by  means  of 
plastic  skin  tubes  outside  of  the  chest  wall 
joining  the  proximal  end  of  the  esophagus 
in  the  neck  and  the  small  intestine  or  stom- 
ach below.  I predict,  with  the  increasing 
skill  of  those  doing  chest  surgery,  many  ad- 
vances are  coming  soon,  on  the  direct  ap- 
proach to  cancers  of  the  esophagus. 

STRICTURES 

This  paper  would  not  be  complete  with- 
out presenting  a stricture,  and  the  classical 
example  is  in  one  who  has  swallowed  lye. 

Case  6.  No.  161457. — The  patient  was  admittec 
April  4,  1931,  with  chief  complaint  frequent  vomiting 
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He  gave  a history  of  having  drunk  some  lye  six 
weeks  previously.  He  was  treated  for  five  days  at  the 
receiving  hospital,  and  then  returned  home.  After  his 
return  home  his  only  symptom  was  excess  saliva. 


Fig.  3.  Carcinoma  of  esophagus,  showing  obstruc- 
tion and  feathery  edge  of  stricture,  an  important 
diagnostic  feature. 


About  three  weeks  prior  to  coming  to  the  hospital 
he  began  to  vomit  food,  and  was  able  to  retain 
only  about  half  of  what  he  ate.  There  had  been  only 
slight  pain  associated  with  vomiting,  no  history  of 
hematemesis  and  no  history  of  blood  in  the  stools. 

Physical  examination  showed  evidence  of  emacia- 
tion and  malnutrition.  Otherwise  it  was  negative. 
A blood  Wassermann  was  negative.  X-rays  showed 
a smooth  stricture  at  the  level  of  the  sixth  dorsal 
vertebra.  Dilatation  of  the  stricture  and  gastros- 
tomy were  advised.  Gastrostomy  was  done  by  Dr. 
Allen  on  April  22,  1931.  Following  this  the  patient’s 
general  condition  improved.  During  the  course  of 
the  next  year  the  stricture  was  dilated  twenty-eight 
times  and  the  gastrostomy  allowed  to  heal.  He  has 
not  been  seen  since  April  20,  1932,  and  there  is  no 
follow-up  on  him.  This  is  a City  Welfare  case ; so 
apparently  his  condition  is  satisfactory,  else  he 
would  have  returned  and  we  would  have  seen  more 
of  him. 

In  our  experience  in  Baltimore,  New 
York  City  and  Detroit,  gastrostomy  was  first 
performed  only  on  emaciated  patients  Their 
strength  was  restored  before  the  tedious  dil- 
atations were  attempted.  The  swallowing  of 
a thread  as  a safety  measure  for  the  instru- 
mentation is  desirable,  and  often  absolutely 
necessary. 


Wilcox3  in  Detroit  recently  reported  stric- 
ture of  the  esophagus  due  to  tertiary  syph- 
ilis. 


Fig.  4.  Case  6.  Stricture  of  the  esophagus  after 
drinking  lye  in  suicidal  attempt.  Kept  patent  by 
frequent  dilatations. 


ULCERS 

We  have  seen  peptic  ulcers  of  the  esopha- 
gus and  seen  them  respond  to  ordinary  gas- 
tric ulcer  therapy — sometimes  surgical  with 
a gastro-enterostomy. 

Case  7 , No.  34744. — Ulcer  with  stricture — probably 
not  peptic. 

This  man,  now  aged  fifty-one  years,  was  first  seen 
here  ten  years  ago,  at  which  time  he  gave  some 
vague  symptoms  of  gastric  distress  and  occasional 
vomiting  and  nausea.  During  the  intervening  ten 
years  he  became  a narcotic  addict,  and  was  a pro- 
nounced alcoholic.  He  returned  here  again  on  Jan- 
uary 5,  1933,  with  a diagnosis  of  ulcer  of  the  esoph- 
agus which  was  confirmed  at  a clinic  in  Pennsyl- 
vania. The  diagnosis  of  esophageal  ulcer  was  first 
made  by  Dr.  William  Hyland  of  Grand  Rapids,  who 
referred  him  to  the  clinic  in  Pennsylvania.  He  had 
apparently  visited  many  clinics.  He  was  at  a Min- 
nesota Clinic  in  1930,  where  a diagnosis  of  mild  de- 
pression with  psychoneurosis  was  made.  No  definite 
mention  was  made  of  the  esophageal  condition.  In 
March,  1931,  he  went  to  an  Ohio  Clinic,  where  a 
diagnosis  of  cirrhosis  of  the  liver  was  made,  largely 
on  his  alcoholic  history,  and  omentopexy  done.  A 
portion  of  the  liver  removed  at  the  time  of  the  op- 
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eration  failed  to  reveal  any  definite  evidence  of 
cirrhosis. 

On  admission  here  in  January,  1933,  he  gave  a 
history  of  having  had  regurgitation  and  pain  for 


Fig.  5.  Diverticulum  of  esophagus.  Anteroposterior  and 
lateral  views  to  demonstrate  posterior  position  of  the  sac 
of  the  diverticulum. 


the  past  two  and  a half  years.  On  several  occasions 
he  had  had  a large  hematemesis'.  In  addition  to  the 
omentopexy,  at  a later  date  he  had  had  his  gall- 
bladder removed. 

Esophagoscopy  was  done  by  Dr.  Kreutz  on  Jan- 
uary 30,  1933.  The  upper  two-thirds  of  the  esopha- 
gus was  found  to  be  normal.  The  lower  third 
showed  a small  bleeding  ulcer  situated  on  the  poste- 
rior and  left  side  of  the  quadrant.  This  did  not 
bleed  very  readily  but  was  exquisitely  tender,  and 
below  it  the  esophagus  was  definitely  constricted,  in 
a conical  manner,  to  a diameter  of  5 millimeters.  A 
section  of  the  stricture  was  taken  for  biopsy  and 
this  failed  to  reveal  any  evidence  of  malignancy. 
Repeated  dilatations  of  the  esophagus  were  advised 
and  carried  out.  Since  that  date  the  patient  has  had 
repeated  esophageal  dilatations,  and  when  last  seen, 
on  November  5,  he  was  still  very  much  emaciated 
and  had  difficulty  in  swallowing  his  food.  Of  course, 
here  we  must  contend  with  the  factor  of  chronic  al- 
coholism, and  drug  addiction. 

His  physician  later  performed  a gastrostomy  on 
this  patient.  Improvement  and  gain  in  weight  fol- 
lowed, but  the  patient  died  September  15,  1934,  fol- 
lowing a cerebral  hemorrhage  of  one  month 
previously. 

DIVERTICULA  OF  THE  ESOPHAGUS 

For  years  this  term  was  used  for  phar- 
yngeal diverticula  and  so  pharyngeal  diver- 
ticula appear  in  the  literature  as  esophageal 
diverticula.  Not  to  change  the  nomenclature 
too  quickly  the  term  pharyngo-esophageal 
diverticula  has  been  used,  with  good  argu- 
ments in  its  favor.  Lord  Moynihan,  a high 
authority,  objects  to  this  term  on  purely 


anatomical  grounds;  and  in  1932  he  wrote 
a letter  to  Surgery,  Gynecology  and  Ob- 
stetrics (54:128,  Jan.  1932)  saying: 

“There  is  no  such  thing  as  ‘pharyngo-esophageal’ 
diverticulum.  There  are  ‘pharyngeal’  diverticula, 
and  ‘esophageal’  diverticula;  those  to  which  Dr. 
McEvers  refers  are  pharyngeal.  The  name  of  Zen- 
ker must  not  be  attached  to  these  interesting  sacs. 
They  were  first  most  accurately  described  and  most 
perfectly  illustrated  by  Ludlow  in  a letter  to  William 
Hunter  in  1764.  His  specimen  of  a ‘preternatural 
dilation  of,  and  bag  formed  in,  the  pharynx’  (please 
note  ‘pharynx’)  is  still  perfectly  preserved  in  the 
Hunterian  Museum  at  Glasgow.  Monro,  Sir  Charles 
Bell,  Matthew  Baillie,  and  others  gave  accurate  de- 
scriptions of  the  condition.  Dr.  McEvers  speaks  of 
the  ‘Lainer-Hackermann  point.’  It  is  Laimer  who 
was  prosector  at  Graz,  and  Haeckermann,  now  of 
Bremen,  in  whom  interest  centers.  The  ‘point’  to 
which  Dr.  McEvers  refers  is  not  a point  but  an  area. 
The  ‘Lainer-Hackermann  point’  becomes  therefore 
the  ‘Laimer-Haeckermann  area.’  It  is  not  true  that 
in  this  area  the  pharyngeal  pouches  originate.  They 
arise  above  the  sphincter  formed  by  the  crico- 
pharyngeus  muscle  and  the  Laimer-Haeckermann 
area  is  not  of  the  slightest  importance.  These  ele- 
mentary truths  were  pointed  out  by  me  in  a paper 
in  the  Lancet  which  unhappily  has  escaped  Dr. 
McEvers’  notice.  In  the  final  paragraph  of  this 
Article  I say,  ‘Few  subjects  in  surgery  are  so  littered 
with  inaccurate  references  and  incorrect  names  as 
this.’ 

“I  write  not  solely  to  call  attention  to  the  facts 
mentioned,  but  to  encourage  my  American  friends 
to  perform  the  operation  of  resection  of  these 
pharyngeal  pouches  in  one  stage.  If  a surgeon  is 
competent  and  has  perfect  technique  there  is  really 
no  need  whatever  for  operations  in  two  stages.  I 
have  operated  upon  fifteen  cases  (one  on  the 
right  side)  and  have  never  had  any  difficulty  in  ob- 
taining healing  by  first  intention.” 

There  are  esophageal  diverticula  resulting 
from  injury  to  its  wall  from  inflammation 
and  then  scar  traction.  These  seldom  de- 
mand or  receive  treatment. 

To  complete  our  case  reports  I will  show 
a slide  and  present  this  case  which  formerly 
we  would  have  called  an  esophageal  diver- 
ticulum as  it  does  arise  through  the  fibres  of 
the  lower  constrictor  fibres  of  the  pharynx, 
above  the  fibres  of  the  crico-pharyngeal 
muscle. 

Case  8,  No.  178327. — The  patient  arrived  from 
California  and  was  admitted  June  29,  1932.  She  was 
considering  operation  for  esophageal  diverticulum, 
which  had  been  diagnosed  the  previous  year.  She 
also  had  a large  substernal  goiter  bearing  more  to 
the  left  and  pushing  the  trachea  to  the  right.  There 
was  considerable  calcification  of  this  gland.  She  had 
been  operated  upon  twenty-five  years  previously  bj 
Dr.  Albert  Kocher  for  goiter. 

The  patient  eventually  decided  to  go  to  Dr.  Lahej 
for  operation.  He  did  this  operation  in  two  stage: 
according  to  his  method.  The  first  stage  was  don< 
September  27,  1932.  The  operation  was  difficult  be 
cause  of  adhesions  from  the  previous  goiter  opera 
tion.  The  second  stage  was  done  on  October  7 
eleven  days  later.  Patient  apparently  made  a satis 
factory  recovery  from  her  operation.  When  she  wa 
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seen  here  in  October,  1933,  she  had  a stricture  of 
the  esophagus,  which  we  found  necessary  to  dilate. 

Dr.  Lahey  advises  dilatation  of  all  of 
these  patients  as  a routine  after  operation. 

There  are  two  schools,  one  advocating  a 
single  stage  and  the  other  the  two  stage 
operation  for  these  diverticula.  There  was 
a third  school  advocating  merely  the  diver- 
ticulo-pexy  or  the  suturing  of  the  tip  of  the 
sac  to  the  structures  in  the  neck  anteriorly 
and  higher  up ; and  many  good  results  were 
reported.  A fourth  school  advocated  inver- 
sion of  the  sac.  In  my  own  series  of  opera- 
tions for  this  condition  I have  two  patients 
who  never  would  permit  the  second  stage 
of  the  operation  as  they  had  obtained  com- 
plete relief,  and  today  they  are  well  without 
any  symptoms. 

The  chief  advocates  of  the  single  stage 
operations  are  Lord  Moynihan,  Chevalier 
Jackson  and  Wilkie.  The  danger  of  this  op- 
eration is  leakage,  cellulitis  of  the  neck  and 
mediastinitis — often  fatal. 


My  own  feeling  is  that  the  two  stage  op- 
eration is  far  the  safer  in  the  hands  of  the 
average  surgeon.  The  sac  inversion  opera- 
tions4 have  been  given  up  in  favor  of  the  two 
stage  operation  by  most  surgeons  in  this 
country.  There  are  many  advocates  of  the 
two  stage  operation.  Lahey  has  recently  re- 
ported a large  series  without  a death. 

I do  want  to  emphasize  that  many  patients 
with  esophageal  lesions  are  late  in  seeking 
advice;  and  the  physician  when  consulted 
should  be  alert  in  seeking  the  correct  diag- 
nosis. This  can  only  be  made  with  the  help 
of  the  x-ray,  the  esophagoscopist  and  the 
pathologist. 
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Recently  in  magazines  and  newspapers,  articles  have  appeared  setting  forth  the  dangers 
of  childbirth  in  this  country.  The  public  has  been  aroused  by  these  statements.  Grant- 
ing that  obstetric  mortality  and  morbidity  are  too  high  in  this  country,  my  contention  is 
that  this  condition  is  not  entirely  the  fault  of  the  regular  medical  profession,  but  that 
there  exist  other  contributory  factors,  which  must  be  considered  and  remedied  in  solv- 
ing this  very  important  problem. 


While  there  should  be,  under  ideal  condit 
birth,  and  while  the  present  mortality  rate 
is  unquestionably  high,  the  sob  sisters  in  the 
lay  press  should  not  lose  sight  of  the  fact 
that  conditions  have  infinitely  improved  in 
the  last  fifty  years.  In  the  sixties,  recalled 
by  many  men  of  today,  at  Bellevue,  one  of 
the  best  hospitals  in  New  York  City,  sixty 
out  of  every  hundred  women  confined  in 
that  institution  died  of  puerperal  sepsis.  If 
the  advance  in  scientific  medicine  during  the 
last  fifty  years  has  lowered  the  nation-wide 
mortality  to  6 per  cent,  is  there  not  some 

^'Chairman’s  address  delivered  before  Section  of  Obstet- 
rics and  Gynecology,  Michigan  State  Medical  Society,  Battle 
Creek,  Michigan,  September  12,  1934. 

tDr.  Furlong  is  a graduate  of  the  University  of  Michigan 
Medical  School,  1924.  He  did  post-graduate  work  in  the 
Department  of  Obstetrics  and  Gynecology,  Medical  School, 
University  of  Michigan,  1924-1929.  He  is  engaged  in  pri- 
vate practice,  limited  to  Obstetrics  and  Gynecology,  at 
Pontiac,  Michigan.  He  is  a Fellow  of  The  American  Col- 
lege of  Surgeons  and  Chairman,  Section  of  Obstetrics  and 
Gynecology,  Michigan  State  Medical  Society,  1933-1934. 


ions,  practically  no  mortality  following  child- 


other  explanation  than  ignorance  or  neglect 
on  the  part  of  the  medical  profession,  to  ex- 
plain why  this  last  percentage  seems  too 
high  ? 

In  my  opinion  the  factors  which  contrib- 
ute to  the  present  high  mortality  rate  are: 
public  indifference  to  the  advice  of  the  med- 
ical profession;  the  attitude  of  the  public 
towards  the  abortion  problem;  licensing  of 
irregular  medical  practitioners;  indiscrim- 
inate licensing  of  so-called  maternity  homes; 
emergency  relief  standards  of  medical  prac- 
tice; the  failure  of  medical  programs  in  the 
average  home ; inadequate  undergraduate 
education  in  medical  schools ; and  the  failure 
of  the  medical  profession  to  regulate  the 
specialists’  qualifications. 
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For  several  years  the  medical  profession 
has  been  warning  the  public  concerning  the 
dangers  of  pregnancy  and  labor.  For  the 
most  part  these  warnings  have  fallen  on 
deaf  ears.  More  consideration  is  given  by 
the  average  family  in  the  choice  of  color  of 
the  new  automobile,  than  the  choice  of  an 
obstetrician.  The  general  public  remains 
coldly  indifferent  to  the  ravages  of  the  pre- 
ventable toxemias  of  pregnancy,  and  is 
periodically  wildly  inflamed  by  the  latest 
nudist  colony.  Obstetrics  is  the  most  com- 
mon serious  medical  problem  confronting 
the  average  family  and  in  that  respect  mir- 
rors the  effectiveness  of  the  whole  program 
of  modern  medicine.  From  the  general  in- 
difference, in  my  opinion,  the  conclusion  is 
warranted  that  we  have  a long  way  to  go 
in  the  education  of  the  public  in  medical 
matters,  that  our  program  has  not  been 
effective,  and  that  being  heedless  of  the  dan- 
ger the  average  citizen  helps  to  keep  obstet- 
ric mortality  rates  high. 

Flospital  births  have  constantly  increased, 
more  people  are  seeking  better  obstetrical 
care,  more  completely  trained  obstetricians 
are  available,  and  yet  these  facts  are  in- 
significant compared  to  the  great  number  of 
births  that  still  occur  in  homes,  and  under 
most  unsatisfactory  surroundings.  In  my 
opinion  this  condition  will  prevail  for  many 
years  yet  to  come,  and  public  interest  and 
cooperation  is  vital  if  the  conditions  are  to 
be  improved.  In  the  squalor  of  the  below 
average  American  home  of  which  there  are 
unfortunately  far  too  many,  it  is  hopeless 
to  match  the  safety  and  antiseptic  regime 
of  the  elaborately  equipped  maternity 
wards,  but  as  our  program  of  medical  prog- 
ress unfolds  these  homes  will  be  less  fre- 
quently encountered.  It  doesn’t  help  the 
cause  of  better  obstetrics  to  have  irresponsi- 
ble authors  flav  the  modern  maternity  hos- 
pital in  the  light  of  the  overwhelming  pic- 
ture of  unsanitary  conditions  with  which 
modern  obstetrics  has  to  compete.  The 
modern  program  of  prenatal  care  and  intra- 
natal  asepsis  have  yet  to  spread  among  mil- 
lions, if  the  public  does  not  know  we  must 
teach  them. 

Too  little  has  been  said  about  the  abortion 
problem.  Public  opinion  encourages  the 
flourishing  business  of  the  quack,  unscru- 
pulous physicians  and  meddlesome  females 
who  engage  in  the  traffic.  The  general  atti- 
tude is  one  of  good  natured  acquiescence. 
If  a death  results  from  this  practice  the  cul- 
prit may  be  punished.  The  situation  re- 


garding abortions  is  somewhat  analogous  to 
that  which  existed  during  the  prohibition 
era ; there  are  adequate  laws  concerning 
abortion  but  public  opinion  discourages 
their  enforcement  except  in  the  case  of 
death.  The  hospitals  and  doctors  bear  the 
brunt  of  the  criticisms,  yet  hospitals  and 
doctors  know  that  the  abortionist  is  contrib- 
uting abundantly  to  our  present  high  mor- 
tality rates  associated  with  reproduction. 
The  abortion  problem  is  a very  ancient  one, 
and  probably  will  be  a factor  in  obstetric 
mortality  until  enlightened  opinion  makes 
available  contraceptive  advice  in  place  of 
abortions. 

Government  through  abuse  of  its  licensing 
powers  is  contributing  to  the  high  death  rate 
in  obstetrics.  The  protection  of  public 
health  is  a function  of  the  government 
which  we  willingly  delegate  to  public  offi- 
cials because  of  its  primary  importance.  We 
give  to  the  state  the  powers  of  licensing  the 
cults  who  practice  on  the  border  line  of 
medicine.  These  irregular  practitioners 
soon  transgress  and  begin  to  actually  prac- 
tice medicine,  and  are  protected  by  their 
state  license.  Ill-defined  laws  permit  them 
to  safely  transgress  beyond  the  intent  of 
their  license.  Because  obstetrics  constitutes 
such  a large  proportion  of  general  medical 
practice  it  is  not  unusual  to  find  these  cub- 
ists practicing  obstetrics,  and  from  their  un- 
skillful ministrations  a large  number  of  un- 
savory obstetrical  tragedies  result  for  which 
the  regular  medical  profession  is  usually 
blamed  because  the  public  makes  no  distinc- 
tion between  the  doctor  and  the  quack. 

Again  the  State  constantly  grants  a 
license  to  maternity  homes.  The  State  as- 
sumes to  regulate  maternity  homes  but 
really  exercises  no  supervision  over  these 
homes  once  the  license  is  secured.  The  re- 
sult is  the  license  issued  by  the  state  is  a 
protection  for  any  crooked  work  that  goes 
on.  In  Oakland  County  there  are  fourteen 
licensed  maternity  homes,  only  three  of 
these  are  general  hospitals.  They  are  in 
many  cases  veritable  pest  houses  charging 
exorbitant  rates  for  services  they  cannot 
render,  with  government  sanction.  Under 
the  very  eaves  of  an  hundred-bed  hospital 
there  is  little  excuse  for  a one-bed  maternity 
home.  In  the  grand  total  of  obstetric  death 
rates  these  homes  make  their  contribution. 

It  seems  necessary  to  sound  a word  of 
warning  about  the  present  system  of  medical 
care  under  the  Emergency  Relief  Commit- 
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tees  of  the  various  counties.  For  many 
years  general  practitioners  have  shuddered 
at  the  thought  of  state  or  socialized  medi- 
cine, yet  today  they  have  been  blindly  partic- 
ipating in  a program  of  state  medicine. 
Medical  relief  as  it  is  handled  today  in 
Michigan  is  a direct  entry  of  the  State  into 
medicine,  and  the  profession  accepts  it  with 
an  open  hand.  Look  over  all  the  vaunted 
benefits  of  state  medicine,  balance  that 
against  the  present  system  of  medical  aid  to 
the  indigent  and  you  have  before  you  the 
full  picture  of  what  social  medicine  has  to 
offer  the  American  people.  The  public  re- 
ceives the  most  indifferent  obstetrical  care 
in  the  home — never  in  the  hospital  except 
in  emergency  cases — usually  after  failure  of 
delivery  in  the  home.  Prenatal  care  is  neg- 
lected or  placed  at  a very  minimum,  natural- 
ly if  the  doctor  is  only  to  be  paid  for  three 
antepartum  visits  that  is  all  the  patient  will 
get.  The  competitive  incentive  so  necessary 
to  successful  medical  practice  is  removed 
under  the  present  medical  relief  system,  and 
no  one  can  hope  for  improvement  in  the 
obstetrical  statistics  under  such  a system. 

The  medical  profession  has  been  so  com- 
pletely indicted  upon  the  obstetrical  prob- 
lem and  the  arguments  used  are  so  well 
known  that  it  seems  unnecessary  to  spend 
much  time  upon  that  phase  of  the  subject  in 
this  instance.  The  fact  remains  that  the 
physician  most  assuredly  cannot  escape  his 
responsibility  in  this  problem,  and  that 
means  as  individual  practitioners  and  as  or- 
ganized groups.  The  encouraging  thing  is 
that  generallv  the  doctor  does  not  wish  to 
escape  doing  his  full  duty  to  protect  the  pub- 
lic health.  The  physician  remains  the  fight- 
er who  must  bear  the  brunt  of  the  attack 
upon  the  forces  which  destroy  the  mother 
and  infant  in  childbirth.  If  this  fighter  in 
the  front  line  trench  is  poorly  trained,  in- 
different, or  uses  poor  judgment,  no  matter 
how  fine  the  plan  of  the  general  staff  of  the 
master  strategists  at  the  great  University 
clinic — the  whole  fight  is  lost.  Medicine 
must  continue  to  develop  a program  of  med- 
ical education  which  will  train  young  men 
to  perform  the  function  of  general  practice 
which  a majority  of  them  are  annually  ex- 
pected to  assume.  The  man  who  enters  the 
general  practice  of  medicine  is  not  neces- 
sarily expected  to  perform  surgical  opera- 
tions of  major  importance,  yet  a majority 
of  his  undergraduate  and  post-graduate 
work  has  been  in  surgical  fields.  He  is,  how- 
ever, expected  at  once  to  become  an  ob- 


stetrician. Many  young  doctors  get  their 
start  in  medical  practice  because  of  their 
obstetrics,  but  they  are  not  given  adequate 
obstetrical  training  in  medical  college  to  pre- 
pare them  for  that  career.  Medicine,  work- 
ing to  discharge  its  full  responsibility  to 
state  and  public  must  soon  solve  this 
problem. 

Recent  surveys  by  the  New  York  Acad-' 
emy  of  Medicine  and  the  United  States  De- 
partment of  Labor,  draw  the  conclusion  that 
many  maternal  deaths  are  preventable. 
Many  maternal  deaths  result  from  opera- 
tions in  labor  by  attendants  whose  training 
does  not  qualify  them  to'  undertake  such  ma- 
jor procedures.  One  great  and  lasting  in- 
dictment against  the  medical  profession  is 
the  improper  use  and  abuse  of  obstetrical 
operative  measures,  and  no  one  but  the  med- 
ical profession  itself,  by  educational  pro- 
grams, post-graduate  training,  certification 
of  specialists,  staff  organization  of  hospi- 
tals and  constant  propaganda  can  reduce  the 
danger  from  this  source.  The  frequent 
practice  of  assuming  to  be  a specialist  with- 
out necessary  qualifications  is  something 
that  the  medical  profession  itself  must  con- 
trol, through  society  boards  or  other  means 
of  examination  and  then  inform  the  public 
adequately  on  the  action  taken.  My  conclu- 
sion in  this  respect  is  that  today  the  public 
is  becoming  more  and  more  medically  en- 
lightened, and  that  if  the  profession  does 
not  do  some  of  these  things  itself,  in  a few 
years  more  it  will  be  done  by  lay  activity  in 
a way  much  less  pleasant  and  arbitrary  to 
the  interest  of  medicine. 

Realizing  that  a great  majority  of  ob- 
stetrics is  practiced  in  the  home,  more  em- 
phasis should  be  placed  upon  this  phase  of 
medical  service.  If  the  blessings  of  modern 
medicine  are  to  be  of  universal  benefit, 
methods  of  home  delivery  must  be  taught 
the  profession  and  the  service  which  is  car- 
ried into  the  home  improved.  Many  clinics 
have  out-patient  dispensaries  and  their 
technic  is  quite  satisfactory.  But  these 
methods  need  a more  general  application  to 
be  of  service  in  reducing  obstetric  mortal- 
ity. The  ingenuity  of  modern  men  need  not 
be  stagnated  by  this  problem  of  obstetrics 
but  because  of  its  century-old  presence  it 
should  be  a greater  challenge. 

The  position  of  modern  medicine  in  so- 
ciety is  a very  enviable  one.  However,  the 
prestige  of  the  medical  profession  has  sev- 
eral weak  spots ; in  other  words,  medicine 
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has  not  yet  achieved  equal  prominence  and 
success  in  all  fields.  Lay  writers  are  only  too 
glad  to  attack  medicine,  and  like  all  good 
strategists  they  naturally  pick  out  the  places 
where  the  armor  is  weakest.  Obstetrics  as 
it  is  ultimately  practiced  in  the  homes  of  the 
public  is  one  of  the  weak  spots  of  medicine. 
All  seem  to  agree  that  the  maternal  mortal- 
ity and  morbidity  rates  are  too  high.  Medi- 


cine is  in  the  uncomfortable  position  of  re- 
alizing the  situation,  knowing  that  the  pub- 
lic and  government  are  equally  to  blame,  and 
yet  having  to  take  all  the  blame.  My  action 
has  been  prompted  by  a desire  to  call  critics 
of  medicine  to  task,  and  make  them  realize 
that  they  are  partly  to  blame,  and  that  medi- 
cine is  aware  of  the  difficulty  and  does  not 
wish  to  escape  its  responsibility. 


WHITHER  SURGICAL  PRACTICE* 


EARL  INGRAM  CARR,  M.D.,  F.A.C.S.+ 

LANSING,  MICHIGAN 


While  this  is  a scientific  section  with  its  time  supposedly  taken  up  with  clinical  and 
scientific  considerations,  it  has  been  urged  upon  me  to  bring  before  it  some  practical  mat- 
ters strewing  the  pathway  of  the  surgeon  of  today  with  threatening  and  menacing  diffi- 
culties and  actually  obnoxious  obstructions.  Not  only  are  these  disturbing  the  surgeon 
himself  but  they  are  hindering  and  altering  the  service  he  is  prepared  to  deliver.  The  selec- 
tion of  the  subject  is  emphasized,  too,  because  it  has  been  my  lot  to  practice  surgery  with  an 
office  facing  Lansing  capitol  square  for  more  than  twenty  years,  affording  intimate  rela- 
tionship with  legislative,  social  and  economic 
problems,  managed,  directed,  and  interfered 
with,  in  my  very  neighborhood  and  with 
many  intimacies  and  some  animosities  there- 
by created. 

Prior  to  some  fifteen  years  ago  most 
medium  sized  cities  had,  not  to  exceed,  one 
to  three  members  of  the  profession  who 
were  accepted  by  their  fellows  and  by  laity 
as  competent  surgeons.  Often  in  a medical 
center,  there  was  a single  outstanding  and 
distinguished  surgeon.  Among  the  latter  it 
was  almost  the  rule  that  the  fame  of  this 
man  had  extended  far  and  the  respect  and 
confidence  placed  in  him  put  him  on  a 
pedestal  as  adviser,  teacher,  and  as  a precep- 
tor in  its  literal  sense.  It  seems  certain  that 
the  great  energy  directed  towards  hospital 
standardization  has  resulted  in  wider  oppor- 
tunity for  training  and  later  for  practice, 
greatly  changing  former  conditions  and  mul- 
tiplying the  number  of  surgeons.  And  there 
is  another  great  change  which  has  resulted, 

1'  think,  from  the  same  cause.  Formerly  all 
surgeons  were,  with  very  few  exceptions, 
general  surgeons  entering  any  region  of  the 
body  and  attacking  many  organs.  Special- 
ization in  various  fields  of  surgery  greatlv 


^Chairman’s  address  delivered  before  Section  of  Surgery, 
Michigan  State  Medical  Society,  Battle  Creek,  Michigan, 
September  12,  1934. 

tDr.  Carr  is  a graduate  of  the  University  of  Michigan, 
1910.  He  limits  his  practice  to  General  Surgery.  He  is 
Consulting  Surgeon  at  Edward  W.  Sparrow  Hospital,  and 
Surgeon  at  St.  Lawrence  Hospital,  Lansing. 


altered  surgical  practice.  However,  I think 
it  is  generally  observed  that  the  tendency 
today  is  towards  reversion  to  general  sur- 
gery just  as  there  is  a definite  tendency  to- 
wards general  practice.  And  these  ten- 
dencies result  from  the  economic  conditions 
experienced  by  both  doctor  and  patient. 

These  trends  and  conditions  have  brought 
all  surgeons  to  a commoner  plane  than  here- 
tofore, that  is,  outstanding  reputations  of 
individuals  are  less  frequent  and  leaders  and 
creators  are  comparatively  fewer  than  for- 
merly. It  may  be  said  without  fear  of  suc- 
cessful contradiction  that  surgery  is  being 
done,  at  the  present,  with  greater  proficiency 
than  ever  in  the  past.  Probably  it  must  be 
admitted  that  opportunity  is  waning  for 
brilliancy  and  for  the  spectacular  because  of 
the  great  accumulation  of  experience  and  the 
increased  dissemination  of  knowledge  and 
training. 

One  of  the  worst  discouragements  to  the 
well  trained  young  surgeon,  at  the  present 
time,  is  that  which  legalizes  equality  in  all 
registrants  in  medicine.  He  is  without  par- 
ticular legal  designation  of  extraordinary 
qualifications  attained. 

In  consideration  of  needed  amendments  to 
Medical  Practice  Acts  attempt  has  been 
made  to  give  attention  to  the  defining  of 
specialists.  It  appears  that  there  is  no  source 
that  may  be  acceptably  recognized  to  have 
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legal  authority  from  which  definitions  may 
be  drawn.  The  special  societies  have  done 
much  to  lay  the  foundation  for  the  requisite 
qualifications  for  the  practice  of  this  and 
that  specialty  but  to  date  they  are  held  to  be 
self-appointed  bodies.  Activities  in  hospital 
standardization  have  led  to  better  selection 
of  proper  qualifications  and  to  affect  the  re- 
striction of  the  work  in  the  various  depart- 
ments to  those  best  qualified  to  do  it. 

When  a surgeon  has  been  ideally  trained 
I think  he  will  have  difficulty  in  remember- 
ing when  he  did  his  first  operation  for  he 
will  have  assisted  and  participated  under 
guidance  with  increasing  liberty  as  he  gains 
in  experience.  He  will  never  have  plunged 
into  deep  water  with  another’s  life  at  stake 
before  he  has  gained  judgment  and  exact- 
ness which  comes  solely  by  repetition  under 
instruction  and  guidance. 

It  is  he  who  plunges  in  and  attempts  to 
do  that  for  which  he  is  not  prepared  and 
then  meets  with  disaster  because  he  becomes 
confronted  with  unexpected  conditions  that 
injures  surgery  and  injures  those  who  have 
conscientiously  trained.  A surgical  disaster 
in  a community  usually  reflects  longer  upon 
all  recognized  surgeons  in  that  community 
than  it  does  upon  the  one  who  fell  into  the 
trouble.  As  the  tale  is  repeated  the  name  of 
the  perpetrator  becomes  lost  and  superseded 
by  that  of  a reputable  surgeon  and  then  an- 
other and  so  on.  Other  hospitals  are  named. 
The  reflection  becomes  general  and  surgery 
is  badly  condemned. 

Individualism  is  an  outstanding  charac- 
teristic of  the  Doctor  of  Medicine.  The  na- 
ture of  his  experience  makes  it  so.  One  who 
practices  surgery  exclusively  may  be  less  in- 
dividualistic than  the  physician  on  account 
of  the  former’s  necessity  and  opportunity  of 
contact.  Whether  it  is  realized  or  not  a sur- 
geon’s practice  is  largely  influenced  by  pub- 
lic opinion,  requiring  of  the  surgeon  con- 
siderable recognition  of  it.  If  he  could  go 
a few  steps  farther  in  his  experience  with 
public  opinion  he  could  greatly  aid  the  pro- 
fession at  large  in  its  need  for  a better  un- 
derstanding by  the  public.  Were  this  lack 
of  understanding  between  the  public  and  the 
medical  profession  not  so,  many  of  the  State 
Legislative  needs  could  have  been  obtained 
long  ago. 

Since  its  enactment  in  1927,  the  pro- 
visions in  the  Crippled  Children’s  Law  and 
the  administration  of  it  are  preventing  the 
employment  of  many  of  the  foremost  ca- 


pable surgeons  of  the  State — an  injustice  to 
surgeon,  patient  and  taxpayer.  The  inclu- 
sion of  the  administration  of  the  Afflicted 
Children  under  the  Crippled  Children’s  Com- 
mission in  1933  has  not  lessened  costs  nor 
led  to  the  general  utilization  of  local  sur- 
geons as  was  intended.  Judicious  airing  of 
such  defects,  unfair  to  surgeons,  and  of  ex- 
travagances, burdening  taxpayers,  would 
soon  lead  to  proper  correction. 

Economics  and  sociology  are  so  engulfing 
the  surgeon  that  many  are  not  encouraging 
young  men  today  to  study  medicine.  There 
is  a distinct  fear  or  at  least  a fearful  un- 
certainty of  what  the  future  holds.  When 
we  rebel  at  curtailments  of  our  liberties  and 
recite  the  restrictions  to  our  neighbors  in 
business  and  industry  are  we  not  told  that 
ours  are  no  worse  than  theirs?  If  this  is 
true,  and  most  doctors  will  not  gainsay  that 
it  is,  are  we  not  driven  into  politics  for 
great  and  essential  reasons?  Are  we  not 
more  vitally  concerned  in  the  affairs  of  the 
nation  than  ever  before  in  our  lives?  Is  it 
not  an  opportunity  to  advance  the  needs  we 
know  best  when  one  of  our  own  number 
enters  the  political  arena? 

When  federal  provisions  throw  thousands 
into  the  medical  service  pot  with  medical 
service  offered  free  to  all  comers  under  cer- 
tain inclusive  specifications  and  the  profes- 
sion is  offered  this  as  practice  at  fee  sched- 
ules below  the  cost  for  which  best  scientific 
practice  can  be  delivered,  shall  the  profes- 
sion be  satisfied?  It  was  not  through  pre- 
paredness of  the  profession  that  this  oc- 
curred. And  what  is  this  sort  of  sendee 
leading  towards?  If  there  is  no  certain  an- 
swer this  may  be  said  at  least,  “We’re  going 
away  from  accumulated  standards  and  are 
threatening  destruction  to  advancement  of 
scientific  practice.  Initiative  is  being  re- 
duced and  individual  responsibility  is  being 
lessened.” 

While  there  is  a large  population  that  de- 
serves aid  there  is  included  with  them  an 
enormous  number  of  the  undesening,  of 
malingerers  and  of  human  parasites.  On  the 
other  hand,  there  is  a tremendous  popula- 
tion who  desire  and  demand  individual 
medical  service  and  desire  to  secure  that 
good  brand  of  service  which  is  obtainable  by 
paying  going  rates  of  sendee  with  the 
presen-ation  of  mutual  independence  and  of 
that  cherished  relationship  of  doctor  and  pa- 
tient. 

In  answer  to  the  charge  of  the  high  cost 
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of  surgery  I quote  from  a paper  I presented 
to  a lay  audience  a year  ago. 

“If  going  to  the  hospital  is  for  the  sole  purpose 
of  trained  care  and  opportunity  of  scientific  service 
instead  of  luxurious  bridal-chamber  rooms  and  un- 
needed special  nurses,  with  hours  off,  then  and  defi- 
nitely then,  costs  will  come  down  to  levels  not  out 
of  keeping  with  general  ability  and  willingness  to 
pay. 

“There  is  no  plausible  reason  for  the  contention 
of  uplifters  that  the  best  medical  care  is  the  heri- 
tage of  every  American  regardless  of  his  means. 
Charity  is  not  a franchise,  it  is  only  a favor,  a favor 
proffered  to  the  needy  and  to  no  one  else.  It  may 


impose  upon  the  benefactor  something  he  chooses 
to  regard  as  a duty  but  it  does  not  give  a vested 
right  to  the  beneficiary.” 

If  the  profession  keeps  its  feet  on  the 
ground,  if  the  profession  continues  to  keep 
its  shelves  stocked  with  individual  scientific 
service  and  takes  care  of  its  proper  charity  in 
traditional  independent  fashion,  it  will  sus- 
tain its  self-respect  and  retain  public  good 
will.  It  is  declared  we  are  entering  a new 
era  but  we  cannot  suddenly  leave  behind  old 
human  nature. 


INDICATIONS  FOR  AND  TECHNIC  OF  THE  INDIRECT 
CITRATE  METHOD  OF  BLOOD  TRANSFUSION* 


JOHN  S.  LUNDY,  M.D.  and  RALPH  M.  TOVELL,  M.D. 

Section  on  Anesthesia,  The  Mayo  Clinic 

ROCHESTER,  MINNESOTA 

Transfusion  of  blood  was  attempted  many  years  ago  and  by  a great  number  of  in- 
vestigators who,  always  in  search  of  the  ideal  method,  had  to  surmount  innumerable 
difficulties  before  the  operation  could  be  placed  on  the  practical  basis  it  is  today.  Many 
references  have  been  made  in  the  medical  literature  to  the  report  of  an  attempt  at  trans- 
fusion by  a Jewish  physician,  in  1492,  prior  to  actual  experimentation  in  the  procedure,  to 
save  the  life  of  Pope  Innocent  VIII.  It  is  recorded  that  blood  from  the  Pope  was  first 
allowed  to  run  into  the  vein  of  a youth  whose  blood  was  then  transferred  into  the  vein 
of  the  old  man.  A.  FI.  Matthews  discredits 
this  report,  however,  in  his  “Life  and  Times 
of  Rodrigo  Borgia,”  in  which  he  says,  “It  is 
related  that,  during  his  last  illness,  the  op- 
eration for  transfusion  of  blood  was  unsuc- 
cessfully performed.  This,  however,  is  an 
error  arising  from  two  important  facts:  first, 
that  the  idea  of  this  operation  could  not 
occur  to  any  one  to  whom  the  circulation  of 
the  blood  was  unknown,  and  second,  that  the 
phenomenon  of  the  circulation  of  the  blood 
was  not  discovered  until  the  seventeenth 
century.  Raynaldus  and  Infessura  say  that 
a certain  Jewish  physician  undertook  to  re- 
store the  Pope’s  health.  For  this  purpose  he 
drew  all  the  blood  out  of  three  young  boys, 
who  immediately  died.  With  their  blood  he 
prepared  a draught  which  failed  to  improve 
the  sick  pontiff’s  condition.  The  saving  vir- 
tue of  drinking  human  blood  was  no  new 
idea.”28 

In  1628,  William  Harvey  published  his 
celebrated  treatise,  “Motion  of  the  Heart  and 
Blood,”  although  in  1616  he  had  already 


*Read  before  the  Gogebic  County  Medical  Society,  Iron- 
wood,  Michigan,  August  16  and  17,  1934. 


presented  his  views  concerning  the  circula- 
tion of  the  blood  in  lectures  at  the  College 
of  Physicians.  Some  reference  is  made  tc 
transfusions  performed  by  an  Italian  physi- 
cian, Franscesco  Folli,  in  1654,  and  b) 
Daniel,  of  Leipzig,  in  1664;  most  writers 
however,  regard  Richard  Lower,  of  Eng 
land,  who  in  1665  was  the  first  to  practic) 
blood  transfusion  experimentally,  and  Jeai 
Denys,  of  France,  who  was  the  first  to  per 
form  transfusion  with  human  subjects,  i 
1667,  as  pioneers  in  this  field.  Lowe 
effected  transfusion  by  anastomosing  the  ai 
terv  of  one  animal  into  the  vein  of  anothe 
by  means  of  a cannula,  or  pipe,  and  Dem 
successfully  transfused  a man  with  the  bloo 
of  a lamb.  About  this  same  time  similar  pr< 
cedures  were  being  carried  out  by  King,  : 
England,  by  Immerets,  in  France,  and  1 
Riva,  and  Manfredi,  in  Italy. 

Because  of  the  number  of  deaths  resultii 
from  the  practice,  the  operation  was  pr 
scribed  in  France  by  the  Supreme  Court,  ai 
for  more  than  a century  no  further  wo 
was  done  in  blood  transfusion.  The  n« 
procedure  had  been  enthusiastically  receiv 
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by  the  profession,  but  it  was  not  until  Blun- 
dell, in  England,  revived  the  interest  of  the 
medical  world,  in  1818,  that  further  ad- 
vancement was  made.  Blundell  made  use  of 
blood  transfusion  on  a larger  scale.  He  en- 
ployed  a syringe  connected  by  a two-way 
stopcock  to  a receptacle  and  to  a tube  which 
in  turn  was  connected  with  a cannula  for 
insertion  into  the  vein  of  the  recipient.  He 
experimented  first  on  dogs,  transfusing  from 
artery  to  vein ; later,  he  performed  trans- 
fusions in  man.  He  reported  four  cases ; in 
two  of  these  his  patients  had  died.  The 
largest  amount  of  blood  he  used  was  480 
c.c. 

The  injection  of  defibrinated  blood  was 
introduced  by  Bischoff,  in  1935,  and  it  be- 
came popular  with  such  workers  as  Pre- 
vost,  Panum,  Dieffenbach,  and  Brown- 
Sequard.  In  spite  of  the  objections  of 
Koehler,  Landois,  Gesellius,  Ponfick,  and 
others,  who  saw  danger  in  this  form  of 
transfusion  because  of  the  excess  of  fibrin- 
ferment  injected,  its  use  was  continued 
throughout  the  nineteenth  century  and  was 
also  quite  extensive  during  the  first  decade 
of  this  century.  During  this  period  Higgin- 
son  and  Aveling  devised  the  method  of  us- 
ing two  cannulas,  attached  by  tubing  to  a 
bulb  syringe.  A glass  cannula  was  used  by 
Gesellius  and  Leisrink  in  1872;  in  1875, 
transfusing  directly  from  vein  to  vein,  Lan- 
dois employed  cannulas  and  tubing. 

In  the  latter  part  of  the  nineteenth  cen- 
tury, transfusion  became  an  established  pro- 
cedure and  was  practiced  extensively.  It 
was  employed  quite  frequently  in  cases  of 
carbon  monoxide  poisoning,  and  leukemia. 
Although  these  operations  were  at  times 
very  successful,  severe  reactions,  such  as  op- 
pressed breathing,  choking,  and  other  more 
or  less  serious  symptoms,  often  occurred. 
These  reactions  were  likely  to  be  attributed 
to  the  accidental  entrance  of  air  into  the 
vein ; however,  it  is  certain  from  our  present 
knowledge  that  many  of  them  were  the  re- 
sult of  incompatible  bloods. 

Among  the  first  in  this  country  to  employ 
transfusion  was  Fryer,  who  recommended 
its  use  among  asthenic  patients  before  and 
after  necessary  surgical  measures  in  order 
to  avoid  pyemia.  The  injurious  effects  of 
transfusing  the  bloods  of  dissimilar  species 
were  pointed  out  by  Dumas,  Prevost,  and 
Landois.  The  value  of  transfusion  follow- 
ing hemorrhage  was  early  appreciated,  al- 
though it  is  apparent  that  the  transfusion 


was  employed  solely  with  the  view  of  replac- 
ing lost  blood.  In  1875,  Lesser  advocated 
autotransfusion  by  the  application  of 
Esmarch  bandages  to  the  extremities. 

Following  the  introduction  of  normal 
saline  solution  for  intravenous  therapy  in 
1875,  the  employment  of  bood  transfusions 
was  gradually  abandoned  in  favor  of  saline 
infusion.  Hodder,  in  Canada,  in  1850  had 
reported  cases  in  which  patients  with  cholera 
were  treated  successfully  by  intravenous  in- 
jection of  fresh  cow’s  milk,  and  Brinton,  lec- 
turer at  the  Jefferson  Medical  College  in 
1878,  advocated  the  injection  of  milk  in 
place  of  blood  transfusion. 

At  the  beginning  of  the  nineteenth  century, 
the  two  chief  dangers  associated  with  blood 
transfusion,  hemolysis  and  clotting,  were 
rapidly  being  overcome.  The  phenomenon 
of  the  agglutination  of  human  corpuscles  by 
human  serum  was  first  pointed  out  by  Land- 
steiner,  and  in  1901  he  divided  human  sub- 
jects into  three  groups  according  to  the  ag- 
glutinating reaction  of  their  blood.  That 
human  subjects  fall  into'  four  groups  was 
first  proved  by  Jansky  in  1907,  and  this  was 
later  confirmed  by  Moss  and  Ottenberg, 
working  independently.  Moss’s  classifica- 
tion is  now  used  generally,  although  Otten- 
berg’s  classification  is  practically  the  same 
except  that  his  Group  IV  is  the  Moss  Group 
I,  and  vice  versa.31 

The  microscopic  test  was  the  first  method 
employed  for  determining  the  compatibility 
of  the  donor’s  and  the  recipient’s  blood.  Al- 
though this  method  is  time-consuming,  since 
the  test  must  extend  over  night  to  obtain 
the  most  accurate  results,  it  is  an  excellent 
one  and  is  still  employed  in  some  hospitals. 
However,  various  workers  have  developed 
a number  of  more  rapid  microscopic  meth- 
ods which  are  now  usually  preferred. 

The  Brem  method  is  one  which  has  been 
found  to  be  exceedingly  satisfactory.  In 
this  procedure  it  is  necessary  to  have  on 
hand  serum  and  fresh  corpuscle  suspension, 
either  of  Group  II  or  Group  III,  and  both 
the  serum  and  corpuscle  suspension  of  the 
unknown.  It  is  preferable  to  use  blood  of 
Group  III  in  testing  unknowns,  since  there 
are  so  few  persons  in  this  group  that  it  is 
only  seldom  that  there  is  no  agglutination.  I f 
the  Group  III  serum  agglutinates  the  un- 
known corpuscles,  the  unknown  must  be 
either  in  Group  I or  Group  II,  and  to  which 
of  these  two  groups  it  belongs  is  determined 
by  the  result  of  the  action  of  the  unknown 


594 


BLOOD  TRANSFUSION— LUNDY  AND  TOVELL 


Jour.  M.S.M.S. 


serum  on  the  Group  III  corpuscles.  Aggluti- 
nation of  Group  III  corpuscles  by  the  un- 
known serum  shows  that  it  is  in  Group  II, 
the  reciprocal  in  Group  III.  If  Group  III 
corpuscles  are  not  agglutinated  by  the  un- 
known serum,  but  Group  III  serum  agglu- 
tinates the  unknown  corpuscles,  the  un- 
known blood  is  in  Group  I.  However,  if  the 
Group  III  serum  does  not  agglutinate  the 
unknown  corpuscles,  the  unknown  is  in 
either  Group  III  or  Group  IV.  If  there  is  no 
agglutination  of  the  Group  III  corpuscles 
by  the  unknown  serum,  and  there  is  no 
agglutination  of  the  unknown  corpuscles  by 
the  Group  III  serum,  evidently  the  unknown 
is  in  Group  III.  Group  IV  blood  is  diag- 
nosed by  the  fact  that  the  unknown  serum 
agglutinates  the  known  corpuscles,  whereas 
the  unknown  corpuscles  are  not  agglutin- 
ated by  the  known  serum. 

Another  microscopic  method  often,  used  is 
that  devised  by  Moss,  the  technic  of  which 
is  cpiite  similar  to  that  of  the  Brem  method 
except  that  serums  of  Group  II  and  Group 
III  are  used  for  testing  the  group  of  un- 
knowns. Only  a corpuscle  suspension  of  the 
unknown  blood  and  hanging-drop  prepara- 
tions with  both  Group  II  and  Group  III 
serums  are  necessary.  Group  I corpuscles 
are  agglutinated  by  both  Group  II  and  Group 
III  serums.  Group  II  serum  will  not  agglu- 
tinate Group  II  corpuscles,  but  Group  II 
corpuscles  will  be  agglutinated  by  Group  II 
serum.  Group  III  corpuscles  will  be  aggluti- 
nated by  Group  II  serum  and  not  by  Group 
III  serum,  whereas  Group  IV  corpuscles  will 
not  be  agglutinated  by  either  Group  II  or 
Group  III  serum. 

Of  these  two  methods  Moss’s  is  the  most 
convenient,  since  the  corpuscle  suspension 
necessary  for  the  Brem  method  will  last  but 
a few  days,  where  Group  II  or  Group  III 
serum  may  be  preserved  in  the  ice-box  for 
a considerable  length  of  time.  The  Brem 
method,  however,  has  the  advantage  of  giv- 
ing a more  clear-cut  picture  by  the  use  of 
fresh  blood.  Sanford  suggested  desiccation 
of  the  serum  for  its  preservation,  but  it  was 
pointed  out  by  Ivorsner  and  Koeckert  that 
such  preparations  must  be  used  fresh,  since 
after  several  weeks  the  dried  serum  appar- 
ently acquires  agglutinating  properties  of  a 
nonspecific  nature.  Later,  Sanford  at- 
tempted to  improve  the  method  for  preser- 
vation by  a process  of  complete  dehydra- 
tion.34 

With  the  masterful  work  in  surgery  of 


the  blood  vessels  carried  on  by  Murphy  in 
1897,  Doerfler  in  1899,  Carrel  and 
Guthrie  and  by  Crile  and  others,  transfusion 
was  taken  up  again  on  a large  scale,  es- 
pecially in  this  country,  and  it  led  to  the 
development  of  more  certain  methods  of 
transferring  blood.  Carrel  and  Guthrie  per- 
fected suture  of  blood  vessels,  affording  for 
the  first  time  a safe  way  of  transferring 
blood  from  donor  to  recipient  without  the 
risks  and  dangers  of  coagulation.  In  order 
to  obviate  the  great  technical  difficulties  of 
artery-to-vein  anastomosis,  Crile  employed  a 
cleverly  devised  cannula,  modifications  of 
which  were  originated  by  Elsberg,  Buerger, 
Janeway,  McGrath  and  others.  Later,  a 
simpler  and  quite  as  satisfactory  method 
was  found  in  vein-to-vein  anastomosis. 
About  1906,  C.  H.  Mayo  began  trans- 
fusions of  blood  at  the  Mayo  Clinic.  In 
1909,  Brewer  and  Leggett  advocated  the  use 
of  a paraffin-coated  glass  tube  placed  be- 
tween the  artery  and  vein.  Sections  of  ves- 
sels of  the  lower  animals  were  also  used 
with  some  success. 

The  greatest  objection  to  these  methods 
was  the  impossibility  of  ascertaining  the  ex- 
act amount  of  transfused  blood.  To  over- 
come this,  Curtis  and  David  employed  a re- 
ceptacle for  the  blood  and  then  reinjected 
it,  coating  the  inside  of  the  whole  system 
with  paraffin.  Modifications  of  this  idea 
were  deAdsed  by  Kimpton  and  Brown,  Percy, 
and  by  Satterlee  and  Hooker.  A method  of 
transfusion  by  means  of  syringes  and  can- 
nulas Avas  devised  and  employed  success- 
fully by  AA>n  Ziemssen  in  1892.  This  method 
never  became  popular  and  was  almost  for- 
gotten until  Lindeman  revived  it  and  im- 
proved the  technic.  The  syringe  method 
then  became  so  popular  that  it  practically 
did  away  with  all  the  different  direct  meth- 
ods. Although  it  invoLed  considerable  ex- 
pense and  required  specially  trained  opera- 
tors and  assistants,  who  had  to  Avork  to- 
gether Avith  great  precision  and  observe  a 
great  many  technical  details,  there  can  be  no  j 
doubt  that  it  gaAre  excellent  results.  Linger, 
however,  recognized  .the  difficulties  of  the 
syringe-cannula  method,  and  he  constructed 
a very  ingenious  apparatus,  consisting  of  a 
stop-cock,  Avhich  alternately  connected  a syr- 
inge for  blood  to  the  donor  and  at  the  same 
time  a syringe  with  saline  solution  to  the  re- 
cipient ; then,  by  turning  the  cock,  the  syr- 
inge with  blood  Avas  immediately  connected  1 
to  the  recipient  and  the  syringe  with  saline 
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solution  to  the  donor.36’ 37  Freund  and  Kush 
also  utilized  the  principle  of  the  two-way 
stop-cock  in  devising  their  modifications  of 
Lindeman’s  technic. 

Up  to  this  time  the  success  of  most  meth- 
ods depended  on  the  rapid  transference  of 
blood  from  donor  to  recipient  in  less  than 
normal  coagulation  time.  It  was  realized 
that  the  attainment  of  the  ideal  depended  on 
the  development  of  a means  of  retarding 
the  coagulation  time  without  altering  the 
normal  properties  of  the  blood.  Among  the 
different  methods  of  attaining  this  end  were 
dilution  of  the  blood  with  normal  saline  so- 
lution and  addition  of  anticoagulating  sub- 
stances, namely,  hirudin,  sodium  citrate,  so- 
dium oxalate,  peptone,  and  glucose. 

Lewisohn  experimented  first  with  hiru- 
din, but  he  found  this  drug  to  be  so  toxic, 
when  given  in  sufficient  quantities  to  prevent 
clotting,  as  to  render  it  entirely  impractica- 
ble.13 Experiments  and  clinical  application 
of  transfusion  performed  with  citrated 
blood  were  published  in  1914  and  1915  by 
Hustin,  Agote,  Weil,  Lewisohn,  Rueck,  and 
bv  others.  Lewisohn13  and  Agote  both  pub- 
lished their  first  articles  on  the  citrate  meth- 
od in  January,  1915,  each  having  worked  in- 
dependently of  the  other  and  without  knowl- 
edge of  the  other’s  work.  Agote  performed 
his  first  transfusion  in  man  by  this  method 
November  14,  1914,  whereas  Lewisohn’s 
first  transfusion  with  a human  subject  was 
not  done  until  January  7,  191 5. 16  Lewisohn, 
however,  preceded  his  application  of  the 
procedure  to  man  by  a series  of  animal  ex- 
periments which  extended  over  a number  of 
months.14  No  such  experimental  work  was 
reported  by  Agote.  Both  men,  no  doubt,  de- 
serve credit  for  having  originated  the  tech- 
nic, although  Lewisohn’s  subsequent  work  is 
considered  more  important  in  placing  the 
method  on  a safe  basis.  Agote  confined  his 
work  to  small  transfusions  and  did  not  de- 
termine whether  transfusions  of  average 
size  could  be  given  with  this  method  without 
causing  toxic  effects,  nor  did  he  study  the 
effect  of  anticoagulants  on  the  coagulation 
time  of  the  recipient.  Consequently,  his 
work  is  of  no  more  than  a certain  historic 
interest. 

In  the  early  use  of  the  citrate  method, 
because  of  its  extreme  simplicity,  transfu- 
sions were  turned  over  to  very  inexperi- 
enced operators.  It  was  believed  that  the 
greater  occurrence  of  chills  with  the  citrate 
method  in  comparison  to  those  following 


other  methods  carried  out  only  by  experts 
was  due  to  the  faulty  technic  of  the  im- 
properly trained  operators.  However,  in- 
stead of  the  percentage  of  chills  decreasing 
in  the  course  of  the  years  in  which  the  tech- 
nic was  greatly  improved,  there  was  a 
marked  increase.  Lewisohn17  then  attributed 
this  to  the  presence  of  foreign  protein,  and 
he  demonstrated  that  by  a thorough  cleans- 
ing of  all  instruments  for  removal  of  old 
blood  and  by  elimination  of  foreign  protein 
from  the  distilled  water,  the  occurrence  of 
chills  could  be  considerably  lessened. 

Soon  after  the  introduction  of  the  citrate 
method,  Unger  published  results  of  experi- 
ments and  claimed  that  sodium  citrate  had 
a deleterious  effect  on  the  blood,  stating  that 
it  increased  the  fragility  of  the  erythrocytes 
and  decreased  the  phagocytic  power  of  the 
leukocytes.  Even  though  the  claims  of  Un- 
ger were  disproved  by  Mellon,  Hastings, 
and  Casey,  Unger’s  observations  were  quot- 
ed extensively  in  the  literature  and  thus  cre- 
ated the  erroneous  impression  that  citrated 
blood  could  not  be  used  advantageously  in 
the  presence  of  a large  variety  of  diseases. 
Lewisohn  demonstrated  the  safety  of  the  cit- 
rate method  by  injecting  80  and  100  c.c.  of 
citrated  blood  into  more  than  a dozen  in- 
fants without  any  untoward  symptoms.  In 
his  further  experiments  he  concluded  that 
objections  brought  forward  against  the  clin- 
ical value  of  citrated  blood  were  without  a 
proper  basis,  and  in  comparing  effects  of 
citrated  and  unmixed  blood  he  found  that 
the  citrated  blood  in  every  instance  proved 
clinically  as  beneficial  as  the  unmixed 
blood.15  There  has  always  been  much  inter- 
est in  the  procedure.2’  3’  9’  19’  22’  23’  24  • 

A report  of  the  results  of  blood  transfu- 
sions performed  at  The:  Mayo  Clinic  be- 
tween 1915  and  1918  was  published  by 
Pemberton  in  1919.  In  this  period  96  per 
cent  of  the  transfusions  were  done  by  means 
of  the  citrate  method.  Pemberton  classified 
the  indications  for  transfusion  according  to 
the  presence  of  pernicious  anemia,  secon- 
dary anemia,  bleeding,  acute  toxic  and  sep- 
tic conditions,  leukemias  and  shock.  In  per- 
nicious anemia  definite  beneficial  effects 
were  observed  in  a very  large  percentage  of 
cases,  although  the  percentage  of  occur- 
rence of  the  milder  reactions  following 
transfusion  was  decidedly  greater  than  in 
other  classes  of  cases.  Archibald,  who  made 
an  extensive  study  of  some  of  the  cases  in 
this  series,  concluded  that  the  greater  num- 
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ber  of  patients  with  pernicious  anemia,  ex- 
cept those  who  had  reached  the  very  last 
stages  of  the  disease,  received  immediate 
benefit  from  transfusion.  The  value  of 
transfusion  as  a supportive  measure  prelim- 
inary to  operation  in  secondary  anemias  was 
found  to  be  illimitable.  In  combating  the 
general  oozing  which  follows  certain  opera- 
tions, the  results  were  strikingly  good,  al- 
though in  the  presence  of  certain  malignant 
diseases  the  hemostatic  value  of  the  trans- 
fusion rapidly  decreased  after  a certain  pe- 
riod of  time.  Because  blood  transfusion  was 
employed  too  late  in  most  of  the  cases  of 
acute,  toxic  and  septic  conditions,  the  results 
were  not  entirely  encouraging;  however, 
Pemberton  believed  that  if  given  shortly 
after,  or  in  some  instances  before,  operation, 
it  offered  a reasonable  means  of  combating 
infection.  As  a temporary  supportive  meas- 
ure,7 the  employment  of  transfusion  was 
justified  in  cases  of  leukemia,  whereas  in 
the  one  case  of  shock  it  was  without  bene- 
ficial effect.  As  a general  rule,  blood  trans- 
fusion is  indicated  in  hemorrhage,  shock, 
secondary  anemia,  and  as  a supportive  meas- 
ure in  the  extremely  debilitated  patient  who 
must  undergo  operation.6’  12,  18,  25’  26 

Because  of  the  flexibility  of  the  indirect 
citrate  method,  it  has  become  the  favorite 
of  the  day  and  has  been  used  for  eighteen 
years  in  the  majority  of  the  16,250  blood 
transfusions  done  at  The  Mayo  Clinic  up  to 
July  1,  1934. 

The  donors  are  divided  into  two  groups: 
the  professional  and  nonprofessional.  In 
either  case  the  donor’s  blood  is  examined 
for  group,  according  to  both  the  Moss  and 
Landsteiner  classifications,32'35  for  floccula- 
tion test,  and  for  blood  count;  the  urine  is 
also  examined  and  for  the  professional  do- 
nor a physical  examination  is  made.5’  20 
The  reactions  of  donor  and  recipient  to 
transfusion  have  been  taken  up  else- 
where.10’ 29 

The  amount  of  blood  drawn  for  the  av- 
erage adult  patient  is  500  c.c. ; smaller 
amounts  are  drawn  for  children  and  for  se- 
lected adult  patients.  The  donor  is  called  to 
the  transfusion  room  and  placed  on  the  ta- 
ble. To  expedite  the  drawing  of  blood,  the 
professional  donor’s  veins  have  been  graded 
as  poor,  fair,  good  or  excellent  and,  in  an 
emergency,  only  a donor  with  good  or  ex- 
cellent A^eins  is  summoned.  The  arm  is  sur- 
gically prepared  with  alcohol  and  draped 
with  sterile  towels.  A tourniquet  is  applied, 


a wheal  is  raised  in  the  skin  with  1 per  cent 
procaine  solution,  and  a large  bore  needle, 
depending  on  the  size  of  the  vein,  is  inserted 
into  the  vein  after  the  needle  has  been  at- 
tached to  a 12  inch  (20  cm.)  rubber  tube 
with  a small  lumen  through  which  the  blood 
will  flow  rapidly.  The  donor  is  asked  to 
open  and  close  his  hand  to  further  hasten 
the  flow  of  blood,  as  it  is  important  that  the 
blood  run  in  a stream ; otherwise,  it  will  clot. 
The  blood  is  collected  in  a graduated  vessel 
of  500  c.c.  capacity  into  which  has  been 
poured  50  c.c.  of  normal  saline  solution  con- 
taining 18  grains  (1.17  gm. ) of  sodium  cit- 
rate. Sodium  citrate  is  obtained  in  ampule 
form,  and  the  ampules  are  kept  sterile  and 
ready  for  use.  With  a glass  stirring  rod  the 
nurse  mixes  the  blood  with  the  citrate  solu- 
tion continuously  until  the  whole  amount 
has  been  drawn.  If  the  recipient  should  not 
he  moved,  the  hlood  is  given  to  him  as  he 
lies  in  bed.  If  the  recipient  can  be  taken  to 
the  transfusion  room,  the  blood  is  given  to 
him  there.  In  either  case  the  arm  is  pre- 
pared in  the  same  way  as  was  the  donor’s. 
A smaller  bore  needle  is  introduced  into  the 
A^ein  and  connected  to  a rubber  tube  and  a 
buret  containing  about  50  c.c.  of  normal  sa- 
line solution.  As  soon  as  one  is  sure  that  the 
saline  solution  is  entering  the  vein  satisfac- 
torily, the  citrated  blood  is  strained  through 
gauze  into  the  buret.  The  speed  with  which 
the  blood  is  allowed  to  enter  the  vein  is  lim- 
ited to  a maximal  rate  of  15  c.c.  each  min- 
ute. The  needle  is  drawn  out  and  a dressing 
is  applied  to  the  site  of  venous  puncture.  In 
selected  cases,  blood  is  followed  by  such 
fluids  as  may  be  prescribed  by  the  attending 
physician. 

When  blood  transfusion  is  to  be  carried 
out  during  operation,  and  especially  when  it 
is  anticipated  that  there  may  be  considerable 
loss  of  blood  during  operation  and  that  some 
difficulty  may  be  encountered  at  that  time 
or  thereafter  in  inserting  the  needle  into  a 
collapsed  or  partially  collapsed  vein,  Ave 
find  that  it  facilitates  the  procedure  to  mark 
the  location  of  Areins  by  using  a dye  on  the 
skin  OA^erlying  them.  This  is  especially  true 
when,  because  of  the  position  of  the  patient 
on  the  operating  table  and  the  style  of  drap- 
ing, it  is  imperative  that  veins  in  the  ankle 
or  hack  of  the  hand  be  used.  When  speed  is 
a factor  in  drawing  and  administering  the 
blood,  it  is  customary  at  the  clinic  to  har’e 
one  person  start  the  intravenous  administra- 
tion of  saline  solution  Avhile  another  is 
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drawing  the  blood.  In  some  instances,  espe- 
cially in  operative  cases  when  veins  are  more 
or  less  collapsed,  the  flow  of  blood  is 
slowed  too  much  by  the  smallness  of  the 
vein,  especially  until  after  100  c.c.  or  more 
of  blood  have  been  given.  In  such  instances, 
we  find  the  use  of  a small  handroller  a great 
help  in  increasing  the  rate  of  blood  flow 
through  the  needle.  The  rubber  tubing  adja- 
cent to  the  needle  is  laid  on  a hard,  flat  sur- 
face and  steadied  with  the  fingers  of  one 
hand ; with  the  other  hand  the  roller  is 
pressed  against  the  tubing  with  a motion 
that  gradually  compresses  the  tubing  as  the 
roller  approaches  the  needle.  By  thus  forc- 
ing the  citrated  blood  along  the  tube,  one 
can  introduce  blood  under  otherwise  difficult 
circumstances.  In  some  cases,  of  course,  it 
is  necessary  to  incise  the  skin,  in  order  to  ex- 
pose the  vein  and  to  introduce  the  needle  or 
cannula  directly.  It  is  well  to  save  the  vein 
if  possible,  as  it  may  be  necessary  to  use  it 
again.  This  is  especially  true  for  patients 
with  some  chronic  disease  who  may  require 
subsequent  transfusions.  Not  infrequently 
it  is  necessary  to  use  venesection  for  chil- 
dren, although  for  infants  and  for  very 
young  children  one  may  transfuse  through 
the  fontanel  into  the  longitudinal  sinus  or 
use  the  external  jugular  vein.  The  technic 
employed  in  entering  the  fontanel  must  be 
surgically  aseptic,  as  there  is  always  a pos- 
sibility of  a complication  arising. 

When  many  transfusions  are  being  called 
for,  we  find  it  expedient  to  have  certain 
forms  filled  out  and  sent  to  the  transfusion 
room.  On  the  reverse  side  of  the  form  the 
technic  and  results  of  the  transfusion  are 
recorded  by  the  administrator  or  by  the  per- 
son who  supervises  the  giving  of  the  trans- 
fusion. In  order  that  there  may  be  uniform- 
ity in  naming  the  recipient’s  vein  that  is 
used,  an  illustration  is  made  which  is  posted 
in  a convenient  place  where  it  may  be  re- 
ferred to  by  those  who  are  administering  the 
blood. 

From  January  1,  1933,  to  July  1,  1934, 
1,331  blood  transfusions  were  given  and, 
for  all  except  a few,  the  indirect  citrate 
method  was  employed.21  Blood  was  supplied 
by  695  professional  donors  and  by  636  non- 
professional donors.  In  case  of  emergency, 
when  it  was  impossible  to  obtain  floccula- 
tion tests  on  relatives,  professional  donors 
were  called  in  spite  of  the  fact  that  the  non- 
professional donors  were  in  the  proper  blood 


group.  One  hundred  thirty  of  the  recipients 
were  less  than  fifteen  years  of  age. 

For  the  nine  months  preceding  July  1, 
1934,  information  regarding  tire  occurrence 
or  nonoccurrence  of  immediate  or  subse- 
quent untoward  reaction  to  the  introduction 
of  blood  was  obtained,  records  of  which 
were  kept  for  655  transfusions.  One  hun- 
dred fourteen  of  the  transfusions  were  pre- 
operative, fifty-seven  were  carried  on  dur- 
ing the  course  of  the  operation,  294  were 
postoperative,  and  190  were  given  to  non- 
surgical  patients.  Eighty-four  subsequent 
reactions  were  recorded,  twenty-two  of 
which  might  fairly  be  attributable  to  causes 
other  than  to  transfusions.  Of  the  remain- 
ing sixty-two  reactions,  nineteen  were  char- 
acterized by  rise  in  temperature,  thirty-three 
by  chills  and  fever,  and  ten  were  atypical. 
One  of  these  was  characterized  by  an  exac- 
erbation of  an  old  phlebitis  and  another  by 
aching  of  muscles  which  lasted  somewhat 
more  than  an  hour.  LTntoward  reactions  at- 
tributable to  transfusion  occurred  in  9.2  per 
cent  of  cases. 
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DEMONSTRATION  OF  THE  RELIEF  OF  THE  ENDOMETRIUM 
WITH  THORIUM  HYDROXIDE  SOLS* 


THOMAS  O.  MENEES,  M.D.,f  and  J.  DUANE  MILLER,  M.D.+ 

GRAND  RAPIDS,  MICHIGAN 

The  practical  value  of  the  details  of  the  interior  of  the  uterus  has  long  been  appreciated. 
Endoscopic  examination  has  not  been  generally  used  on  account  of  difficulties  of  technic 
and  interpretation.  For  several  years  we  have  been  attempting  to  find  a medium  satis- 
factory for  the  radiological  diagnosis  of  lesions  in  the  genital  tract.  The  media  used  to 
date,  particularly  the  iodized  oils,  have  given  only  a silhouette  of  the  cavity,  distended 
by  pressure,  in  which  fine  detail  is  entirely  lacking. 

In  1933  Guttman  and  Stahler  published  reports  of  the  use  of  a thorium  dioxide  sol  for 
this  purpose  and  made  a number  of  impor- 
tant observations.  The  medium  used  was 
considered  too  acid,  having  a Ph  value  of 
approximately  3.  Their  solution  was  em- 
ployed in  a few  cases  with  the  production 
of  satisfactory  shadows.  There  was,  how- 
ever, considerable  irritation  from  the  prod- 
uct. It  was  therefore  considered  advisable 
to  attempt  the  development  of  a more  sat- 
isfactory medium.  Thorium  was  selected 
because  of  its  high  density  and  low  toxicity. 

After  considerable  trial,  it  was  found  that 
a colloidal  suspension  of  thorium  hydroxide 
could  be  made  by  peptizing  it  with  an  ap- 
propriate amount  of  thorium  nitrate  solu- 
tion. This  was  prepared  by  the  precipitation 
of  the  hydroxide  by  addition  of  dilute  am- 
monium carbonate  solution  to  a dilute  solu- 
tion of  thorium  nitrate.  This  gave  a floccu- 

^Presented  before  the  section  on  Obstetrics  and  Gynecology 
at  the  114th  annual  meeting  of  the  Michigan  State  Medical 
Society,  Battle  Creek,  September  12  and  13,  1934. 
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University  of  Michigan,  1920,  and  is  attending  physician 
and  gynecologist  at  Blodgett  Memorial  Hospital. 


lent  white  precipitate  which  was  allowed  to 
settle,  washed,  the  required  amount  of  tho- 
rium nitrate  added,  and  then  concentrated 
by  boiling  to  the  desired  strength.  The  so- 
lution so  obtained  is  opalescent  in  appear- 
ance and  thin  enough  to  be  drawn  through  a 
small  cannula  with  ease.  It  has  a Ph  value  of 
approximately  6.0.  It  coagulates  and  ad- 
heres to  a surface  when  coming  in  contact 
with  dilute  alkalies  or  mucus.  The  film  de- 
posited in  this  manner  is  sufficiently  opaque 
to  the  x-ray  to  give  a satisfactory  demon- 
stration of  the  relief  of  the  endometrium. 
The  deposited  material  does  not  remain  in 
place  long  but  is  soon  loosened,  apparently 
by  secretion  from  the  mucous  surface,  and 
expelled. 

The  technic  of  injection  is  simple  and  re- 
quires a minimum  of  apparatus.  The  patient 
is  placed  in  stirrups  and  the  usual  vaginal 
preparation  with  soap  and  water  carried  out. 
Bi-manual  examination  is  made  and  preg- 
nancy and  pelvic  inflammatory  disease  ex- 
cluded. A large  bivalve  speculum  is  in- 
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serted,  the  cervix  cleansed  with  alcohol  and 
dried  and  the  posterior  lip  of  the  cervix 
grasped  with  a tenaculum.  It  is  wise  to  pass 
a sound  or  small  dilator  through  the  cervix 


tion  following  this  is  comparable  to  that 
seen  after  lipiodol  injection  and  less  marked 
than  that  produced  by  the  thorium  dioxide 
preparation.  After  injection  the  fundus  is 


Fig.  1.  Menstrual  changes  in  patient  with  normal  twenty-eight  day  cycle.  (A)  Three  days  postmenstrual.  (B)  Ten 
days  postmenstrual.  (C)  Premenstrual. 


Fig.  2.  (A)  Filling  defect  in  cornu  due  to  endometrium.  (B)  Filling  defect  from 

retained  placenta. 


to  insure  patency  and  free  return  of  fluid. 
The  solution  is  drawn  into  a sterile  20  c.c. 
syringe  to  which  is  attached  a small  calibre 
cannula.  Be  sure  to  expel  all  air  from  the 
syringe  and  cannula.  The  cannula  is  then 
passed  through  the  cervix  into  the  fundus  of 
the  uterus  and  injection  is  made  very  slowly, 
turning  its  tip  from  side  tot  side  and  moving 
it  back  and  forth  so  that  the  solution  is  well 
distributed  over  the  interior  of  the  cavity, 
making  sure  that  there  is  a free  return  of 
any  excess  of  fluid  around  the  canula.  This 
is  necessary  to  avoid  forcing  the  contrast 
material  through  the  tubes.  In  some  in- 
stances small  amounts  pass  through  the 
tubes  in  spite  of  this  precaution,  especially 
in  cases  of  retrodisplacement.  The  reac- 


massaged  a few  times  with  the  hand  to  ex- 
pel any  excess  of  fluid.  The  excess  is  then 
wiped  from  the  vaginal  vault  with  a sponge 
and  the  speculum  removed,  leaving  the  te- 
naculum in  place.  An  antero-posterior  view 
is  then  taken,  using  the  Potter-Bucky  dia- 
phragm, and  the  film  developed.  Occasion- 
ally it  is  necessary  to  inject  more  solution  to 
obtain  a satisfactory  shadow.  If  the  shadow 
is  too  dense  to  give  good  detail,  due  to  re- 
tention of  excess  of  fluid,  the  patient  is  al- 
lowed to  get  up  and  walk  about  for  a few 
minutes.  The  excess  usually  is  expelled  by 
this.  When  a satisfactory  shadow  has  been 
obtained,  right  and  left  obliques  and  postero- 
anterior  views  are  taken.  It  has  been  found 
advantageous  to  use  moderate  traction  on 
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the  tenaculum  while  taking  the  postero- 
anterior  view  in  order  to  straighten  the 
uterus  as  much  as  possible. 

Films  taken  in  this  manner  produce  char- 
acteristic shadows  by  the  following  mech- 


mottling.  There  is  a corresponding  decrease 
in  the  number  of  folds  and  their  longitudi- 
nal arrangement  becomes  more  distinct. 
Hyperplasia  produces  an  unusual  exaggera- 
tion of  the  markings,  accompanied  by 


Fig.  3.  (A)  Hyperplasia.  (B)  Distortion  from  large  submucous  fibroid.  (C)  Filling  defect  from 

small  submucous  fibroid.  (Extirpated  specimen.) 


Fig.  4.  Hysterograms  of  carcinomas.  (A)  Niche  produced  by  early  carcinoma  at  internal  os.  Annular  shadows 
produced  by  two  benign  polyps.  (B)  Deeply  ulcerating  cervical  carcinoma.  (Extirpated  specimen.)  (C)  Carcinoma 
of  cervix.  Deep  ulceration  and  extension  almost  to  fundus. 


anism:  The  contour  of  the  uterine  cavity 
is  outlined  clearly;  the  relief  of  the  mucous 
membrane  produces  a latticed  appearance 
due  to  the  deposit  of  the  material  in  the 
crevices  between  the  folds  in  thicker  layers 
than  on  the  summit  of  the  folds.  In  films 
taken  within  the  first  few  days  postmen- 
strual,  they  present  a finely  mottled  appear- 
ance due  to  the  small  size  of  the  folds.  As 
the  mucous  membrane  thickens,  the  folds 
become  progressively  larger  and  the  crevices 
deeper,  producing  the  appearance  of  coarser 


marked  increase  in  width  and  a decrease  in 
the  number  of  folds.  Changes  produced  by 
submucous  fibroids  are  easily  interpreted. 
The  protrusion  of  the  fibroids  into  the  uter- 
ine cavity  causes  a filling  defect  not  entirely 
devoid  of  markings  as  a rule,  but  covered 
by  a few  fine  markings  where  the  material 
is  deposited  in  the  very  shallow  folds  of  the 
over-stretched  endometrium.  A broadened 
fundus  practically  equal  in  all  views  is 
found  in  case  of  protrusion  of  submucous 
fibroids  directly  downward  into  the  uterine 
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cavity  from  the  fundus,  producing  a cup 
shaped  cavity.  Other  filling  defects  may  be 
produced  by  retained  products  or  localized 
lesions  of  mucous  membrane,  such  as  the  en- 
dometrioma.  They  do  not  present  the  clean- 
cut  margins  produced  by  fibroids. 

Guttman  and  Stabler  drew  attention  to 
the  fact  that  a defect  in  the  cornu  can  be 
produced  by  a folding  over  of  the  cornu. 
This  artefact  can  usually  be  detected  by  ex- 
amination of  all  films  taken.  Marked  lo- 
calized hyperplasia  or  other  lesions  in  the 
region  of  the  cornu  can  almost  completely 
block  out  its  shadow. 

The  appearance  of  decidua  is  practically 
identical  with  that  of  extreme  hyperplasia. 
The  presence,  however,  of  irregular  defects 
produced  by  retained  products  of  conception 
and  the  change  of  uterine  contour  from  tri- 
angular to  oval  make  the  diagnosis  clear. 

The  shadows  produced  by  polyps  can  be 
explained  by  the  deposit  of  the  material  on 
its  surface,  forming  a complete  ring  of 
dense  material  with  clear  center.  An  ulcer 
produced  by  malignancy  fills  with  the  con- 
trast medium,  producing  a dense  shadow  in 
the  center  surrounded  by  a clear  zone  indi- 
cating its  elevated  margin.  In  profile  a niche 
is  produced  as  in  early  malignancy  else- 
where. Later  malignancy  frequently  shows 
numerous  deep  interlaced  crevices  due  to 
deeper  ulceration  and  a clear  border  caused 
by  the  elevation  of  its  margin. 

The  changes  incident  to  the  menstrual  cy- 
cle were  followed  in  some  cases.  Films  were 
taken  two  to  three  days  postmenstrual,  eight 
to  ten  days  postmenstrual,  and  sixteen  to 
eighteen  days  postmenstrual.  The  charac- 
teristic findings  are  shown  in  Figure  1.  It 
is  obvious  that  one  must  take  into  account 
the  time  of  the  cycle  at  which  the  investiga- 
tion is  made  when  interpreting  films. 

Typical  findings  found  in  examination  of 
cases  of  uterine  bleeding  are  shown  in  Fig- 
ures 2,  3 and  4. 

Practical  application:  It  is  our  belief  that 
the  demonstration  of  the  relief  of  the  endo- 
metrium is  of  definite  assistance  in.  the  lo- 
calization and  diagnosis  of  intra-uterine  le- 
sions, particularly  the  smaller  ones — small 


submucous  fibroids,  polyps,  and  early  malig- 
nancy. It  is  not  proposed  to  replace  diag- 
nostic curettage  but  to  localize  the  lesion  ex- 
actly and  assist  in  the  diagnosis  of  certain 
lesions  not  easily  detected  by  curettage.  It 
is  true  that  after  radiological  diagnosis  the 
diagnostic  curettage  has  not  always  been 
necessary. 

The  presence  or  absence  of  submucous 
fibroids  is  important  in  the  selection  of 
cases  with  myomas  for  radiation  or  opera- 
tion. It  is  well  known  that  the  submucous 
fibroid  is  not  favorable  for  treatment  with 
radium.  The  difficulty  has  always  been  in 
determining  their  presence  or  absence  by  or- 
dinary examination.  Intramural  and  sub- 
serous  fibroids  can  distort  the  uterine  cav- 
ity but  do  not  produce  filling  defects.  Even 
small  submucous  nodules  show  clearly.  In 
this  way  one  is  able  to  quite  accurately  dis- 
tinguish between  those  cases  favorable  for 
radiation  and  those  requiring  surgery. 

In  respect  to  carcinomas  a method  of  lo- 
calizing the  lesion  has  been  discussed  which 
shows  also  its  extent  and  depth  of  ulcera- 
tion. This  permits  the  more  intelligent  se- 
lection of  cases  for  surgery  or  radium  ther- 
apy. The  determination  of  the  extent  and 
exact  location  of  the  lesion  allows  a more 
accurate  application  of  radium.  Greater 
depth  of  ulceration  shows  the  danger  of  fis- 
tula formation  following  radiation. 

SUMMARY 

A method  of  radiological  diagnosis  of 
intra-uterine  lesions  by  the  demonstration 
of  the  relief  of  the  endometrium  using  tho- 
rium hydroxide  sols  has  been  described.  It 
is  particularly  applicable  to  the  diagnosis  of 
small  and  early  lesions  and  is  of  practical 
value  in  the  investigation  of  uterine  bleed- 
ing and  other  situations  in  which  small 
intra-uterine  lesions  are  suspected.  It  allows 
more  accurate  selection  of  cases  for  radia- 
tion and  operative  therapy  and  presents  pos- 
sibilities for  the  control  of  radiation  therapy. 
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EDITORIAL 

RADIUM  AND  X-RAY  THERAPY 

Successful  radium  and  x-ray  therapy  has 
labored  under  the  fears  on  the  part  of  the 
laity  of  so-called  burns,  which  fact  has  mili- 
tated against  its  effective  use.  It  must  be  re- 
membered that  both  the  x-rays  and  radium 
are  used  in  desperate  cases,  in  the  majority 
of  instances,  to  treat  malignant  conditions. 
These  therapeutic  agents  are  of  course  radi- 
cal, but  so  is  surgery.  Many  radiotherapeu- 
tists are  timid  in  the  matter  of  handling 
these  elements  owing  to  the  public  attitude 
towards  their  capacity  for  harm.  In  fact, 
the  doctor  has  not  always  been  accorded  the 
measure  of  legal  protection  he  so  much  re- 
quires in  their  effective  use. 

At  the  last  meeting  of  the  American  Ra- 
dium’ Society  held  in  Cleveland  on  Tune  12, 
1934,  the  following  resolutions  were 
adopted : 

“Whereas,  it  has  been  proven  that  radium  and 
x-rays,  when  used  properly,  and  in  sufficient  quanti- 
ty, is  efficient  in  the  treatment  of  cancer  in  certain 
locations,  and 

“Whereas,  there  is  a general  fear  in  the  public 
mind  from  x-ray  or  radium  burns,  which,  because 
of  this  year,  prevents  competent  radiologists  from 
using  sufficient  radium  or  x-ray  to  produce  the  best 
results. 

“Be  it  resolved,  that  we  as  radiologists  recognize 
that  in  the  treatment  of  malignant  disease,  it  is 
often  necessary  to  carry  the  treatment  on  to  the  ex- 
tent of  producing  a violent  reaction  in  the  sur- 
rounding tissues,  which  may  cause  the  skin  to  peel, 
and  blisters  to  form,  in  order  to  give  sufficient  treat- 


ment to  overcome  the  malignant  disease.  We  be- 
lieve, therefore,  that  it  is  justifiable  to  produce  a 
second  degree  radiodermatitis  when  necessary.” 

It  would  seem  that  in  the  use  of  these 
therapeutic  agents  as  much  skill  is  demanded 
as  is  required  of  a successful  surgeon.  Un- 
less a physician  feels  himself  thoroughly 
conversant  with  the  action  of  radium  and 
x-rays,  as  well  as  possessing  a good  general 
knowledge  of  the  pathology  for  which  these 
agents  are  indicated,  it  would  be  better  if 
the  treatment  of  such  patients  were  left  en- 
tirely to  persons  possessing  such  experience 
and  skill. 


BASIC  EDUCATION 

"He  that  would  bring  home  the  wealth  of 
the  Indies  must  carry  the  wealth  of  the  Indies 
with  him ; so  it  is  in  traveling — a man  must 
carry  knowledge  with  him  if  he  would  bring 
home  knowledge.” 

This  is  a quotation  familiar  to  those  who 
have  had  occasion  to  use  European  guide 
books.  The  point  is  well  taken.  Many  travel 
abroad  and  return  empty  because  they  have 
taken  little  or  nothing  with  them. 

We  would  like  to  make  a different  appli- 
cation of  the  metaphor.  The  person  who 
takes  with  him  a trained  and  disciplined 
mind  when  he  makes  an  excursion  into  the 
field  of  higher  education,  will  bring  back 
greater  wealth  of  knowledge  than  he  who 
goes  abroad  to  intellectual  realms  with 
meagre  preparation. 

All  this  is  prelude  to  preparation  for  pro- 
fessional studies  by  academic  training,  the 
object  of  which  is  mental  discipline,  looking 
forward  to  the  broader  aspects  of  profes- 
sional life.  Much  has  been  written  on  the 
subject  of  basic  sciences  as  preparatory  to 
the  study  of  the  healing  art.  Those  who 
place  a proper  rvalue  on  academic  training 
need  no  argument  to  convince  them  of  its 
importance.  Of  the  candidates  who  look  to 
the  M.D.  degree,  the  majority  complete  the 
requirements  for  Bachelor  of  Arts  or  Bach- 
elor of  Science  before  entering  upon  their 
professional  training.  This  should  be  de- 
manded of  all  candidates  no  matter  what 
school  or  cult  they  may  elect.  In  matters  of 
public  and  personal  health,  a certain  mini- 
mum, included  under  the  term  basic  science, 
should  be  made  compulsory  by  law. 

Most  persons  of  culture  both  within  as 
well  as  outside  of  the  legal  profession  would 
admit  that  the  candidate  who  enters  law 
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school  with  a minimum  of  at  least  two  to 
four  years  college  training,  in  subjects  basic 
to  law,  would  make  a better  lawyer  than  one 
admitted  to  the  study  of  law  without  such 
preliminary  academic  training.  The  same  is 
true  of  studies  basic  to  dentistry,  or  to  en- 
gineering, architecture,  or  any  other  learned 
profession.  The  movement  for  basic  educa- 
tion might  as  well  come  as  a demand  on  the 
part  of  the  laity  for  better  doctors,  lawyers, 
dentists,  engineers  and  all  others  whose  pro- 
fessional positions  are  matter  of  trust. 


THE  DOCTOR’S  DOLLAR 

State  tax,  realty 
County  tax,  realty 
City  tax,  realty 
Personal  tax 
Income  tax,  Federal 
Gasoline  tax,  State 
Gasoline  tax,  Federal 
Automobile  weight  tax 
Sales  tax 

Federal  Narcotic  tax 
Medical  protective  insurance 
Old  age  pensions 

Such  is  the  load  carried  by  the  average 
physician  before  he  can  realize  on  his  dollar, 
and  now  comes  a referendum  for  the  third 
time  for  a state  income  tax.  Twice  the 
proposition  has  been  voted  down  by  large 
majorities.  Each  member  of  the  profession 
should  not  only  vote  but  should  also  use  all 
the  influence  he  can  exert  against  a state  in- 
come tax. 

The  income  from  this  special  tax  has  been 
designated  for  the  support  of  primary  edu- 
cation. It  has  been  stated  on  competent 
authority  that  the  vide  fluctuations  in  in- 
come would  make  this  a precarious  source 
of  revenue  for  so  important  a function  of 
the  state  as  education,  which  should  be 
financed  from  some  more  stable  source,  than 
possible  from  an  income  tax  which  would 
mean  feast  or  famine.  The  problem  should 
be  solved  in  some  other  way,  yet  care  should 
be  exercised  lest  the  legislature  be  too  much 
hampered  in  its  effort  to  meet  government 
needs.  The  tendency  to  fix  upper  limits  in 
taxation  has  been  marked. 

The  most  equitable  tax  yet  devised  is  the 
sales  tax.  It  is  fair  and  nondiscriminatinsr. 
It  is,  however,  likely  to  be  juggled  by  politi- 
cians until  it  becomes  unfair  and  discrimina- 


tory in  the  effort  to  get  votes  or  to  perpet- 
uate themselves  in  office. 

Income  tax  would  be  the  logical  tax  if  it 
were  shared  by  everyone  receiving  an  in- 
come. All  tax  is  in  a sense  income  tax  inas- 
much as  a person  without  an  income  cannot 
pay  any  of  the  taxes  listed  above.  Yet  when 
there  are  certain  exemptions  a large  class 
of  the  population,  over  90  per  cent,  are 
freed  from  the  impost  and  yet  may  exercise 
the  franchise.  The  tax  should  be  as  demo- 
cratic as  the  right  to  vote  and  vice  versa. 
The  sales  tax  is  the  onlv  tax  that  is  in  ac- 
cord with  this  principle. 

A state  income  tax  would  be  only  an  ad- 
ditional burden  on  those  already  carrying 
the  taxation  load. 


A COMPLICATED  PROBLEM 

The  following  paragraph  is  taken  from 
an  article  by  Newton  D.  Baker  in  a recent 
number  of  the  Saturday  Evening  Post. 
While  this  is  taken  from  its  context,  it  is  a 
statement  that  may  be  assumed  as  complete 
on  a subject  that  is  of  interest  to  the  medical 
profession,  representing  Mr.  Hopkins’  atti- 
tude as  reported  by  a man  who  from  his 
prominence  is  entitled  to  a hearing. 

“However,  there  are  already  on  foot  several 
movements  to  put  such  services  as  hospitalization, 
nursing,  child  care  and  other  forms  of  social  bene- 
fits into  the  hands  of  the  Federal  Government,  to  be 
administered  through  a central  source.  Already  such 
suggestions  have  been  urged  on  Mr.  Hopkins.  And 
he  has  so  far  wisely  refused  them  on  the  grounds 
that  he  not  only  hasn’t  enough  money  to  spend  for 
adequate  relief  measures,  let  alone  these  other  ex- 
acting bills,  but  that  even  if  he  had  enough  money 
his  attention  would  be  so  diffused  and  diverted  that 
he  could  not  possibly  do  justice  to  any  one  service, 
to  say  nothing  of  all  of  them.’’ 


THE  HISTORY  OF  MEDICAL 
PHOTOGRAPHY* 

Though  various  phases  of  photography 
may  provide  work  for  some  and  pleasure 
for  others,  the  chief  value  of  photography 
has  been  that  of  a permanent  record  and  a 
scientific  instrument.  Photographic  proc- 
esses in  less  than  a hundred  years  have  be- 
come important  to  many  fields  of  industry, 
art  and  science.  In  medicine  alone,  photog- 
raphy has  become  a research  tool,  a diag- 
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nostic  method  and  a means  of  recording 
data.  The  applications  are  as  old  as  the 
technic  itself. 

In  1839,  four  processes  of  recording  im- 
ages by  means  of  light  rays  acting  upon  a 
sensitive  silver  plate  were  announced.  One 
of  these  developed  into  modern  photograph- 
ic processes ; another  was  discarded  after  a 
short  period  of  popularity;  and  the  others 
never  passed  beyond  the  experimental  stage. 

Fox  Talbot  introduced  a process  of  re- 
producing pictures  upon  paper  saturated 
with  silver  chloride.  After  exposing  the  pa- 
per in  a camera  for  a long  period,  an  image 
was  produced  in  which  darkened  areas  rep- 
resented bright  portions  of  the  subject  and 
light  areas  the  shadows.  The  image  was 
rendered  permanent  by  treatment  of  the  pa- 
per with  a sodium  thiosulphate  or  hot  salt 
solution.  A picture  was  produced  from 
this  negative  by  superimposing  it  upon  a 
second  sensitive  paper  and  exposing  to  sun- 
light. The  image  thus  produced  represented 
the  subject  photographed.  In  this  process, 
the  pictures  were  permanent  and  a number 
could  be  produced  from  one  negative. 

The  Talbot  process  and  its  modifications 
were  eclipsed  for  nearly  twenty  years  by  the 
daguerreotype  process.  The  latter  gave 
clearer  images  and  was  simpler  in  operation 
though  it  was  possible  to  obtain  only  one 
picture  from  each  exposure.  A polished 
plate  of  silver  coated  with  silver  iodide  was 
exposed  in  a camera,  treated  with  vapor  of 
mercury  to  bring  out  the  invisible  image  on 
the  plate  and  finally  fixed  in  sodium  thiosul- 
phate. A picture  was  thus  produced  directly 
on  the  silver  plate.  The  other  two  processes 
introduced  in  1839  were  the  positive  process 
of  Bayard  and  the  reflectograph  of  Breyer. 

The  process  of  Daguerre  in  less  than  a 
year  spread  throughout  Europe  and  to 
America,  providing  a means  of  recording 
portraits,  travel  scenes  and  landscapes,  and 
introducing  photography  as  a new  profes- 
sion. Talbot’s  process  was  unable  to  com- 
pete with  the  daguerreotype  for  twelve 
years.  By  1851,  the  use  of  photographic 
developers  was  discovered,  glass  was  sub- 
stituted for  paper  in  the  making  of  nega- 
tives, and  sensitive  coatings  of  silver  salts 
suspended  in  albumen  or  colloidin  were 
devised. 

As  soon  as  new  technics  in  photography 
were  introduced,  they  were  applied  not  only 
bv  professional  photographers,  but  also  bv 
an  eager  group  who  made  scientific  appli- 


cations of  photography.  The  adaptation  of 
photography  to  microscopy  was  the  earliest 
specialization.  J.  B.  Reade  of  London  made 
magnified,  but  very  imperfect,  figures  of  a 
flea  in  1839.  The  image,  which  was  project- 
ed on  silver  chloride  paper,  was  fixed  in 
sodium  thiosulphate.  In  France,  Alfred 
Donne,  during  the  same  year,  made  a da- 
guerreotype of  the  eye  of  a house  fly  with 
the  aid  of  sunlight  and  a microscope.  In 
the  next  year,  he  made  other  photomicro- 
graphs. The  optician,  Chevalier,  at  this 
time,  made  photomicrographs  having  a mag- 
nification of  145  times. 

The  early  photomicrographs  were  made 
with  a sun  luicroscope,  an  instrument  which 
had  been  designed  to  project  the  micro- 
scopic field  onto  a wall  or  screen.  A light- 
tight box  having  a movable  cassette  to  carry 
the  sensitive  plate  was  adopted  in  place  of  a 
screen.  The  optical  system  and  camera  were 
arranged  either  horizontally  or  vertically. 
The  enlarged  image  of  a microscopic  object 
was  thus  projected  on  the  sensitive  plate, 
where  it  was  recorded. 

Josef  Berres,  a Viennese  anatomist,  was 
the  first  to  use  artificial  light  for  micro- 
scopic photography.  Using  the  calcium  or 
“lime”  light,  he  photographed  cross-sections 
of  plant  tissues.  Donne  and  Foucault,  in 
1844,  published  an  atlas  of  microscopic 
anatomy  in  which  eighty-six  drawings  were 
copies  of  photomicrographs  made  on  da- 
guerreotype plates.  A few  other  workers, 
such  as  J.  B.  Dancer  and  R.  Hodgson,  made 
use  of  photomicrography.  In  1847,  as  the 
Talbot  paper  negative  process  came  into  use, 
Carpenter  demonstrated  to  the  British  Asso- 
ciation a rather  extensive  series  of  photo- 
micrographs made  on  paper.  Dancer,  in 
1853,  adapted  the  wet  colloidin  process  to 
photomicrography,  and  from  this  time,  the 
daguerreotype  was  less  used.  Photographs 
of  microscopic  objects  began  to  be  consid- 
ered of  importance  in  aiding  scientific  work. 
They  not  only  revealed  microscopic  struc- 
tures as  they  were,  free  from  the  bias  of 
the  individual,  but  also  provided  an  easy 
method  for  measuring  small  objects.  Photo- 
micrography was  a difficult  technic,  how- 
ever, which  demanded  of  its  adherents  both 
a knowledge  of  microscopy  and  the  ability 
to  make,  expose  and  develop  photographic 
plates.  In  spite  of  these  difficulties,  Huxley 
and  Wenham  in  England,  Gerlach  in  Ger- 
many, Pohl  and  Wesselsky  in  Austria 
among  others  were  ardent  photomicrog- 
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raphers.  Gerlach,  in  1863,  prepared  a 
manual  of  photomicrographic  technic.  He 
further  recommended  the  staining  of  prep- 
arations with  carmine  solutions. 

One  of  the  outstanding  photomicrog- 
raphers  of  the  latter  half  of  the  nineteenth 
century  was  Major  J.  J.  Woodward  of  the 
Army  Medical  Department,  who  introduced 
a number  of  technical  improvements.  Dur- 
ing the  time  of  his  principal  activity,  the 
Zeiss  Company  perfected  the  apochromatic 
objective  and  projection  ocular  for  the 
microscope.  Histological  and  cytological 
technics  developed  and  biological  stains 
came  into  general  use.  Photography  was 
likewise  advanced  by  the  introduction  of 
more  efficient  developing  solutions,  of  im- 
proved emulsions,  gelatin  plates  and  cellu- 
loid films. 

The  addition  of  alkali  to  developing  solu- 
tions in  1862  was  found  to  increase  the  effi- 
ciency of  these  agents.  Previously,  gallic 
or  pyrogallic  acid  solutions  had  required  a 
longer  exposure.  Spiller  and  Crookes  found 
that  the  addition  of  hygroscopic  salts  to  the 
coating  of  a colloidin  plate  would  allow  the 
wet  plate  to  remain  usable  for  several  days. 
Before  this  time,  it  had  been  necessary  for 
a photographer  to  prepare  his  plates  imme- 
diately before  using  them.  In  1864,  B.  J. 
Sayce  and  W.  D.  Bolton  prepared  photo- 
graphic emulsions  of  silver  bromide  and 
colloidin  which  needed  only  to  be  poured 
upon  a clean  glass  to  produce  a sensitive 
plate.  Though  such  a process  simplified  the 
preparation  of  plates,  it  was  not  until  1871 
when  R.  L.  Maddox  introduced  the  use  of 
emulsions  of  silver  bromide  and  gelatin  that 
an  outstanding  development  occurred.  Plates 
coated  with  gelatin  emulsion,  unlike  the  col- 
loidin type,  were  not  wet  when  exposed  and 
could  be  prepared  long  before  use.  By 
1877,  the  use  of  dry  plates  with  gelatin 
emulsions  became  sufficiently  widespread 
for  several  English  commercial  firms  to 
manufacture  and  sell  them.  About  this 
same  time,  it  was  found  that  the  addition 
of  dyes,  such  as  eosin  and  erythrosin,  to 
emulsions  made  it  possible  to  photograph 
colored  subjects  in  such  a way  that  the  shad- 
ing of  the  finished  picture  appeared  more 
natural  to  the  eye.  These  orthochromatic 
plates,  which  were  sensitive  to  blue,  green 
yellow  and  orange,  were  followed  in  1905 
by  panchromatic  plates,  which  were  sensi- 
tive to  all  colors. 


During  the  eighties  when  the  production 
of  photographic  material  was  becoming 
commercialized,  the  flexible  celluloid  film, 
the  roll  film  and  the  portable  hand  camera 
were  introduced.  At  this  time,  new  devel- 
opers, such  as  hydroquinone,  diamine  com- 
pounds and  metol,  came  into  use  along  with 
alkaline  pyrogallic  acid.  In  this  period 
when  the  commercial  preparation  of  mate- 
rial simplified  photographic  technic,  photo- 
micrography came  into  extensive  medical 
use.  Anatomists,  pathologists  and  bacteri- 
ologists, such  as  His,  Delafield,  Billings  and 
Crookshank,  made  common  use  of  photo- 
micrographs. They  likewise  used  photog- 
raphy for  recording  the  appearance  of  gross 
specimens. 

Galton,  in  1878,  introduced  a method  of 
composite  photography  in  which  a number 
of  full  view  portraits  of  different  persons 
were  superimposed  to  produce  photographs 
of  racial,. occupational  or  criminal  types.  In- 
dividual traits  were  submerged  while  the 
common  characteristics  were  emphasized. 
In  1888,  W.  Noyes  prepared  composite 
photographs  outlining  facial  characteristics 
of  general  pariesis  and  melancholia.  Though 
this  type  of  photography  has  proved  transi- 
tory, the  photography  of  individual  clinical 
cases  has  become  very  important  in  medical 
illustrations  and  records. 

Shortly  after  the  standardization  of  gela- 
tin plates,  photographs  of  the  eye  had  been 
made  by  Noyes  and  Rosenbrugh.  Profes- 
sor Czermak  of  Perth  photographed  the 
larynx  with  the  help  of  a mirror  system. 
T.  R.  French  of  Brooklyn  made  further 
studies  in  1884  of  laryngeal  photography 
and  devised  a photographic  laryngoscope  for 
the  purpose.  A year  previously,  L.  Brown 
had  photographed  the  larynx  and  soft  palate 
of  a professional  singer  and  thus  produced 
a series  of  photographs  which  showed  the 
larynx  during  the  production  of  various 
singing  tones.  Merrit,  in  1885,  adapted  the 
laryngoscopic  camera  of  French  so  that  it 
could  be  used  in  making  photographs  of  the 
cervix  of  the  uterus.  Photographs  of  the 
retina,  external  auditory  meatus,  larynx, 
vagina  and  uterus  were  made  by  Stein. 
About  1894,  the  progress  of  surgical  opera- 
tions was  photographed  at  Johns  Hopkins 
Hospital  in  order  to  record  significant 
phases  of  surgical  technic. 

The  development  of  photoengraving 
methods  for  the  reproduction  of  illustra- 
tions had  a significant  relationship  to  the  use 
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of  the  camera  in  medicine.  Some  time  after 
1880,  textbooks  began  to  appear  with  re- 
productions of  photographs  in  place  of  the 
earlier  woodcuts,  lithographs  or  steel  en- 
gravings, Previously,  when  photographic 
illustrations  appeared  in  press,  they  were 
the  actual  photographs  pasted  into  the  text, 
or  drawings  copied  from  photographs. 

In  addition  to  illustrating  publications 
and  forming  records,  photography  had  other 
adaptations,  of  which  the  x-ray  was  of  the 
most  importance  to  medicine.  It  may  he 
recalled  that  the  x-rays  were  first  discovered 
by  accidental  exposure  of  a photographic 
plate  by  Roentgen  in  1895.  Within  a year, 
the  x-ray  came  into  use  in  the  diagnosis  of 
bone  fractures  and  other  conditions.  Since 
that  time,  the  use  of  the  x-ray  has  developed 
to  the  extent  that  this  one  phase  of  photog- 
raphy results  in  the  exposure  of  as  many 
plates  or  films  as  any  other  adaptation  of 
photography.  In  roentgenology,  films  came 
to  supplant  glass  plates  because  of  their  ease 
in  handling  and  storage.  Double-coated 
films  with  emulsions  on  both  sides  of  the 
film  to  allow  greater  definition  of  images  for 
a specific  exposure  were  introduced  in  1917. 

Physiologists,  likewise,  came  to  use 
photographic  technics.  Ozolan  of  Paris 
photographed  the  beating  heart  in  1869. 
W.  G.  Thompson  procured  pictures  of  heart 
in  systole  and  diastole.  The  Lippmann 
capillary  electrometer  which  was  used  in  the 
study  of  action  currents  of  the  heart  was 
provided  by  Marey  in  1876  with  a device 
for  recording  electrical  changes  on  photo- 
graphic paper.  The  Einthoven  electro- 
cardiograph and  the  oscillographs  of  a later 
date  used  photographic  recording. 

An  American  photographer,  Muybridge, 
over  a period  of  years  made  an  extensive 
study  of  locomotion  in  the  horse  and  other 
animals.  He  arranged  a series  of  cameras 
in  a row  to  be  exposed  one  after  another 
by  electrical  devices.  As  a horse  walked  or 
cantered  by  the  cameras  one  to  several  dozen 
photographs  of  succeeding  phases  of  the 
movement  were  recorded.  A more  scien- 
tific and  equally  extensive  survey  was  initi- 
ated by  the  French  physiologist,  E.  J. 
Marey,  in  1882.  He  devised  a camera  with 
a timed  revolving  shutter  which  exposed  on 
the  same  plate  pictures  of  the  successive 
movements  of  his  subjects.  A variety  of 
movements  in  man,  birds,  insects,  fishes  and 
other  animals  was  analyzed  into  successive 


postures  with  the  apparatus.  In  ten  years 
of  study,  Marey  perfected  instruments  hav- 
ing moving  films  and  shutters  for  intermit- 
tent exposure.  These  were  the  first  motion 
picture  cameras.  Marey,  in  France,  and 
Edison  and  Dickson,  in  the  United  States, 
further  perfected  the  camera  and  devised  a 
projection  apparatus  which  threw  on  a 
screen  the  moving  image.  From  this  time, 
the  cinema  camera  came  to  have  many  uses. 

The  motion  picture  camera  was  adapted 
to  specific  medical  purposes  by  Doyen  in 
Paris  (1898),  who  had  motion  pictures 
taken  of  a surgical  operation.  Walter 
Chase  of  Boston  introduced  the  practice  into 
America  in  1906.  Dickson  and  Marey  in- 
dependently adapted  the  cinema  camera  to 
the  microscope  in  the  mid-nineties.  Toward 
the  beginning  of  the  present  century,  a 
method  of  slowing  movement  was  outlined. 
If  photographs  were  taken  at  a rapid  rate 
and  projected  at  normal  speed,  motion  was 
slowed  down.  Pizon  ( 1904)  in  studying 
slowly  moving  marine  animals  made  inter- 
mittent exposures  separated  by  long  inter- 
vals and  projected  the  pictures  at  a normal 
rate,  with  the  result  that  movement  was 
much  quickened.  In  both  France  and 
America,  a number  of  studies  were  made 
with  this  method.  The  development  of  em- 
bryos, the  movement  of  blood  cells,  the 
process  of  phagocytosis,  the  growth  of  tissue 
cultures,  the  movement  of  chromosomes  and 
the  contraction  of  capillaries  were  studied 
with  this  technic.  Motion  picture  films 
have  become  an  important  method  of  dem- 
onstrating and  teaching  in  medicine ; these 
are  used  along  with  lantern  slides  to  depict 
anatomical  and  embryological  concepts,  phys- 
iological experiments  and  surgical  proce- 
dure. They  have  provided  a physiological 
method  whereby  pictures  of  an  animal  be- 
fore experimentation  serve  as  a control  to 
those  taken  afterward. 

Among  the  more  recent  advances  in 
photography  of  importance  to  medicine  has 
been  the  use  of  infra  red  and  ultra  violet 
light.  The  introduction  of  plates  and  films 
adapted  to  infra  red  light  has  resulted  in 
photographic  methods  for  studying  the 
skin.  Certain  characteristics  of  skin  dis- 
eases invisible  to  the  eye  or  to  the  ordinary 
camera  are  brought  out  by  the  use  of  infra 
red  photographs. 

In  ordinary  photomicrography,  the  ex- 
treme resolution  and  magnification  of  ob- 
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jects  are  correlated  with  the  wave  length 
of  the  light  used  for  illumination.  Red 
light  is  not  as  efficient  as  blue  or  violet  light. 
Likewise,  visible  light  does  not  give  the 
resolution  that  ultra  violet  does.  Ultra 
violet  light,  however,  does  not  pass  through 
glass,  so  that  special  microscopic  lenses, 
slides  and  cover  glasses  are  required. 
Kohler  of  the  Zeiss  works  in  1904  produced 
lens  systems  of  fused  quartz  which  would 
permit  photomicrography  with  ultra  violet 
light  and  allow  resolution  and  magnification 
twice  that  of  the  ordinary  microscopes. 

A relatively  recent  device  for  medical  use 
is  the  “gastro-photor”  which  was  invented 
in  1929.  This  instrument  consists  of  a 
stomach  tube  having  two  very  small  cameras 
with  a light  between.  When  the1  tube  is 
passed  into  the  empty  stomach  and  the  latter 
is  inflated  with  air,  eight  minute  stereo- 
scopic photographs  may  be  produced.  With 
the  use  of  this  camera,  about  three-quarters 
of  the  mucous  membrane  of  the  stomach 
may  be  photographed  and  the  extent  and 
location  of  gastric  ulcers  demonstrated. 

Throughout  the  period  of  practical 
photography,  the  extent  of  medical  applica- 
tion has  been  limited  by  the  technical  diffi- 
culties of  method.  As  simpler  methods  of 
photography  have  been  advanced,  more  phy- 
sicians have  used  them  in  producing  records 
and  illustrations  for  medical  communica- 
tion. Many  hospitals  and  research  institu- 
tions have  departments  of  clinical  photog- 
raphy which  are  serving  to  increase  the  use 
of  photographic  methods.  Through  these, 
photomicrography,  cinematography  and 
other  methods  requiring  skilled  technical 
knowledge  are  being  increasingly  adapted  to 
medical  purposes. 

W.  T.  D. 


COMPETENT  MEDICAL  WRITERS 
(Journal  American  Medical  Association) 

In  the  field  of  medical  Science,  many  men  have 
gained  note  by  their  ability  to  express  themselves 
in  good  English  succinctly,  rhythmically  and  accu- 
rately. The  opportunity  is  available,  for  every  one 
who  cares  to  take  the  trouble  and  the  time,  to  per- 
form competently  in  the  field  of  medical  letters. 
Experts  assert  that  there  are  hardly  a hundred  com- 
petent medical  writers  in  our  country  today;  some 
authorities  insist  that  there  are  hardly  more  than 
ten  or  twelve.  In  the  field  of  preparation  for  Sound 
literary  expression,  particularly,  preliminary  educa- 
tion to  medical  training  seems  to  be  failing  miser- 
ably. 


The 

Editor's 
Easy 
Chair 

THE  PRINCIPLES  OF  MEDICAL 
ETHICS 

A few  weeks  ago  the  secretary  of  the 
American  Medical  Association  in  addressing 
a group  of  physicians  deplored  the  fact  that 
two  or  three  county  societies  had  drafted 
their  own  codes  of  medical  ethics  to  sup- 
plant the  system  of  ethics  of  the  American 
Medical  Association.  The  allusion  leads  us 
to  deliberate  on  what  should  characterize  a 
system  of  ethics.  In  the  first  place  a code  of 
ethics  must  have  a survival  value,  by  which 
we  mean  it  must  make  not  only  for  the  good 
of  the  group  adopting  it  but  for  the  benefit 
of  all  who  have  any  sort  of  relation  with 
that  group.  It  must  deal  with  principles 
rather  than  specific  cases.  The  greatest  sys- 
tem of  ethics  is  that  propounded  by  the 
great  Galilean  nineteen  centuries  ago. 
Many  groups  or  sects  have  laid  claim  to  the 
ethics  proclaimed  by  Jesus,  including  social- 
ist, communist,  capitalist,  individualist  and 
what  not,  yet  he  belonged  to  none  of  them. 
His  concern  was  human  character  and  it  is 
character  that  produces  civilization  of  the 
highest  order.  A deterioration  in  individual 
character  on  any  large  scale  results  in  the 
downfall  of  the  group  or  nation. 

5j<  >{; 

It  is  not  our  purpose  to  indulge  in  any- 
thing like  a hortatory  homily.  We  would 
say,  however,  that  the  ethics  of  the  medical 
profession  has  a long  history.  It  has  been 
tried  throughout  the  centuries  from  the  time 
of  Hippocrates,  and  where  followed,  good 
has  resulted.  The  ethics  of  Hippocrates  may 
be  summarized  briefly — (1)  be  reasonable  in 
fees,  and,  if  necessary,  render  service  with- 
out remuneration;  (2)  call  in  a consultant 
when  in  difficulty;  (3)  respect  and  honor 
one’s  teacher  and  endeavor  to  live  a life  free 
from  reproach;  (4)  do  not  cause  abortion 
nor  give  a poison;  (5)  observe  secrecy  in 
regard  to  information  acquired  profession- 
ally; (6)  abstain  from  every  voluntary  act 
of  mischief  and  corruption;  (7)  avoid  os- 
tentation in  dress  or  manner  and  refrain 
from  advertising. 
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Charles  Singer,  the  noted  medical  histo- 
rian, is  of  the  opinion  that  the  so-called  Hip- 
pocratic oath  was  written  during  the  Roman 
Period,  at  which  time  surgery  was  in  dis- 
repute, which  accounts  for  the  interpolation 
of  the  admonition  regarding  cutting  for 
stone.  The  oldest  form  of  oath  written  dur- 
ing the  Christian  era  (circa  tenth  or  elev- 
enth century)  does  not  contain  the  injunc- 
tion. 

* * * 

The  principles  of  ethics  of  the  American 
Medical  Association  may  be  traced  in  essen- 
tials to  the  work  on  ethics  as  applied  to  med- 
icine by  Thomas  Percival,*  a scholarly  Eng- 
lish physician  (1740-1803).  Percival  was 
the  victim  of  poor  vision  and  headaches; 
evidently  a bad  case  of  astigmatism.  The 
handicap  probably  induced  him  to  embrace 
the  philosophic  rather  than  the  practical 
aspects  of  medicine.  He  was  the  contempo- 
rary and  personal  friend  of  a number  of 
prominent  physicians  such  as  John  Hunter, 
Heberden  and  Withering  of  digitalis  fame. 
John  Brown,  the  famous  Scottish  physician 
and  author,  writes  of  Percival’s  work  in  his 
Horce  Subsecivce,  “Dr.  Percival’s  Ethics  is 
a classical  book  in  its  best  sense ; sensible, 
sound,  temperate,  clear  thoughts,  conveyed 
in  natural,  clear  persuasive  language  . . . 
There  is  a great  deal  of  stiffness  of  the  old 
school  about  the  doctor;  he  speaks  in  knee 
breeches  and  buckles,  with  a powdered  wig 
and  an  interminable  silk  waist-coat,  a gold 
headed  cane  at  his  side,  and  his  cocked  hat 
under  his  arm.  To  us,  however,  this  is  a 
great  charm  of  the  book  and  of  such  books.” 

Percival  attended  Edinburgh  at  a time 
when  a number  of  persons  later  famous  in 
American  medicine  also  pursued  their  medi- 
cal education  at  Edinburgh  University.  No 
doubt  many  of  the  pioneers  in  medicine 
here  were  influenced  by  Percival,  much  as  at 
an  earlier  time,  the  framers  of  the  Declara- 
tion of  Independence  were  influenced  by 
Locke’s  work  on  Civil  Government. 

The  American  Medical  Association  was 
organized  in  New  York  City  in  1846  by 
Natban  Smith  Davis.  The  chief  item  of 
business,  at  what  was  the  first  real  meeting 
held  in  Philadelphia  in  1847,  was  the  formu- 
lation of  a code  of  ethics.  A prefatory  note 
of  the  code  of  ethics  adopted  in  May  of  that 
year  goes  on  to  state  that  of  the  great  num- 

*Percival’s Medical  Ethics  edited  by  C.  D.  Leake.  Balti- 
more: The  Williams  and  Wilkins  Company,  1927.  A very 

interesting  account  of  the  evolution  of  the  principles  of 
medical  ethics. 


ber  of  codes  of  ethics  adopted  by  different 
medical  societies  of  the  United  States,  it 
was  found  that  they  were  all  based  upon 
that  of  Dr.  Percival  and  that  the  phrases  of 
this  writer  were  to  a considerable  extent 
preserved  in  all  of  them.  Continuing,  “be- 
lieving that  language  so  often  examined  and 
adopted,  must  possess  the  greatest  of  merits 
for  such  a document  as  the  present,  clear- 
ness and  precision  and  having  no  ambition 
for  the  honors  of  authorship,  the  commit- 
tee which  prepared  this  code  have  followed 
a similar  course  and  have  carefully  pre- 
served the  words  of  Percival  wherever  they 
convey  the  precepts  it  is  wished  to  inoculate.” 
* * * 

At  the  annual  meeting  of  the  American 
Medical  Association  held  in  New  Orleans 
in  1903  the  House  of  Delegates  revised  the 
old  code,  changing  the  title  to  Principles  of 
Medical  Ethics  of  the  American  Medical 
Association.  Another  revision  was  made  in 
1912.  Copy  of  the  Principles  of  Medical 
Ethics  may  be  procured  at  a nominal  price 
by  addressing  the  headquarters  of  the  As- 
sociation in  Chicago. 

It  will  be  seen  then  that  the  Principles  of 
Ethics  is  not  a matter  of  a day.  They  have 
an  ancient  and  honorable  lineage  and  their 
survival  value  has  been  proven.  We  are  re- 
minded of  the  early  settlers  of  New  York 
who  are  said  to  have  adopted  the  Ten  Com- 
mandments as  their  rule  of  conduct,  until 
they  had  time  to  invent  a better.  Ours  is 
virtually  a development  coincident  with  the 
art  of  healing  itself. 


THANKSGIVING 

Weel,  it’s  cornin’  time  th’  noo,  when  we’ll  tak  a day 
or  two, 

A cuttin’  up  some  pranks,  an’  a’gi’in’  o’  oor  thanks, 

We’ll  hae  a feast  an’  sing,  mair  lithesome  than  a 
King, 

An  we’ll  tell  th’  multitude,  that  we’re  in  a gratefu’ 
mood. 

Ah ! Ye  ha’e  na  much  th’  day,  tae  be  thankfu’  for, 
ye  say, 

Weel,  sometimes  a wee  portion  is  michty  as  a for- 
tune, 

Yer  health  is  a’  ye  need,  for  tae  do  a kindly  deed. 

Sae  yer  wee  bit  “bill  o’  fare”  is  yer  biggest  bit  o’ 
caie. 

Ye  canna  get  tae  Heaven  on  yer  wealth  or  real 
estate, 

An’  yer  tax  is  gettin’  fatter.  It  really  doesna  matter 

If  yer  politicians  boo.  They’re  nae  better  aff  than 
you. 

Sae  be  thankfu’  noo  ma  frien’,  for  it’s  turkey  time 
again. 

— Weelum. 
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MEDICAL  MEN  FOR  THINGS  MEDICAL 

“The  principle  that  medical  men  should  be  the 
ones  to  exercise  control  over  medical  service  is 
almost  axiomatic.  Yet  there  is  confusion  of  thought 
where  there  could  be  straight  thinking  if  all  the 
facts  were  brought  out  and  faced. 

“There  are  those  who  would  virtually  make  the 
physician  an  employee  of  the  state.  They  fail  to 
recognize  the  utter  incompatibility  between  the 
American  political  system  and  the  methods  of  truly 
professional  men. 

“There  are  those  who  complain  about  the  scarcity 
of  physicians.  Yet  it  is  a fact  that  while  England 
has  one  doctor  for  1,490  persons,  France  one  for 
1,690,  and  Sweden  one  for  2,890,  there  is  in  the 
United  States  one  physician  for  every  780  persons. 

“There  are  those  who  denounce  our  hospitals  on 
the  score  of  high  charges  for  service,  but  the  truth 
is  that  the  cost  per  day  of  a hospital  room  with 
meals  and  the  day  and  night  personal  ministrations 
required  by  an  invalid  is  usually  less  than  a well 
person  would  pay  for  mere  room  and  meals  in  a 
first-class  hotel. 

“There  are  those  who  would  like  to  let  down  the 
bars  to  self-medication.  Yet  the  fact  is  that  during 
the  last  few  generations  the  average  span  of  human 
life  has  been  extended  ten  years,  chiefly  through  the 
discoveries  of  medical  science. 

“Physicians  know  these  things.  They  spend  years 
acquiring  an  education  on  the  care  and  repair  of  the 
most  marvelous  mechanism  on  earth — the  human 
body.  But  they  would  readily  admit  that  this  edu- 
cation does  not  qualify  them  for  telling  railroad 
executives  how  to  solve  transportation  problems  or 
impresarios  how  to  stage  an  opera.  The  work  of 
the  world  needs  many  kinds  of  specialized  knowl- 
edge, but  certain  it  is  that  each  field  of  work  will 
be  best  managed  by  those  who  know  it  best.” — From 
Mead  Johnson  & Company’s  announcement  in 
Hygeia. 


THE  BEST  THINGS  OF  LIFE 
(Dean  R.  W.  Inge) 

What  are  the  most  precious  gifts  for  which  an 
old  man,  looking  back  on  his  life,  ought  to  thank 
God?  The  Greeks  put  health  first.  I have  never 
known  a day’s  serious  illness  in  my  life.  . . . But 
I have  known  so  many  men  and  women  who  have 
triumphed  over  this  handicap  that  I could  not  rank 
health  as  the  best  thing  in  life.  Some  kind  of  rec- 
ognition and  encouragement  is,  I think,  almost  essen- 
tial to  happiness,  except  for  a few  proud  or  heroic 
natures.  I have  certainly  had  nothing  to  complain 
of  under  this  head.  But  I have  not  the  slightest 
doubt  that  domestic  happiness  is  the  greatest  of  all 
gifts;  next  to  that  “wisdom,”  for  which  Solomon 
prayed,  and  which,  I suppose,  may  be  defined  as  a 
right  judgment  of  the  relative  value  of  things.  The 
blessings  which  God  has  given  me  in  my  wife  and 
children  are  in  a different  class  from  all  other 
sources  of  happiness  and  pleasure  that  have  come 
to  me.  At  a time  when  many  persons  are  not 
ashamed  to  assert  that  marriage  is  generally  a fail- 
ure it  is  permissible  to  give  this  personal  testimony. 
And  though  it  may  be  my  private  opinion  that  no 
one  else  has  been  quite  so  fortunate  as  myself,  I 
shall  not  quarrel  with  the  countless  other  happy 
couples  who  think  that  they  have  been  similarly 
favored. 


ANNUAL  CONFERENCE  OF  SECRETARIES 
OF  CONSTITUENT  STATE  MEDICAL 
ASSOCIATIONS 

This  annual  conference  took  place  on  September 
21  and  22  at  the  Palmer  House,  Chicago.  Once  a 
year  the  secretaries  of  state  medical  societies 
throughout  the  United  States  together  with  the  edi- 
tors of  the  various  state  medical  journals  meet  in 
Chicago  and  discuss  problems  that  relate  more  to 
the  social  and  economic  phases  of  medicine  than  to 
scientific  medicine  itself.  This  body  of  secretaries 
and  editors  constitute  together  with  representatives 
from  the  American  Medical  Association  the  publicity 
department  of  the  medical  profession  of  the  United 
States.  The  Michigan  State  Medical  Association 
was  represented  by  President  Dr.  Richard  R.  Smith 
and  Acting-Secretary  Dr.  Burton  R.  Corbus  of 
Grand  Rapids,  and  the  editor. 

The  meeting  was  opened  with  an  address  of  wel- 
come by  Dr.  J.  H.  J.  Upham,  chairman  of  the  Board 
of  Trustees  of  the  American  Medical  Association. 
The  papers  presented  at  the  convention  will  appear 
in  the  near  future  numbers  of  the  Bulletin  of  the 
American  Medical  Association.  All  Fellows  of  the 
Association  throughout  the  United  States,  but  we 
would  particularly  stress  the  members  of  the  Mich- 
igan State  Medical  Association,  should  read  these 
articles  as  they  appear  together  with  the  discussions. 

Dr.  L.  A.  Wilkes,  executive  secretary  of  the  Med- 
ical Society  of  New  Jersey,  read  a very  interesting 
paper  on  New  Jersey’s  Method  of  Furnishing  Med- 
ical Services  to  the  Community.  The  Centraliza- 
tion and  Departmentalization  of  State  Medical  So- 
ciety Activities  was  the  subject  of  Dr.  Oliver  J. 
Fay’s  address,  chairman  of  the  Board  of  Trustees 
of  Iowa  Medical  Society.  The  general  trend  of  dis- 
cussion was  that  of  furnishing  medical  care  to  pa- 
tients of  limited  incomes  and  the  indigents  who  are 
without  income.  A paper  entitled  Medical  Emer- 
gency Relief,  by  Dr.  Holman  Taylor,  secretary  of 
the  State  Medical  Association  of  Texas,  dealt  with 
a kindred  subject.  Dr.  Taylor  went  on  to  show  how 
during  the  war  physicians  whose  incomes  ranged 
from  $5,000  to  $25,000  a year,  dropped  everything 
in  the  way  of  previous  practice  and  enlisted  in  the 
service  of  the  nation  at  remuneration  which  ranged 
from  $100  to  $200  a month.  They  realized  the  emer- 
gency of  war  and  were  willing  to  assume  personal 
sacrifice  without  any  thought  of  their  own  interest. 
The  past  three  or  four  years  found  the  nation  in 
an  emergency  which  was  fully  as  great  as  that  dur- 
ing the  war.  The  medical  profession  showed  a will- 
ingness to  do  their  part.  There  was,  however,  a 
disposition  on  the  part  of  the  community  to  take 
the  doctors’  service  for  granted ; even  under  the 
various  welfare  projects  merchants  and  others  sup- 
plying basic  needs  were  paid  in  full  for  their  serv- 
ices and  commodities  while  the  doctor,  where  he  was 
paid  at  all,  was  asked  to  render  his  service  for  as 
low  as  50  per  cent  of  his  normal  fee. 

Those  from  Michigan  were  impressed  by  the 
activities  of  a number  of  state  medical  societies  in 
the  matter  of  furnishing  medical  care  to  the  in- 
digent. In  Michigan  this  is  left  to  local  county 
units  that  make  contact  with  the  Welfare  Depart- 
ments or  through  them  to  the  FERA  through  local 
channels.  The  Michigan  plan  is  largely  the  result 
of  the  fact  that  there  is  a greater  variation  between 
the  industrial  counties  and  cities  than  with  those 
states  that  are  distinctly  rural. 

Dr.  Burton  R.  Corbus,  acting  secretary  of  the 
Michigan  State  Medical  Society,  said  that  since 
he  had  been  in  attendance  at  the  conference  a num- 
ber of  secretaries  and  editors  had  asked  him  what 
was  the  fate  of  the  plan  worked  out  by  the  Com- 
mittee on  Economics  of  the  Michigan  State  Medical 
Society.  He  explained  the  extent  of  the  work  and 
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research  that  had  been  accomplished  by  Michigan 
and  stated  that  the  House  of  Delegates  at  the  annual 
meeting  in  September  had  placed  the  matter  of  spe- 
cific plans  for  medical  health  service  in  storage; 
that  the  committee  was  continued  and  advised  to  be 
ready  should  any  action  on  the  part  of  the  state  or 
federal  government  eventuate  to  socialize  medical 
practice.  He  endorsed  the  study  that  had  been 
made  and  spoke  of  the  valuable  data  that  have  been 
assembled  as  a result  of  which  the  State  of  Mich- 
igan was  in  a condition  of  preparedness. 

Dr.  Corbus’  statement  of  the  Michigan  case 
brought  Dr.  A.  T.  McCormack  of  Louisville,  Ken- 
tucky, to  his  feet.  Dr.  McCormack  spoke  approv- 
ingly of  Michigan’s  action  and  stressed  the  impor- 
tance of  leadership,  that  he  believed  the  American 
Medical  Association  should  be  on  the  alert  and  have 
definite  plans  to  offer,  should  the  federal  govern- 
ment undertake  any  national  scheme  of  medical 
service.  The  medical  profession,  it  was  _ the  con- 
sensus of  opinion,  were  inclined  to  be  individualists 
when  it  comes  to  the  matter  of  the  good  of  the  pro- 
fession at  large  and  medical  care  to  the  population 
at  large.  We  would  get  nowhere  so  long  as1  that 
attitude  prevailed.  It  was  necessary  to  submerge 
individual  differences  and  to  follow  leadership,  and 
the  national  leader  was  the  national  medical  associa- 
tion. 

Dr.  Douglas  Singer  read  an  interesting  paper  on 
Mental  Health,  urging  that  mental  hygiene  receive 
greater  stress  at  the  hands  of  those  in  general  prac- 
tice. 

Dr.  Morris  Fishbein,  editor  of  the  American  Med- 
ical Association  Journal,  presented  a moving  picture 
film  which  described  in  a graphic  way  the  activities 
of  the  American  Medical  Association.  This  film  was 
found  to  be  very  interesting  and  one  that  could  be 
presented  to  advantage  to  county  societies.  Dr. 
Fishbein  explained  that  the  film  would  be  available 
to  counties  making  a request  for  it. 

Dr.  James'  S.  McLester,  president-elect  of  the 
American  Medical  Association,  gave  a short  address 
in  which  he  stressed  the  necessity  of  greater  clarity 
and  forcefulness  of  both  written  and  spoken  speech. 
He  emphasized  the  importance  of  greater  care  on  the 
part  of  doctors  in  preparing  papers  to  be  read  be- 
fore the  various  medical  organizations.  Papers,  he 
said,  should  be  written  and  revised  several  times. 
He  spoke  of  the  power  exercised  by  a good  speaker 
or  essayist  who  exercised  great  care  in  writing  and 
speaking  the  English  language. 

Dr.  William  C.  Woodward,  director  of  the  Bureau 
of  Legal  Medicine  and  Legislation  of  the  American 
Medical  Association,  is  always  a welcome  speaker  at 
these  annual  conferences.  Dr.  Woodward  stressed 
the  legal  aspects  and  described  important  legislation, 
present  and  prospective. 

Some  Problems  of  a State  Medical  Editor  was 
the  subject  of  Dr.  W.  E.  Bird,  editor  of  the  Dela- 
ware State  Medical  Journal.  This  was1  rather  in- 
teresting to  the  writer  as  he  presented  a paper  on 
precisely  the  same  subject  before  this  conference 
three  years  ago.  Dr.  Bird,  however,  stressed  differ- 
ent phases  of  the  problems  of  editing  a medical 
journal.  He  claimed  that  it  was  difficult  to  get  copy 
for  the  journal  after  the  first  few  months  following 
the  annual  state  meeting.  This  has  never  been  a 
problem  with  the  editor  of  the  Journal  of  the 
Michigan  State  Medical  Society.  The  medical 
profession  of  Michigan  are  prolific  writers. 

Dr.  R.  L.  Sensenich,  a member  of  the  Committee 
on  Legislative  Activities  of  the  American  Medical 
Association,  presented  a very  interesting  paper,  the 
result  of  much  study  and  thought,  in  which  he 
stressed  the  importance  of  contacting  those  in  other 


occupations  to  learn  their  attitude  towards  the  en- 
deavor being  made  in  some  quarters  to  socialize 
medicine.  He  advised  taking  the  public  into  our 
confidence.  The  demand  for  socialization  of  med- 
ical care  was  to  a large  extent  the  result  of  activi- 
ties of  social  workers.  However,  it  was  necessary 
for  the  medical  profession  to  ascertain  just  how 
spontaneous  and  far-reaching  was  this  desire  upon 
the  part  of  the  lay  public. 

The  Educational  Possibilities  of  Scientific  Pro- 
grams at  State  and  County  Meetings  was  the  sub- 
ject of  a paper  by  Dr.  Clyde  L.  Cummer,  president 
of  the  Ohio  State  Medical  Association.  Dr.  Cum- 
mer dealt  with  the  post-graduate  and  extension  med- 
ical instruction  in  Ohio. 

Dr.  R.  G.  Leland,  director  of  the  Bureau  of  Med- 
ical Economics  of  the  American  Medical  Associa- 
tion, discussed  at  length  the  subject  of  Health  Insur- 
ance in  England  and  Medical  Society  Plans  in  the 
United  States.  He  spoke  of  the  lack  of  prepared- 
ness in  England  in  1911  when  Lloyd  George  sprung 
the  matter  of  health  insurance.  About  forty  per 
cent  of  the  British  Isles  were  strongly  in  favor  of 
it  and  about  sixty  per  cent  were  either  neutral  or  op- 
posed. He  declared  that  health  insurance  in  England 
was  in  a large  measure  successful.  There  was  no 
denying  the  fact,  but  the  whole  British  Isles  was  not 
larger  than  one  or  two  of  our  largest  states,  a situa- 
tion which  must  be  considered  in  attempts  to  adopt 
any  national  system  of  health  insurance  in  this  coun- 
try. Dr.  Leland  went  on  to  describe  some  substitute 
plans  on  medical  service  which  had  been  put  into  op- 
eration in  the  United  States'.  He  gave  particular 
credit  to  the  Wayne  County  plan  of  health  service 
which  has  been  described  in  detail  in  this  Journal 
and  is  therefore  well  known  to  Michigan  readers. 


LABORATORY  DIAGNOSIS  OF  AMEBIASIS 

Thomas  B.  Magath,  Rochester,  Minn.  ( Journal 
A.  M.  A.,  October  20,  1934),  contends  that  it  is  evi- 
dent that  the  laboratory  diagnosis  of  amebiasis  re- 
quires special  knowledge  and  skill  and  should  not 
be  attempted  except  by  those  adequately  trained  and 
with  a large  measure  of  experience.  The  problems 
involved  are  quite  comparable  to  those  involving 
diagnosis  of  tissue.  The  diagnosis  of  amebiasis 
should  be  made  only  by  those  specially  qualified. 
The  direct  smear  method  is  adequate  in  the  hands  j 
of  those  properly  trained  in  almost  all  cases  but,  j 
if  doubt  exists,  one  should  resort  to  fixed  and 
stained  preparations.  Whether  one  uses  formed 
stools  or  those  resulting  from  catharsis  will  depend 
on  the  individual  problem.  Whichever  is  used,  the 
limitations  of  the  particular  method  must  be  clearly 
recognized.  Culture  methods  should  be  used  in 
laboratories  qualified  to  identify  amebas,  but,  for 
the  usual  routine,  cultures  are  not  necessary,  pro- 
vided the  examiner  thoroughly  knows  how  to  make 
proper  direct  examinations.  The  cultural  character- 
istics of  various  amebas  growing  in  these  cultures 
have  yet  to  be  clearly  described,  and  a series  of 
animal  experiments  to  determine  the  types  in  a large 
series  is  greatly  needed.  Until  the  complement  fixa- 
tion method  is  simplified,  it  is  not  suitable  for  rou- 
tine tests.  Of  infestations  with  Endameba  histolyt- 
ica, 75  per  cent  can  be  found  by  examining  a single 
stool  following  catharsis  with  magnesium  sulphate, 
whereas  only  a third  of  the  infestations  will  be 
found  by  examining  a single  formed  stool.  It  will 
require  eight  to  ten  formed  stools  to  establish  the 
same  number  of  infestations  as  three  stools  follow- 
ing catharsis. 
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MICHIGAN  STATE  MEDICAL  SOCIETY 
Proceedings  114th  Annual  Meeting 
Battle  Creek,  September  n to  13,  1934 


HOUSE  OF  DELEGATES 

Tuesday  Morning,  September  11,  1934 

The  House  of  Delegates  of  the  114th  Annual 
Meeting  of  the  Michigan  State  Medical  Society  con- 
vened at  the  W.  K.  Kellogg  Auditorium  in  Battle 
Creek,  Michigan,  on  Tuesday,  September  11,  1934, 
at  nine-thirty  A.  M.,  with  the  Speaker,  Henry  A. 
Luce,  of  Detroit,  presiding. 

The  following  delegates  and  alternates  were 
present : 

Alpena — F.  J.  O’Donnell 

Berrien — W.  C.  Ellet 

Calhoun — C.  S.  Gorsline,  A.  T.  Halford 

Chippewa-Mackinac — B.  T.  Montgomery 

Eaton — A.  G.  Sheets 

Genesee — George  Curry 

Grand  Traverse-Leelanau — E.  F.  Sladek 

Gratiot-Isabella-Clare — T.  J.  Carney 

Houghton — George  M.  Waldie 

Huron-Sanilac — David  D.  McNaughton 

Ingham — L.  G.  Christian,  Karl  Brueker 

Jackson — Phillip  Riley 

Kalamazoo-Allegan-Van  Buren — C.  Ten  Houten 

Livingston — Harry  G.  Huntington 

Mason — L„  W.  Switzer 

Muskegon — Roy  H.  Holmes 

Oakland — Robert  Baker 

Otsegto-Montmorency-Crawford-Oscoda-Roscommon-Ogemaw 
— C.  R.  Keyport 

Ontonagon — H.  B.  Hogue 
Ottawa — A.  E.  Stickley 
Shiawassee — I.  W.  Greene 
Tuscola — O.  G.  Johnson 
Washtenaw — John  Wesinger 

Wayne — Wm.  J.  Cassidy,  H.  W.  Yates,  G.  C.  Penberthy, 
A.  E.  Catherwood,  R.  M.  McKean,  L.  J.  Hirschman,  H.  F. 
Dibble,  H.  W.  Plaggemeyer,  W.  R.  Clinton,  L.  J.  Gariepy, 
S.  A.  Flaherty,  A.  P.  Biddle,  L.  O.  Geib,  E.  D.  Spalding, 
L.  T.  Henderson,  C.  K.  Hasley,  Wm.  J.  Stapleton,  Jr.,  Wm. 
S.  Reveno,  Roger  V.  Walker. 

The  Speaker:  Gentlemen,  the  hour  of  nine-thirty 
has  now  arrived. 

Chairman  of  the  Credentials  Committee,  Dr.  Hen- 
derson, have  you  a report? 

Dr.  L.  T.  Henderson  (Wayne)  : As  Chairman  of 
the  Committee  on  Credentials,  Mr.  Speaker,  I have 
forty-four  seated  as  delegates  in  the  Michigan  State 
Medical  Society’s  morning  session. 

The  Speaker:  If  there  are  no  objections,  the  pre- 
liminary report  of  the  Committee  on  Credentials 
will  be  received. 

The  Secretary:  I hold  in  my  hand  the  signed 

roll  call  of  forty-four  delegates,  constituting  a quo- 
rum of  this  House.  I would  suggest  that  some  dele- 
gate move  that  this  constitute  the  roll  call  of  this 
morning’s  session,  and  that  any  delegates  coming  in 
afterward  upon  signing  the  roll  will  be  added  to  that 
roll  call. 

Dr.  C.  S.  Gorsline  (Calhoun)  : I make  that 

motion. 

Dr.  A.  E.  Catherwood  (Wayne)  : I support  the 
motion. 

The  Speaker:  Those  in  favor  will  indicate  by 

saying  “aye”;  those  opposed,  “no.”  It  is  carried. 

I now  announce  the  114th  Annual  Meeting  of  the 
Michigan  State  Medical  Society  duly  constituted  and 
open  for  the  transaction  of  business. 

The  Vice  Speaker,  Dr.  Frank  E.  Reeder  of  Flint, 
took  the  chair. 

The  Vice  Speaker:  Members  of  the  House  of 
Delegates : A year  ago  you  chose  one  from  your 
number  to  be  your  Speaker.  I believe  you  will  agree 
with  me  that  after  his  one  year  in  office  he  has 


proven  himself  thoroughly  efficient,  and  I believe 
you  will  agree  with  me  he  has  been  thoroughly  sin- 
cere, conscientious  and  has  given  every  ounce  of 
his  effort  and  energy  not  only  for  the  progress  of 
this  organization  but  for  the  good  of  the  members 
of  the  medical  profession  throughout  the  state. 

So  I feel  it  is  indeed  a privilege  and  a pleasure 
for  me  this  morning  as  your  Vice  Speaker  to  in- 
troduce your  Speaker,  Dr.  Henry  A.  Luce,  who  at 
this  time  will  give  his  address.  (Applause.) 

Dr.  Henry  A.  Luce  read  the  Speaker’s  address. 

SPEAKER’S  ADDRESS 

The  114th  Annual  Meeting  of  the  Michigan  State 
Medical  Society  is  now  entering  upon  its  page  of 
history.  The  actions  of  this  House  of  Delegates  are 
awaited  with  interest  by  the  whole  medical  profes- 
sion of  the  United  States.  More  than  that,  the  ac- 
tions of  this  session  are  of  importance  to  those  who 
are  students  of  the  trend  of  the  times.  The  Michi- 
gan State  Medical  Society  has,  through  its  studies 
of  economic  and  social  problems,  assumed  tremen- 
dous responsibilities  which  are  the  penalties  of  lead- 
ership. 

The  Michigan  State  Medical  Society  is  now  in  a 
position  of  preparedness  to  meet  the  changing  con- 
ditions which  threaten.  It  has  arrived  at  this  posi- 
tion through  the  foresight  and  courage  of  its  lead- 
ers who  have  been  willing  to  accept  adverse  criticism 
in  order  that  Michigan  might  be  in  a position  to 
protect  the  health  of  its  citizens  from  too  wide  a 
detour  to  the  left.  This  criticism  has  been  sincere 
but  nevertheless  painful. 

At  present  it  can  well  afford  to  assume  a waiting 
policy;  at  the  same  time  promulgating  its  position 
with  reference  to  medical  service. 

More  than  two  years  ago  it  laid  down  principles 
of  Medical  Service  which  have  been  used  as  stand- 
ards for  all  other  organized  medical  groups ; name- 
ly, 1st — Free  choice  of  physician.  2nd — Control  of 
medical  service  in  the  hands  of  medical  organization. 
3rd — Limitation  of  benefits  to  medical  service.  To 
this  might  be  added  a 4th ; namely,  it  is  the  duty, 
right  and  privilege  in  so  far  as  possible  of  each  and 
every  citizen  to  provide  for  his  own  medical  service 
and  that  of  his  dependents.  Medical  service  is  here 
considered  in  both  curative  and  preventive  phases'. 

Adequate  medical  service  to  a country  is  the  obli- 
gation of  the  medical  profession.  The  medical  so- 
cieties of  Michigan  are  meeting  this  problem  by  va- 
rious plans,  based  on  accepted  principles. 

If  the  governmental  agencies  will  keep  hands  off, 
the  medical  profession  will  work  out  the  problem 
along  lines  based  on  American  ideals. 

Except  as  has  hitherto  been  provided  for  by 
Boards  of  Health  and  LTnited  States  Public  Health 
Service,  any  attempt  to  encourage  the  lay  popula- 
tion of  this  country  in  the  belief  that  the  care  of  its 
health  is  largely  the  function  and  responsibility  of 
the  government  is  pernicious,  dangerous  and  destruc- 
tive to  progress. 

A fundamental  weakness  in  our  country  today  is 
the  disposition  of  many  to  assume  that  someone 
else  will  provide  the  umbrellas  every  time  it  rains. 

The  man  who  pushes  a junk  wagon  to  make  his 
living  by  his  own  individual  effort  is  a better  type 
of  citizen  than  the  one  who  gladly  is  the  recipient 
of  dole. 
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Many  changes  seem  inevitable  in  the  care  of  the 
public  health.  The  Michigan  State  Medical  Society 
is  prepared  to  meet  those  changes.  A tentative  plan 
has  been  prepared  ready  for  use  should  occasion  re- 
quire. Many  changes  may  be  the  result  of  legislative 
enactment.  The  political  power  of  the  medical  so- 
ciety must  be  exerted  along  constructive  lines. 
Whether  the  medical  society  likes  it  or  not,  it  is  an 
obligation  that  cannot  be  sidestepped.  The  medical 
profession  alone  knows  how  health  measures  should 
be  administered  and  it  is  the  obligation  of  the  so- 
ciety to  exercise  its  rights  and  duties.  The  legisla- 
tive branch  of  our  state  government  must  be  told 
in  no  uncertain  terms  that  the  medical  society  in- 
sists on  adequate  medical  care  of  all  citizens  based 
upon  the  fundamental  principles  of  our  government 
and  our  profession  and  laid  down  in  the  principles 
promulgated  by  our  Society. 

This'  legislative  work  is  the  duty  of  each  and  every 
member  of  the  Society — not  to  be  left  to  the  Leg- 
islative Committee  alone. 

Michigan  State  Medical  Society’s  actions  should 
be  based  upon  the  principles  which  were  laid  down 
in  the  organization  of  our  government  and  our 
profession. 

The  medical  profession  today  is  one  of  the  few 
remaining  groups  that  cling  to  the  traditions  for 
which  blood  has  been  shed  from  Lexington  to  the 
Argonne.  It  begs  to  be  let  alone,  to  carry  on  ac- 
cording to  its  honorable  principles1  without  inter- 
ference from  bureaucratic  and  governmental  in- 
fringements. 

The  medical  profession  of  Michigan  still  believes 
in  the  American  conception  of  human  rights  and 
liberties,  which  have  been  the  foundation  and  in- 
spiration of  progress. 

The  ship  of  idealism  founders  without  the  com- 
pass of  experience. 

An  illustration  of  the  value  placed  upon  medical 
Services  by  governmental  agencies  is  the  medical  de- 
partment of  the  Federal  Emergency  Relief  Admin- 
istration. Medical  service  is  given  by  the  profession 
at  actual  cost.  The  labor  and  material  furnished  by 
other  departments  contain  a measure  of  fair  profit. 

The  CWA  and  FERA  have  given  $180,000  for  a 
a nine  hole  golf  course  up  in  Keweenaw  district, 
the  most  northerly  part  of  Michigan,  35  miles  from 
the  nearest  large  center  of  population ; on  the  other 
hand,  the  FERA  only  allows  $15.00  for  the  profes- 
sional services  and  responsibility  for  the  obstetrical 
care  of  mother  and  child  during  that  trying  period 
in  the  lives  of  those  two  individuals.  An  hourly  rate 
of  less  than  fifty  cents  for  the  professionally  trained 
physician  ! 

Adequate  medical  care  cannot  be  ascertained  by 
percentage,  like  the  amount  of  cream  in  milk.  No 
rubber  stamp  or  standardized  prescription  is  com- 
parable to  the  confidence  and  human  element  rep- 
resented by  the  family-physician-patient  relationship. 

Those  who  have  practiced  long  in  the  medical 
profession  know  that  many  new  remedies  have  been 
developed  to  treat  the  sick.  Many  a suggested  rem- 
edy has  proved  worse  than  the  disease.  Let  us  not 
treat  an  economic  illness  with  any  remedy  that  may 
prove  dangerous.  Time-tested  and  worth-proven 
principles  governing  treatment  of  the  physically  and 
mentally  ill  must  not  be  supplanted  by  paper  for- 
mulae and  standardized  prescription  writing. 

We  need  not  be  in  a great  hurry  to  solve  the 
problems  here  confronting  the  House  of  Delegates. 
Woodrow  Wilson  said  at  Pittsburgh,  January  29. 
1916:  “One  cool  judgment  is  worth  a thousand  hasty 
councils'.  The  thing  to  do  is  to  supply  light  and  not 
heat.  At  any  rate,  if  it  is  the  heat,  it  ought  to  be 
white  heat  and  not  sputter,  because  sputtering  heat 
is  apt  to  spread  the  fire.”  Thomas  Jefferson  said: 
“We  must  be  contented  to  travel  towards  perfection 
step  by  step.” 


Members  of  the  medical  profession  demand  the 
right  to  fail  or  succeed  by  their  own  individual  ef- 
forts'. The  medical  man  is  an  individualist.  The  con- 
tributions made  to  medical  science  have  been  largely 
the  result  of  an  individual’s  courage  to  think  and  act 
independently.  If  William  Jennings  Bryan  were  alive 
today  and  a member  of  the  medical  profession,  he 
might  well  say : “You  shall  not  crucify  the  practice 
of  medicine  on  the  cross  of  socialism.  You  shall 
not  press  down  upon  the  brow  of  /Esculapius1  a 
crown  of  regimentation  thorns.” 

This  session  is  now  ready  for  the  consideration 
of  such  business  as  may  properly  come  before  it. 
Careful,  serious  deliberation  must  be  made  of  all 
subjects.  Again  to  quote  from  President  Wilson: 
“If  there  is  any  heat  at  all,  it  ought  to  be  that 
warmth  of  heart  which  makes  every  man  thrust 
aside  his  own  personal  feelings,  his  own  personal 
interests,  and  take  though  of  the  welfare  and  bene- 
fit of  others.” 

The  Vice  Speaker:  The  Speaker’s  address  will  be 
referred  to  the  reference  committee  on  Society 
Affairs. 

The  Speaker  resumed  the  chair. 

The  Speaker:  The  next  order  of  business  is  the 
President’s  address.  Dr.  George  L.  LeFevre. 

The  audience  arose  and  applauded. 

President  Le  Fevre:  The  House  of  Delegates— 
Gentlemen : The  Speaker  has  given  you  a very  con- 
structive talk  on  a subject  in  which  we  are  all  very 
much  interested.  It  affects  each  and  every  one  of 
us.  I will  not  keep  you  very  long  because  we  have 
a lot  to  do. 

President  Le  Fevre  read  his  prepared  address. 

PRESIDENT’S  ADDRESS 

During  the  years  I have  been  associated  with  the 
active  government  of  our  State  Society,  I know  of 
no  convention  upon  the  shoulders  of  which  has  been 
thrust  as  much  responsibility.  In  no  small  measure 
the  future  welfare  of  our  profession  depends  on 
your  action  at  this  and  future  meetings.  Careful 
consideration  has  to  be  given  the  questions  coming 
before  this  convention.  Remember  that  as  delegates 
you  represent  your  fellow  members,  and  as  such, 
in  all  matters  coming  before  this  House,  you  should 
relinquish  your  personal  opinions  and  ambitions  and 
give  heed  to  the  wishes  and  needs  of  the  members 
and  community  you  represent.  Let  me  mention  in 
particular  the  matter  of  the  Mutual  Health  Service. 
During  this  meeting  you  will  be  asked  to  vote  upon 
this  plan.  Before  you  cast  that  vote,  be  sure  you 
are  thoroughly  informed  upon  the  matter,  both  pro 
and  con.  Then  consider  the  effect,  both  good  and  bad, 
upon  the  profession  and  the  public,  of  such  a plan, 
and  pass  your  judgment  accordingly. 

Precipitous  action  and  snap  judgment  should  be 
avoided.  Before  any  definite  action  is  recorded,  be 
sure  you  are  in  possession  of  all  of  the  facts  that 
are  involved.  We  are  in  the  midst  of  changing 
times.  What  may  seem  right  today  may  be  wrong 
a few  months  hence.  For  this  reason  be  alert  to 
not  assume  an  irrevocable  position. 

Let  me  say  a word  about  the  government  of  the 
Society  and  its  component  parts.  Each  year  a set 
of  officers,  councilors  and  delegates  are  elected. 
Presumably  they  attain  these  offices  because  of  the 
confidence  the  members  place  in  them.  After  they 
are  so  elected,  it  is  fair  and  wise  that  that  confidence 
should  be  respected.  Do  not  restrict  or  restrain 
their  action.  You  can  be  certain  that  they  will  at 
all  times  act  for  the  best  interests  of  the  Society 
and  its  members.  Their  appointment  of  committees 
or  other  officers  will  be  based  upon  dependable  in- 
formation and  facts.  Any  restricting  action  on  the 
part  of  the  membership  hinders  the  progress  of  their 
work. 

In  the  selection  of  a Secretary  for  the  State  or- 
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ganization,  the  Council  is  wisely  deferring  final  ac- 
tion until  it  can  find  the  best  qualified  man.  I can 
assure  you  that  knowing  the  exacting  requirements 
of  that  officer,  better  than  any  member  or  delegate, 
your  Council  will  make  a wise  choice.  I urge  that 
you  permit  the  Council  to  have  a free  hand  in  this 
matter  and  that  this  House  refrain  from  dictating 
to  the  Council. 

I am  deeply  con§cious  of  the  fact  that  many  of 
the  county  societies  are  very  poorly  informed  about 
the  activities  of  the  State  Society.  This  condition 
might  result  in  much  discord  due  to  misinformation. 
The  remedy  for  this  condition  lies  with  you  men. 
The  various  matters  which  are  discussed  during 
the  meeting  should  be  thoroughly  discussed  by 
the  County  Societies  and  the  delegates  should  im- 
part instructive  comments  and  urge  unity  of  action, 
and  wholehearted  support  of  all  approved  activities. 
Independent  action  defeats  many  of  our  endeavors. 
Much  help  along  these  lines  would  come  from  a 
more  diligent  reading  of  that  portion  of  The 
Journal  devoted  to  the  activities  of  the  Council  and 
Committees. 

The  House  of  Delegates  is  no  place  in  which  to 
engage  in  matters  of  controversy  that  are  of  local 
origin.  Your  actions  should  be  in  the  interest  of 
the  whole  state  and  not  those  of  any  small  region. 
Counties  must  solve  their  own  internal  problems. 
Help  in  this  direction  may  often  be  needed  from  the 
State  officers  and  committees,  and  they  will  always 
be  ready  to  be  of  assistance. 

There  is  often  much  work  to  be  done  concerning 
legislative  matters.  Such  problems  are  planned  by 
the  State  Legislative  Committee,  and  their  plan  of 
action  is  well  outlined.  It  is  well  that  you  be  guided 
by  their  recommendations  and  those  of  the  Council. 
In  this  way  the  efforts  of  the  entire  state  will  be 
directed  from  a central  committee,  which,  you  will 
agree,  will  accomplish  more  than  independent  action. 

With  these  few  remarks  of  advice  I wish  you  a 
most  profitable  meeting.  The  officers  of  the  Society 
and  myself  want  you  to  know  that  we  deeply  ap- 
preciate the  time  and  effort  you  have  spent  in  behalf 
of  our  Society  and  we  feel  sure  that  what  con- 
structive changes  have  been  made  in  the  past  few 
years  are  due  in  no  small  part  to  the  activities  of 
the  House  of  Delegates. 

The  Speaker:  The  President’s  address  will  be 

referred  to  the  Committee  on  Society  Affairs,  of 
which  Dr.  George  Curry,  Genesee,  is  Chairman. 

The  next  order  of  business  is  the  President-Elect’s 
address,  by  Dr.  Richard  R.  Smith. 

The  audience  arose  and  applauded. 

ADDRESS  OF  PRESIDENT-ELECT 

President-Elect  Smith:  As  incoming  President,  I 
wish  merely  to  extend  my  greetings.  As  the  Speaker 
and  the  President  have  said  so  well  the  things  I 
might  say,  I am  merely  going  to  endorse  all  they 
have  said  in  regard  to  this  meeting.  I am  sure 
everybody  has  come  to  this  meeting  with  the  feeling 
that  this  is  perhaps  the  most  important  meeting  ever 
held  by  the  House  of  Delegates.  There  are  two 
matters  which  are  of  special  interest  and  impor- 
tance. You  have  before  you  the  report  of  the  Com- 
mittee on  Economics,  upon  which  you  will  be  asked 
to  make  a decision.  This  situation  is  entirely  in 
your  hands. 

You  will  remember  that  you  appointed  a com- 
mittee to  investigate  this  problem,  and  they  have 
done  their  work  thoroughly  and  well.  I would  call 
your  attention  to  the  fact  also  that  this  is  an  ex- 
tremely good  committee.  They  have  acted  wisely, 
they  have  given  it  lots  of  thought,  and  they  are  now 
proposing  to  you  a plan  for  your  consideration 
which  perhaps  will  be  the  way  out  of  our  present 
difficulties. 


You  undoubtedly  have  given  it  a lot  of  considera- 
tion. You  will  hear  debates  on  the  floor  pro  and 
con  on  this  plan.  One  can  only  ask  that  you  take 
into  consideration  all  of  the  factors  which  are  in- 
volved and  not  pass  in  any  prejudiced  way  upon  the 
question  involved. 

Of  still  more  fundamental  importance,  it  seems  to 
me,  is  the  report  of  the  Committee  on  Postgraduate 
Education  and  the  need  of  the  practitioner.  It  is 
more  fundamental  in  that  it  involves  no  question 
of  legislation  or  the  statutes  of  economics.  It  in- 
volves the  merits  of  the  profession,  the  services  we 
are  going  to  render  to  the  community,  to  the  people 
of  this  state.  Whatever  action  you  may  take  upon 
that  report,  which  you  all  have  in  your  hands  and 
I hope  have  at  least  partially  read,  I trust  will  be 
in  furtherance  of  this  splendid  program  of  post- 
graduate work,  which  promises  so  much  for  us. 

I am  hoping  that,  as  President,  I am  going  to  have 
the  cooperation  of  every  man  here,  and  of  the  3,000 
more  members  of  the  State  Society. 

I thank  you  very  much.  (Applause.) 

The  Speaker:  The  address  of  the  President-Elect 
will  be  referred  to  the  Committee  on  Society 
Business. 

The  annual  report  of  the  Council  will  be  given  by 
the  Chairman  of  the  Council,  Dr.  Burton  R.  Corbus 
(Applause.) 

Dr.  Burton  R.  Corbus  read  the  report  of  the 
Council. 

REPORT  OF  THE  COUNCIL 

To  the  House  of  Delegates: 

The  Council  has  frequently  and  freely  imparted 
its  official  actions  through  The  Journal.  It  there- 
fore presents  this  annual  report  in  summarized  form. 

FINANCES 

Our  auditor’s  report  has  been  published.  Our 
securities  are  recovering  in  value.  Funds  were  re- 
ceived from  the  MacGregor  Foundation  and  the 
20th  Century  Fund  for  the  expenses  of  the  Com- 
mittee on  Economics. 

MEMBERSHIP 

It  is  heartening  to  report  3,207  members  in  good 
standing.  On  September  1 there  were  246  delinquent 
members. 

LEGISLATION 

Your  Council  is  exceedingly  well  impressed  by 
the  activity  and  the  program  as  proposed  by  this 
year's  Legislative  Committee.  Under  its  capable,  ex- 
perienced chairman  who  is  giving  up  much  time  to 
the  work,  the  committee  is  proceeding  most  effi- 
ciently. The  program  emphasizes  the  value  of  and 
the  necessity  for  personal  contacts.  We  believe  the 
committee’s  program  to  be  most  sound,  and  we  urge 
that  the  members  of  each  County  Society  make  a 
special  effort  to  respond  to  the  requests  of  this  com- 
mittee. If  we  are  to  accomplish  anything  in  a leg- 
islative way  the  committee  must  have  the  support 
and  the  sustained  interest  of  every  member  of  the 
profession  in  the  State. 

ECONOMICS 

It  is  anticipated  that  the  most  important  matter  of 
business  to  come  before  this  House  at  this  session 
will  be  the  report  of  the  Committee  on  Economics. 
This  House  of  Delegates  should  be,  and  we  know 
that  it  is,  most  appreciative  of  the  splendid  work 
performed  by  this  committee  and  appreciative  too  of 
the  many  sacrifices  and  the  weary  hours  given  by 
each  committee  member  throughout  this  long  period 
of  study.  You  have  accepted  the  valuable  factual 
data  gathered  together.  You  have  aporoved  the  gen- 
eral principles  of  the  plan  for  Mutual  Health 
Service  limited  to  those  in  certain  economic  brackets. 
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You  have  instructed  your  committee  to  proceed  with 
the  gathering  of  facts  and  directed  it  to  formulate 
a plan  or  plans  based  on  these  facts.  You  have  in- 
structed your  committee  to  contact  employers  and 
employees,  looking  towards  the  establishment  of 
such  a plan.  It  is  now  your  obligation  to  make  the 
final  decision.  It  will  be  a difficult  matter  to  decide. 
You  will,  of  course,  consider  carefully  the  plan  or 
plans  which  will  be  presented  to  you.  We  beg  of 
you  that  you  address  yourself  to  it  most  earnestly. 
Your  Council  has  no  recommendations  to  make,  nor 
would  it  be  becoming  for  it  to  do  so.  This  com- 
mittee is  definitely  a House  of  Delegates  Commit- 
tee. Your  Council  has  furthered  the  activity  of 
this  committee  in  every  way,  but  it  has  been  ex- 
tremely careful  and  particular  not  to  alter  in  the 
slightest  any  of  the  instructions  given  to  the  Com- 
mittee by  the  House  of  Delegates.  It  has  insisted 
that  in  the  acceptance  of  funds  from  outside 
sources  both  the  spirit  and  letter  of  the  House  of 
Delegates  instructions  be  observed.  It  has  carefully 
refrained ' from  any  action  which  might  be  consid- 
ered as  creating  policies  or  in  any  way  influencing 
the  work  of  this  committee.  Were  your  Council 
called  upon  to  make  a recommendation  it  would  be 
much  embarrassed.  We  are  a cross  section  of  the 
profession  and  though  probably  more  familiar  with 
the  study  than  most  of  you,  we  yet  find  that  closer 
study  makes  the  problem  no  less  difficult.  Changing 
times  make  for  changing  minds  and  your  decision  of 
this  week  cannot  and  must  not  be  irrevocable. 

The  Council  urges  that  you  be  guided  by  the  poli- 
cies approved  by  the  American  Medical  Association. 

POSTGRADUATE  WORK 

The  Council  has  cooperated  fully  with  the  De- 
partment of  Graduate  Medicine  of  the  University 
and  the  Medical  Department  of  Wayne  University 
in  providing  postgraduate  opportunities  for  our 
members  in  Michigan. 

The  Council  is  quite  proud  of  the  expansion  of 
this  program.  Greater  expansion  is  contemplated 
and  announcement  of  opening  new  graduate  centers 
in  Flint,  Kalamazoo,  Battle  Creek  and  Grand  Rap- 
ids is  about  to  be  made.  Michigan  leads  in  mak- 
ing available  exceptional  opportunities  for  grad- 
uate work.  The  Council  urges  that  every  member 
avail  himself  of  these  opportunities. 

FERA  PROBLEMS 

When  the  Emergency  Relief  regulations  were 
promulgated  your  Council  immediately  sought  and 
secured  conferences  with  the  State  Commission. 
These  conferences  in  regard  to  medical  regulations 
and  fees  found  the  Council’s  Committee  hampered 
by  the  ill-advised  action  on  the  part  of  one  or  two 
County  units  that  had  entered  into  agreements  with 
County  Commissions.  Eventually  an  agreement  was 
made  but  it  would  have  been  more  satisfactory  had 
we  not  had  to  contend  with  these  County  precedents. 

Your  Council  requests  that  in  all  these  and  other 
matters  local  action  be  held  in  abeyance  until 
a state  policy,  satisfactory  to  the  profession,  has 
been  determined.  Independent  local  action  may  mili- 
tate against  the  profession’s  best  interests. 

Your  Council  is  now  active  in  a movement  and 
is  joining  with  other  states  and  the  American  Medi- 
cal Association  to  secure  the  appointment  of  nation- 
al, state  and  local  medical  directors.  We  feel  that 
the  appointment  of  these  medical  directors  and 
placing  on  them  the  responsibility  of  directing  medi- 
cal relief  will  eliminate  many  present  unsatisfactory 
conditions. 

ANNUAL  MEETING 

By  reason  of  its  experiences  in  supervising  the 
arrangements  necessary  for  an  annual  session  and 


because  the  selection  of  certain  places  entails  ex- 
penses far  in  excess  of  what  is  warranted,  your 
Council  requests  that  the  determination  of  the  place 
for  holding  our  annual  meetings  be  vested  in  the 
Council. 

Your  Council  transmits  the  following  invitations 
for  your  1935  meeting  place  without  recommenda- 
tion : 

Flint 

Sault  Ste.  Marie 

Mackinac  Island 

Your  Council  makes  the  following  observations : 

(1)  If  an  outing  meeting  is  deemed  desirable, 
Mackinac  Island  is  more  suitable.  The  program 
would  consist  of  half  day  general  scientific  sessions 
and  the  meeting  of  the  House  of  Delegates.  Section 
meetings,  Scientific  and  Commercial  Exhibits  would 
be  suspended. 

(2)  It  is  questionable  if  the  facilities  of  Sault 
Ste.  Marie  are  adequate  or  can  be  made  so,  and  we 
fear  a small  attendance  would  result. 

THE  JOURNAL 

The  Journal’s  standard  has  been  maintained.  The 
Council  has  adopted  the  policy  of  prompt  presen- 
tation of  Society  action  and  activities  in  every  issue 
of  The  Journal.  Members  and  County  Officers  will 
enhance  organizational  work  if  they  will  read  and 
be  guided  by  these  reports.  The  Journal  is  your 
Officers’  and  the  Council’s  avenue  of  official  commu- 
nication to  the  members. 

SECRETARY 

The  Council  has  announced  the  resignation  of  our 
Secretary,  who  has  served  you  for  twenty-two  years. 
The  Council  has  appointed  an  Acting  Secretary 
who  will  serve  until  the  January  meeting  of  the 
Council.  This  action  will  enable  the  Council  to  have 
the  opportunity  of  carefully  reviewing  the  qualifi- 
cations of  men  competent  to  discharge  the  duties 
of  this  important  office. 

CONCLUSIONS 

Medicine  is  in  a strategic  position.  Here,  by 
united  action  and  by  careful  consideration  of  the 
problems  before  us,  we  shall  continue,  as  we  have 
for  114  years,  to  work  for  the  best  interests  of  the 
public  and  the  profession  of  this  commonwealth. 

AMENDMENTS  TO  BY-LAWS 
To  the  House  of  Delegates: 

Gentlemen : 

To  clarify  conflicts  and  also  to  provide  specific 
items,  the  Council  recommends  to  the  House  of 
Delegates  the  following  amendments  to  the  By-laws. 

AMENDMENT  NO.  1 

By-Laws — Chapter  1 , Sec.  3. 

Add  the  following  two  new  paragraphs  to  the 
Section : 

“Members  who  become  reinstated  by  the  payment  of  back 
dues  shall  not  be  entitled  to  medico-legal  protection  for  any 
professional  services  rendered  during  their  period  of  arrears 
and  for  which  malpractice  claims  may  arise.” 

“For  the  purpose  of  determining  the  dues  for  new  mem- 
bers only,  the  fiscal  year  of  the  Society  shall  be  divided  into 
four  three-month  periods.  New  members  shall  pay  adjusted 
annual  dues  for  the  unexpired  quarterly  periods  of  that  year. 
Such  new  members  shall  not  be  entitled  to  medico-legal  or 
other  membership  benefits  until’  their  election  to  membership 
has  been  duly  reported  to  the  State  Secretary  and  such 
protection  and  benefits  shall  not  cover  any  period  prior  to 
their  becoming  members  in  good  standing. 

AMENDMENT  NO.  2 
By-Laws — Chapter  5 

Add  the  following  new  Section : 

“Section  11.  The  following  County  Societies  shall  con 
stitute  the  Councilor  Districts  of  the  State: 

First  District — Wayne 

Second  District — Hillsdale,  Ingham,  Jackson 
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Third  District — Branch,  Calhoun,  Eaton,  St.  Joseph 
Fourth  District — Allegan  - Kalamazoo  - Van  Buren,  Berrien, 
Cass 

Fifth  District — Barry,  Ionia-Montcalm,  Kent,  Ottawa 
Sixth  District — Clinton,  Genesee,  Shiawassee 
Seventh  District — Huron,  Lapeer,  Sanilac,  St.  Clair 
Eighth  District — Gratiot-Isabella-Clare,  Midland,  Saginaw, 
Tuscola,  Gladwin 

Ninth  District — Grand  Traverse-Leelanau,  Manistee,  Ben- 
zie, Wexford  (Wexford,  Kalkaska,  Missaukee  and 
Osceola) 

Tenth  District — Bay-Arenac-Iosco,  O.M.C.O.R.O.  (Otsego, 
Montmorency,  Crawford,  Oscoda,  Roscommon  and  Oge- 
maw combined) 

Eleventh  District — Mason,  Mecosta,  Muskegon,  Oceana, 
Newaygo,  Osceola-Lake 

Twelfth  District — Delta,  Marquette-Alger,  Schoolcraft,  Luce, 
Chippewa-Mackinac 

Thirteenth  District — Alpena-Alcona,  Northern  Michigan  (in- 
cluding Antrim,  Charlevoix,  Cheboygan,  Emmet,  Presque 
Isle) 

Fourteenth  District — Livingston,  Lenawee,  Monroe,  Washte- 
naw 

Fifteenth  District — Macomb,  Oakland 
Sixteenth  District — Wayne 

Seventee7ith  District — Menominee-Dickinson-Iron,  Ontonagon- 
Baraga,  Gogebic,  Houghton-Keweenaw 

RESOLUTION  NO.  1 

The  Council  recommends  the  adoption  of  the  fol- 
lowing resolution: 

Whereas:  Article  8,  Section  2,  of  the  Constitution  pro- 
vides that  no  more  than  four  Councilors  shall  be  elected  at 
any  annual  session,  and, 

Whereas:  In  creating  new  Councilor  Districts  and  elect- 

ing Councilors  their  terms  of  office  conflict  with  the  Con- 
stitution’s provisions,  therefore 

Be  it  resolved:  That  the  terms  of  the  present  Councilors 
shall  be  fixed  as  follows: 


Term 

Expires 

Carstens  1936 

McIntyre  1935 

Hafford  1935 

Boys  1936 

Corbus  1936 

Cook  1936 

Heavenrich  1937 

Powers  1937 

MacMullen  1937 

Urmston  1937 

Treynor  1938 

Perry  1938 

Van  Leuven  1938 

Cummings  1934 

Baker  1935 

Brunk  1935 

Manthei  1938 


Respectfully  submitted, 

B.  R.  Corbus,  Chairman. 

The  Speaker:  Thank  you,  Mr.  Chairman.  The 

report  of  the  Chairman  of  the  Council,  with  the  ex- 
ception of  that  part  referring  to  changes  in  the  Con- 
stitution and  By-laws,  and  changes  in  the  term  of 
years  of  Councilors,  will  be  referred  to  the  Commit- 
tee on  Council  Reports.  That  part  of  the  Chair- 
man’s report  with  reference  to  changes  in  the  Con- 
stitution and  By-laws  and  term  of  service  of  Coun- 
cilors will  be  referred  to  the  Committee  on  Mis- 
cellaneous Business.  If  any  members  of  those  com- 
mittees on  the  list  are  not  present,  their  alternates 
are  appointed  to  take  their  positions. 

Committee  reports.  A number  of  these  reports 
have  already  been  printed  in  The  Journal:  The  re- 
port of  the  Woman’s  Auxiliary  Committee,  Radio 
Committee,  Preventive  Medicine,  Therapeutics,  and 
Cancer  Committee. 

If  the  Chair  hears  no  objection,  those  reports  as 
printed  will  be  referred  directly  to  the  Committee  on 
Reports  of  Committees.  Hearing  no  objection,  those 
reports  are  so  referred. 

Committee  on  Legislation.  Dr.  Bradley  wishes  to 
make  a supplemental  report  in  addition  to  the  one 
which  has  been  published.  In  the  absence  of  Dr. 
Bradley,  Dr.  Christian  will  present  this  report. 

Dr.  Christian  read  a supplemental  report  of  the 
Committee  on  Legislation. 


The  Speaker:  The  supplemental  report  of  the 

Committee  on  Legislation,  in  addition  to  the  printed 
report,  will  be  referred  to  the  Committee  on  Com- 
mittee Reports. 

Dr.  Christian,  I wish  you  would  extend  to  Dr. 
Bradley  the  sympathy  of  the  House  and  the  hope 
that  he  will  soon  be  with  us. 

The  next  order  of  business  is  the  report  of  Dele- 
gates to  the  A.  M.  A.  Dr.  J.  D.  Brook,  of  Grand- 
ville. 

Dr.  T.  D.  Brook  read  the  report  of  the  Delegates 
to  the  American  Medical  Association. 

REPORT  OF  DELEGATES  TO  THE  AMER- 
ICAN MEDICAL  ASSOCIATION 

Cleveland  Session,  June,  1934 

To  present  a verbal  picture  in  abbreviated  form  of  the 
transactions  of  the  House  of  Delegates  of  the  American 
Medical  Association,  considering  the  detailed  reports  of  the 
Board  of  Trustees,  the  Secretary,  the  Judicial  Council,  the 
forty-five  sets  of  resolutions  presented,  and  the  various  com- 
mittee reports  thereon  is  not  an  easy  task,  hence  the  writer 
has  attempted  to  present  such  portions  of  the  proceedings 
as  would  appear  to  be  of  interest  and  value  to  the  mem- 
bers of  this  house  of  delegates. 

The  Cleveland  meeting  will  perhaps  be  recorded  as  one 
of  the  most  important  concerning  action  taken  in  defense 
of  the  doctor  since  the  reorganization  of  the  Association  more 
than  thirty  years  ago.  This  was  manifest  in  the  tone  of 
various  resolutions  presented  which  mentioned  apparent  in- 
fringements_  upon  the  practice  of  medicine  particularly  by 
lay  technicians,  and  again  by  resolutions  which  stingingly 
condemned  special  medical  organizations  as  issuing  pro- 
nouncements of  policies  in  the  field  of  medical  economics  and 
medical  practice  which  do  not  represent  the  views  of  or- 
ganized medicine.  The  following  resolutions  or  synopsis  of 
resolutions  and  the  committee  reports  thereon  we  believe  are 
of  interest. 

The  following  is  from  the  report  of  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations,  Dr.  Chas.  E. 
Mongan,  Massachusetts,  Chairman: 

“1.  Your  committee  heartily  approves  of  the  excellent 
work  done  by  the  Bureau  of  Legal  Medicine  and  Legislation 
in  the  matter  of  NIRA  legislation  and  urges  the  Bureau  to 
continue  to  watch  the  development  of  codes  likely  to  affect 
the  practice  of  medicine,  and  especially  to  endeavor  to  pro- 
tect the  physician  engaged  in  the  practice  of  roentgenology. 

“2.  Federal  Emergency  Relief  Administration:  Your 

committee  commends  the  interventions  of  the  Bureau  in  the 
development  of  emergency  medical  relief  service  and  approves 
of  its  acts;  your  committee  recommends  that  the  proper 
agency  of  the  American  Medical  Association  make  an  early 
survey  of  conditions  existing  at  this  time  with  a view  to 
correcting  discrepancies  in  the  service  and  making  possible 
improvements. 

“3.  Your  committee  would  point  to  the  fact  that  the 
freedom  of  choice  of  physician  has  been  preserved  in  this 
service  and  that  for  the  first  time  the  fact  that  only  the 
medical  profession  may  properly  evaluate  medical  service 
has  been  recognized. 

“4.  Federal  Civil  Works  Administration:  This  report  is 

historical.  The  only  phase  of  this  service  of  interest  now 
is  the  delay  in  adjustment  of  claims  of  physicians  for  serv- 
ices rendered.  This  delay  is  due  largely  to  the  need  of  cor- 
rection of  errors  in  the  reports  of  physicians  who  ren- 
dered the  service.  The  Bureau  should  continue  in  touch 
with  the  situation  and  facilitate  the  proceedings  as  much  as 
possible. 

“12.  Resolutions  on  Discrimination  Against  Certain  Mem- 
bers of  the  Medical  Profession:  The  matter  was  fully  cov- 

ered by  the  resolution  adopted  by  this  House  in  1933  as 
follows : 

“Resolved,  That  the  American  Medical  Association  in 
annual  session  assembled,  condemns  the  persecution  of  any 
individual  on  account  of  race  or  religion,  by  any  state  or 
under  any  flag.” 

Dr.  Geo.  E.  Follansbee,  Chairman  of  the  Tudicial  Council, 
presented  three  amendments  to  the  Principles  of  Medical 
Ethics  which  were  adopted  on  recommendation  of  the  Com- 
mittee on  Amendments  to  the  Constitution  and  By-Laws: 
The  recommendations  are  rather  lengthy  and  will  be  found 
on  page  2118  of  the  Journal.  I quote  however  two  interest- 
ing paragraphs: 

“Contract  practice  per  se  is  not  unethical.  However,  cer- 
tain features  or  conditions  if  present  make  a contract  un- 
ethical, among  which  are:  1.  When  there  is  solicitation  of 

patients,  directly  or  indirectly.  2.  When  the  compensation 
is  inadequate  to  assure  good  medical  service.  4.  When 
there  is  interference  with  reasonable  competition  in  a com- 
munity. 5.  When  free  choice  of  a physician  is  prevented. 
6.  When  the  conditions  of  employment  make  it  impossible 
to  render  adequate  service  to  the  patients.  7.  When  the 
contract  because  of  any  of  its  provisions  or  practical  results 
is  contrary  to  sound  public  policy. 

“Each  contract  should  be  considered  on  its  own  merits 
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and  in  the  light  of  surrounding  conditions.  Judgment  should 
not  be  obscured  by  immediate,  temporary  or  local  results. 
The  decision  as  to  its  ethical  or  unethical  nature  must  be 
based  on  the  ultimate  effect  for  good  or  ill  on  the  people 
as  a whole.” 

Dr.  Burt  R.  Shurly,  delegate  from  the  Section  of  Laryn- 
gology, Otology  and  Rhinology  presented  resolutions  in  re- 
gard to  hospital  inspection  and  the  committee  on  Medical 
Education,  to  whom  the  resolutions  were  referred,  recom- 
mended that  he  contact  the  Council  on  Medical  Education 
and  Hospitals  for  information  for  correction  of  abuses  men- 
tioned in  his  resolutions. 

The  following-  is  of  interest  in  the  report  of  the  Com- 
mittee on  Medical  Education.  Resolution  found  on  page 
2198. 

“2.  The  resolution  introduced  by  Dr.  L.  J.  Hirschman, 
Michigan,  and  Dr.  D.  C.  McKenney,  Section  on  Gastro- 
Enterology  and  Proctology,  on  the  recognition  of  specialties 
for  certification  by  the  American  Medical  Association,  was 
considered  by  your  committee,  to  the  deliberations  of  which 
many  members  of  the  Council  on  Medical  Education  con- 
tributed. In  view  of  the  fact  that  the  American  Medical 
Association  recognized  and  provided  a Section  on  Gastro- 
Enterology  and  Proctology,  now  in  existence  for  sixteen 
years,  this  committee  approves  of  the  resolution  and  recom- 
mends that  it  be  referred  to  the  Board  of  Trustees  and 
Council  on  Medical  Education  and  Hospitals  for  determina- 
tion of  the  methods  of  examination  and  certification  in  these 
specialties.” 

The  following  additional  report  by  Dr.  George  E.  Follans- 
bee,  Chairman  of  the  Judicial  Council,  is  in  illustration  of 
my  previous  statement  regarding  the  issuing  of  pronounce- 
ments of  policies  in  the  field  of  medical  economics  by  groups 
of  specialists: 

“Dr.  George  Edward  Follansbee,  Chairman,  presented  the 
following  report: 

“A  resolution  introduced  by  Dr.  Charles  J.  Whalen,  Illi- 
nois, calls  attention  to  a recent  action  by  the  Medical  Service 
Board  of  the  American  College  of  Surgeons  approved  by  its 
Board  of  Regents,  advocating  and  publicizing  a procedure  for 
furnishing  medical  and  hospital  care  for  certain  classes  of 
the  population.  No  consideration  appears  to  have  been  given 
to  policies  or  procedure  previously  adopted  by  the  American 
Medical  Association,  of  which  the  Board  of  Regents  are 
members.  The  American  Medical  Association  is  the  one 
organization  representing  the  entire  body  of  physicians  con- 
stituting the  medical  profession  and  by  virtue  of  that  fact 
is  the  only  organization  qualified  to  speak  for  the  varying 
interests  and  ideas  of  the  profession  as  a whole. 

“Recurring  proposals  concerning  the  entire  practice  of 
medicine  from  small  sections  of  the  profession  without  due 
regard  to  the  policies  of  the  entire  profession  as  represented 
by  the  American  Medical  Association  when  presented  to  the 
public  through  other  channels  than  the  representative  body 
are  confusing  to  the  public,  mind,  are  harmful  to  the  pro- 
fession and  give  aid  and  assistance  to  those  bodies  and  in- 
dividuals attempting  to  revolutionize  medical  practice. 

“The  Judicial  Council  therefore  recommends  the  adoption 
of  the  resolution  as  follows: 

“Whereas,  The  American  Medical  Association,  including 
100,000  physicians,  is  the  only  democratic  body  representing 
the  organized  profession  of  this  country  through  delegates 
regularly  elected  through  county  and  state  medical  societies; 
and 

“Whereas,  Other  medical  organizations  and  groups,  repre- 
senting selected  groups  of  specialists,  have  from  time  to  time 
issued  pronouncements  of  policies  in  the  field  of  medical 
economics  and  medical  practice,  which  do  not  represent  the 
views  of  organized  medicine  and  which  purport  to  guide  the 
medical  profession  and  the  public  in  the  administration  of 
medical  affairs;  and 

“Whereas,  The  House  of  Delegates  of  the  American  Med- 
ical Association  has  repeatedly  condemned  the  issuing  of  such 
announcements  and  policies,  which  seriously  embarrass  the 
attempts  of  this  organization  to  secure  adequate  care  for  the 
health  of  the  American  people  and  to  protect  the  ideals  of 
the  medical  profession;  and 

“Whereas,  The  Board  of  Regents  of  the  American  Col 
lege  of  Surgeons,  assembled  in  Chicago  on  Sunday,  June  10, 
promulgated  a policy  including  a prepayment  plan  for  med* 
ical  care,  restricted  to  so-called  ‘approved  hospitals’  to  mem- 
bers  of  the  staffs  of  such  hospitals,  and  to  physicians  accept- 
able to  such  staffs;  and 

“Whereas,  This  action  of  the  Board  of  Regents  of  the 
American  College  of  Surgeons  has  been  spread  to  the  people 
of  the  United  States  through  the  public  press  on  the  opening 
day  of  the  annual  session  of  this  House  of  Delegates;  there- 
fore, be  it 

“Resolved,  That  the  House  of  Delegates  of  the  American 
Medical  Association  express  its  condemnation  of  such  tactics 
and  of  this  apparent  attempt  of  the  Board  of  Regents  of  the 
American  College  of  Surgeons  to  dominate  and  control  the 
nature  of  medical  practice;  and  be  it  further 

“Resolved,  That  the  House  of  Delegates  request  the  Board 
of  Trustees  of  the  American  Medical  Association  and  the 
Judicial  Council  to  ask  the  Board  of  Regents  of  the  Amer- 
ican College  of  .Surgeons,  who  are  themselves  members  of 
the  American  Medical  Association,  to  explain  the  reacons  for 
their  action  and  to  justify  the  attempt  by  this  small  group 
within  a specialists  organization  to  legislate  for  all  the  med- 
ical profession  of  this  country,  truly  represented  only  by 
the  American  Medical  Association. 

“The  report  of  the  Judicial  Council  was  adopted  on  motion 


of  Dr.  C.  E.  Humiston,  Illinois,  seconded  by  Dr.  Albert 
Soiland,  Section  on  Radiology,  and  carried  unanimously.” 
Resolutions  rather  lengthy,  found  on  page  2116  of  the 
Journal  “Opposing  the  Administration  of  Anesthetics  by  Any 
One  Except  a Licensed  Physician,”  was  referred  to  the 
Reference  Committee  on  Miscellaneous  Business  which  re- 
ported through  its  Chairman,  Dr.  H.  B.  Everett,  that: 
“owing  to  the  varying  conditions  which  prevail  in  urban  and 
rural  districts,  the  matter  in  question  deserves  more  careful 
study  and  survey  than  this  committee  can  give  at  this  time. 
We  recommend  that  this  resolution  be  referred  to  the  Coun- 
cil on  Medical  Education  and  Hospitals  for  further  study 
and  report  at  a later  time.” 

Resolution  Requesting  Appointment  of  Committee  to  Con- 
tact  Leaders  of  Organized  Labor,  was  presented  by  Dr.  R.  L. 
Sensenich,  of  Indiana,  as  follows: 

“Whereas,  The  legislative  program  for  consideration  of 
the  next  congress  will  no  doubt  include  prospective  measures 
of  social  insurance,  and 

“Whereas,  There  are  those  who  strongly  favor  the  in- 
cluding in  this  program  the  enactment  of  legislation  creating 
some  form  of  sickness  insurance,  and 

“Whereas,  111  advised  legislation  would  harmfully  affect 
the  group  of  individuals  to  whom  sickness  insurance  would 
be  offered,  as  well  as  the  medical  profession,  who  would  be 
required  to  provide  the  service  and, 

“Whereas,  A review  of  the  history  of  the  creation  of 
sickness  insurance  as  recently  reported  by  the  Bureau  of 
Medical  Economics  of  the  American  Medical  Association 
indicates  that  the  establishment  of  sickness,  insurance  in 
Europe  has  frequently  been  actuated  by  political  motives  or 
economic  purposes,  not  giving  full  consideration  of  the  best 
interests  or  wishes  of  the  groups  involved,  and  in  no  country 
have  the  labor  unions  led  a demand  for  sickness  insurance, 
and, 

“Whereas,  In  the  present  period  of  readjustment  of  rela- 
tionship of  employer  and  employee,  under  guidance  of  the 
state,  the  demands  of  those  who  will  speak  for  the  body  of 
millions  of  organized  labor  will  be  an  all-important  factor  in 
determining  the  shape  any  such  legislation  will  take,  be  it 
therefore 

“Resolved,  That  the  Board  of  Trustees  be  requested  to 
appoint  a committee  whose  duty  it  shall  be,  at  the  proper 
time,  to  contact  the  leaders  of  organized  labor,  to  learn  the 
attitude  of  the  group  they  represent,  and  in  conference  with 
them  to  present  the  medical  factors  involved.” 

The  Committee  on  Economics  to  whom  this  resolution  was 
referred  reported  that: 

“Your  committee  realizes  the  importance  of  this  resolution 
and  would  recommend  that  the  Trustees  be  requested  to  con- 
tact at  such  time  and  in  such  manner  as  they  deem  proper 
with  the  leaders  of  those  groups  or  bodies  interested,  to 
bring  about  a mutual  understanding  of  their  aims  and  de- 
sires not  only  from  the  point  of  view  of  the  medical  profes- 
sion but  also  for  the  best  interests  of  the  patient  with  due 
regard  to  the  basic  beliefs  and  principles  of  medicine.  It 
would  likewise  be  well  if  the  suitable  committees  of  state 
societies  would  do  the  same.” 

Resolutions  on  Exploitation  of  Roentgenologists  in  Hos- 
pitals and  on  Barring  from  the  Practice  of  Radiology  All 
Persons  Not  Licensed  to  Practice  Medicine  and  many  others 
on  interesting  subjects  which  reflect  the  trend  of  thought 
by  our  brethren  from  various  parts  of  the  country  we  com- 
mend to  you  for  your  perusal  as  well  as  the  addresses  of 
the  President,  President-Elect,  Speaker,  Report  of  the  Secre- 
tary and  Board  of  Trustees  and  the  Committee  comments 
thereon,  as  found  in  the  June  23  and  June  30  editions  of  the 
Journal. 

Unquestionably  the  outstanding  feature  and  topic  of  dis- 
cussion was  the  presentation  of  resolutions  on  Mutual  Health 
Service  by  the  Michigan  Delegation,  as  instructed  by  this 
House  of  Delegates  on  April  12,  last. 

The  resolutions  were  presented  by  Dr.  Carl  F.  Moll,  fol- 
lowing which  Dr.  J.  H.  J.  Upham,  Ohio,  Chairman  of  the 
Board  of  Trustees,  recommended  that  the  resolutions  be  con- 
sidered in  executive  session  Monday  afternoon.  Motion  to 
that  effect  was  made  by  Dr.  Moll  and  the  session  was  called 
for  2 o’clock.  At  this  session  following  a statement  by  Dr. 
Upham  the  subject  was  referred  to  a special  committee  for 
report  at  an  executive  session  called  for  Tuesday  afternoon 
June  12.  The  Monday  afternoon  meeting  adjourned  at  2:40 
p.  m.,  following  which  your  delegates  met  with  the  special 
committee  which  continued  in  session  until  after  6 o’clock, 
discussing  the  problem.  The  committee  met  again  at  noon 
on  Tuesday,  at  which  time  suggestions  made  by  your  dele- 
gates were  incorporated  in  the  report.  The  special  commit- 
tee presented  its  report  at  the  second  executive  session  Tues- 
day afternoon.  It  is  impractical  to  present  in  this,  your 
delegates’  report,  the  special  committee  report  in  its  entirety, 
first,  because  of  its  length,  and,  secondly,  because  it  has 
been  printed  and  may  be  found  on  page  2199  of  the  Journal 
of  the  A.  M.  A.  We  feel,  however,  that  certain  salient 
features  of  the  report  are  worthy  of  repetition  at  this  time. 

The  following  portions  from  the  special  committee’s  report, 
Dr.  Nathan  B.  Van  Etten,  New  York,  Chairman,  are  there- 
fore emphasized  by  your  delegates: 

“Your  reference  committee  has  reviewed  with  painstaking 
interest  the  report  of  the  procedures  of  the  commission  of 
the  Michigan  State  Medical  Society,  commends  the  efforts 
of  the  commission  to  study  and  digest  an  important  social 
operation  concerned  with  medical  service  in  England,  ap- 
plauds the  sanity  of  its  conclusion  and  its  recorded  opposi- 
tion to  the  introduction  into  the  United  States  of  any  system 
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of  health  insurance  now  existing  in  any  country  in  Europe, 
because  no  system  conforms  at  present  with  all  of  the 
policies  adopted  by  the  Michigan  House  of  Delegates  in  July, 
1933,  namely: 

1.  Free  choice  of  physician  by  the  insured. 

2.  Limitation  of  benefits  to  those  of  medical  service. 

3.  The  control  of  medical  service  benefits  by  the  profession. 

4.  The  exclusion  of  individuals  or  organizations  that  might 
engage  in  health  insurance  for  profit. 

“Your  committee  believes  that  their  principles  are  basic- 
ally sound  and  that  they  should  be  included  within  any 
further  study  of  medical  service  to  be  adopted  as  the  policy 
of  organized  medicine. 

“Your  committee  regrets  the  criticisms  of  policy  and  sin- 
cerity of  officials  of  the  American  Medical  Association  and 
the  publicity  given  to  them  and  finds  that  it  was  due  to  a 
misunderstanding  regarding  information  which  failed  to  reach 
the  delegates  from  Michigan.  This  relates  to  the  efforts  of 
the  Board  of  Trustees,  the  Bureau  of  Medical  Economics, 
the  Secretary  and  the  Editor,  to  study  continuously  all  forms 
of  social  experiment  affecting  the  practice  of  medicine. 

“Your  committee  believes  in  the  sincerity  of  the  officials 
of  the  American  Medical  Association  in  promoting  free 
access  of  any  member  of  the  Association  to  all  of  the  files 
and  completed  records  in  which  he  may  be  interested.” 

“The  delegates  have  in  their  hands  a pamphlet  entitled 
‘Sickness  Insurance  Problems  in  the  United  States’  as  pre- 
sented by  the  Board  of  Trustees. 

“Your  committee  does  not  recommend  any  plan  but  has 
abstracted  from  the  pamphlet  the  following  principles  and 
suggests  that  they  be  followed  by  all  constituent  bodies  of 
the  American  Medical  Association  as  bases  for  the  conduct 
of  any  social  experiments  that  may  be  contemplated  by  them: 

(The  writer  of  this  report  has  taken  it  upon  himself  to 
christen  these  principles  by  naming  them  “The  American 
Medical  Association  Ten  Commandments  on  Health  Insur- 
ance of  1934.”) 

“First:  All  features  of  medical  service  in  any  method  of 
medical  practice  should  be  under  the  control  of  the  medical 
profession.  No  other  body  or  individual  is  legally  or  educa- 
tionally equipped  to  exercise  such  control. 

“Second:  No  third  party  must  be  permitted  to  come  be- 

tween the  patient  and  his  physician  in  any  medical  rela- 
tion. All  responsibility  for  the  character  of  medical  service 
must  be  borne  by  the  profession. 

“Third:  Patients  must  have  absolute  freedom  to  choose 

a duly  qualified  doctor  of  medicine  who  will  serve  them  from 
among  all  those  qualified  to  practice  and  who  are  willing  to 
give  service. 

“Fourth:  The  method  of  giving  the  service  must  retain  a 

permanent,  confidential  relation  between  the  patient  and  a 
‘family  physician.’  This  relation  must  be  the  fundamental 
and  dominating  feature  of  any  system. 

“Fifth:  All  medical  phases  of  all  institutions  involved 

in  the  medical  service  should  be  under  professional  control, 
it  being  understood  that  hospital  service  and  medical  service 
should  be  considered  separately.  These  institutions  are  but 
expansions  of  the  equipment  of  the  physician.  He  is  the 
only  one  whom  the  laws  of  all  nations  recognize  as  com- 
petent to  use  them  in  the  delivery  of  service.  The  medical 
profession  alone  can  determine  the  adequacy  and  character 
of  such  institutions.  Their  value  depends  on  their  operation 
according  to  medical  standards. 

“Sixth:  However  the  cost  of  medical  service  may  be  dis- 

tributed, the  immediate  cost  should  be  borne  by  the  patient 
if  able  to  pay  at  the  time  the  service  is  rendered. 

“Seventh:  Medical  service  must  have  no  connection  with 

any  cash  benefits. 

“Eighth:  Any  form  of  medical  service  should  include 

within  its  scope  all  qualified  physicians  of  the  locality  covered 
by  its  operation  who  wish  to  give  service  under  the  condi- 
tions established. 

“Ninth:  Systems  for  the  relief  of  low  income  classes 

should  be  limited  strictly  to  those  below  the  ‘comfort  level’ 
standard  of  incomes. 

“Tenth:  There  should  be  no  restrictions  on  treatment  or 

prescribing  not  formulated  and  enforced  by  the  organized 
medical  profession. 

“If  it  is  determined  in  a community  that  some  experi- 
ment to  change  or  improve  the  method  of  administering 
medical  service  is  desirable,  observance  of  these  principles 
will  remove  many  of  the  ‘disturbing  influences’  from  such  an 
experiment.  In  all  such  experiments,  attention  must  be 
sharply  focused  on  the  quality  of  medical  service. 

“Such  restrictions  will  undoubtedly  lower  the  enthusiasm 
of  many  of  the  present  advocates  of  such  schemes.  They  re- 
move the  interest  of  the  politician,  the  commercial  promoter 
and  all  those  who  consciously  or  unconsciously  are  seeking 
to  achieve  other  objectives  than  better  medical  care  for  those 
unable  to  provide  such  care  for  themselves  under  present 
conditions.  All  these  principles  are  directed  toward  protect- 
ing the  character  of  service  to  be  given  and  all  are  directly 
designed  to  guard  against  abuses  which  experience  shows  are 
bound  to  arise  when  these  principles  are  neglected.  In  most 
communities  it  will  be  found  that  comparatively  few  changes 
in  the  methods  of  administering  medical  care  will  be  neces- 
sary. That  type  of  medical  practice  which  preserves  the 
personal  relationships  between  physician  and  patient,  that 
maintains  the  practice  of  medicine  as  a profession,  and  that 
has  withstood  the  test  of  centuries  must  be  preserved  for 
the  best  interests  of  both  the  public  and  the  medical  profes- 
sion.” 


An  attempt  to  incorporate  into  the  report  that  a standing 
committee  of  seven  from  the  A.  M.  A.  house  of  delegates 
composed  of  men  in  the  active  practice  of  medicine  be  ap- 
pointed to  further  study  the  subject  was  defeated  following 
the  recommendation  of  the  Committee  on  Economics,  to 
whom  it  was  referred,  which  stated  that  it  was  apparent  that 
the  Bureau  of  Medical  Economics  has  every  facility  for 
further  study. 

Unfortunately  the  Michigan  resolutions  not  having  been 
accompanied  by  all  the  necessary  information  incident  to 
their  proper  defense,  your  delegates  were  somewhat  handi- 
capped in  debate.  This  situation  had  undoubtedly  been 
brought  about  through  misunderstandings  between  some  of 
the  members  of  our  Society,  your  delegates,  and  the  offi- 
cers of  the  A.  M.  A.  We  harbor  no  ill  will  and  we  criticize 
no  one,  realizing  fully  that  speed  and  action  were  necessary 
and  that  perhaps  it  was  taken  for  granted  that  we  were  well 
informed.  We  all  make  mistakes  which  in  retrospect  would 
not  have  occurred  and  in  that  spirit  we  accepted  the  situa- 
tion. Your  delegates  were  very  cordially  received  and  very 
fairly  treated  by  an  unbiased  committee  well  selected  by  the 
speaker,  except  that  Dr.  Sinai  was  not  called  before  the 
committee  in  the  face  of  the  fact  that  your  delegates  had  re- 
quested that  he  be  allowed  to  appear. 

Your  delegates  were  extremely  diligent  and  made  a sin- 
cere effort  to  carry  out  the  instructions  of  this  house  and 
although  we  were  not  successful  in  obtaining  the  appoint- 
ment of  a special  committee  for  further  study  of  the  sub- 
ject, the  Michigan  resolutions  did  bring  forth  from  the 
American  Medical  Association  its  position  on  Health  Insur- 
ance as  promulgated  in  the  ten  points  heretofore  mentioned, 
based  practically  on  Michigan’s  four  points.  We  believe 
this  to  be  an  outstanding  achievement  to  the  everlasting 
credit  of  the  Michigan  State  Medical  Society. 

Regardless  of  the  conditions  which  prompted  the  con- 
troversy between  our  Society  and  the  A.  M.  A.,  we  believe 
that  sincere  attempts  should  be  made  to  avoid  them  in  the 
future  to  the  end  that  the  various  units  of  organized  medi- 
cine may  be  united  to  meet  the  common  foe. 

The  Cleveland  meeting  adjourned  following  the  election 
of  James  S.  McLester  of  Birmingham,  Alabama,  as  Presi- 
dent-elect, Dr.  Olin  West  as  Secretary  and  Dr.  F.  D.  Warns- 
huis,  as  Speaker,  and  selected  Atlantic  City  as  the  1935 
place  of  meeting. 

All  of  which  is  respectfully  submitted  and  signed  by  your 
Delegates. 

The  Speaker:  This  report  will  be  referred  to  the 

Committee  on  Society  Business. 

Those  are  all  of  the  special  committee  reports. 
The  next  order  of  business  is  the  report  of  the 
Committee  on  Economics,  Dr.  W.  H.  Marshall  of 
Genesee,  Chairman. 

Dr.  L.  J.  Hirschman  (Wayne)  : I move  that  we 
recess  for  five  minutes  before  this  report  is  read. 

The  motion  was  regularly  supported  and  carried 
and  the  House  recessed  for  five  minutes. 

Dr.  L.  J.  Hirschman  (Wayne)  : I move  that  this 

House  of  Delegates  go  into  executive  session  to 
receive  the  report  of  the  Committee  on  Economics. 

Dr.  Karl  Brucker  (Ingham)  : I support  the  mo- 

tion. 

The  Speaker:  Moved  by  Dr.  Hirschman  of 

Wayne,  and  supported  by  Dr.  Brucker  of  Ingham, 
that  the  House  of  Delegates  go  into  executive  ses- 
sion to  receive  the  report  of  the  Committee  on 
Economics. 

All  those  in  favor  say  “aye” ; those  opposed,  “no.” 
It  is  carried. 

I will  appoint  as  Sergeants-at-Arms  Dr.  Ellet  of 
Berrien  and  Dr.  Andrews  of  Kalamazoo.  Only  dele- 
gates, officers  of  the  Society,  or  members  of  the 
Society  may  remain  while  the  House  is  in  executive 
session. 

Upon  vote  of  the  House,  Dr.  Sinai  and  Dr.  Henry 
Vaughan  were  invited  into  the  executive  session. 

We  will  now  listen  to  the  report  of  the  Chairman 
of  the  Committee  on  Economics,  Dr.  Marshall. 

Dr.  W.  H.  Marshall  read  the  first  three  pages  of 
the  report  of  the  Committee  on  Economics. 

REPORT  OF  COMMITTEE  ON  MEDICAL 
ECONOMICS 

Three  years  have  elapsed  since  the  House  of  Delegates  ap- 
pointed a special  Committee  to  survey  the  medical  services 
and  health  agencies  in  Michigan.  It  is  appropriate  that  at 
this  time  the  special  committee  which,  since  last  year,  has 
been  designated  as  your  Committee  on  Medical  Economics, 
review,  briefly,  its  activities  to  date. 
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It  is  to  the  everlasting  credit  and  a tribute  to  the  vision 
of  the  State  Society  that  it  has  been  working  for  three  years 
upon  problems  that  only  recently  have  engaged  the  atten- 
tion of  practically  all  other  state  societies.  For  evidence 
of  this,  one  but  needs  to  examine  the  current  literature 
Thus,  Michigan,  through  its  collection  of  factual  informa- 
tion, is  in  a strong  position  to  present  the  case  and  cause 
of  the  profession  to  government  officials,  the  public  and  to 
other  medical  organizations.  Your  committee  regards  this 
as  one  of  the  most  important  results  of  the  society  s activi- 
ties, a result  to  which  later  reference  will  be  made. 

In  July,  1933,  your  committee  presented  a large  body  ot 
facts,  with  recommendations,  to  a specially  convened  House 
of  Delegates.  It  is  significant  that  those  facts>  though  they 
have  been  subjected  to  minute  and,  at  times,  hypercritical 
analysis,  have  not  been  controverted.  The  purpose  m pre- 
senting the  detailed  factual  evidence  was  to  secure  some 
agreement  among  the  members  of  the  profession  concerning 
the  nature  of  medical  economic  problems.  Without  this 
agreement,  your  committee  felt  that  Michigan  would  engage 
in  the  hopeless  controversy  that  characterizes  so  much  of 
the  present-day  discussion  in  the  United  States. 

Briefly,  the  facts  adduced  were: 

1.  Michigan  has  a large  body  of  people  whose  annual  in- 
comes are  insufficient  to  provide  the  necessities  of  life. 
During  periods  of  economic  stress,  this  group  increases  to  an 
extent  that  is  difficult  to  calculate. 

2.  Michigan  has  a large  body  of  people  whose  annual  in- 
comes are  sufficient  to  provide  the  ordinary  necessities  or 
life.  Normally,  this  group  contains  the  largest  number  of 

P 3P  Michigan  has  a comparatively  small  body  of  people 
whose  incomes  are  sufficient  to  provide  both  the  ordinary 
and  extraordinary  necessities  of  life. 

4.  Because  of  its  nature,  medicine  is  in  an  anomalous 
position  as  a necessity.  It  is  the  only  accepted  necessity 
that  is  unpredictable  and  therefore  unbudgetable.  Herein  lie 
the  differences  between  medical  care  and  such  items  as 
food,  shelter,  fuel  and  clothing. 

5.  The  American  people  purchase  what  they  are  taught 
to  purchase;  hence,  when  the  need  for  medical  care  arises, 
it  is  too  often  found  that  the  family  surplus  has  been  ex- 
pended and  mortgaged  for  the  purchase  of  items  of  secondary 
importance.  In  this  aspect  of  American  life,  the  profession 
faces  a fact  which  no  amount  of  criticism  alone  will  solve. 
If  the  consumption  of  patent  medicines  has  increased  so  tre- 
mendously in  spite  of  the  direct  and  concerted  attack  of  the 
profession,  how  much  less  could  be  expected  from  any  attack 
on  the  purchase  of  movies,  radios,  fur  coats  and  automobiles 
in  lieu  of  medical  service.  There  is  little  doubt  that  even 
among  the  higher  income  groups,  the  medical  profession  in- 
cluded, it  would  be  found  that  many  luxury  items  are  pur- 
chased before  all  provisions  are  made  for  the  insecurities  of 
long  illness,  death  or  other  catastrophes. 

6.  As  a result  of  the  foregoing  factors  that  adversely 
affect  the  distribution  of  medical  services,  there  is  a tend- 
ency on  the  part  of  the  public  to 

a.  Postpone  medical  care  until  emergency  care  becomes 

necessary.  . 

b.  Place  upon  the  medical  profession  an  excessive  burden 
of  free  or  only  partially  compensated  service. 

7.  The  net  result  of  this  is  seen  in  the  following  situa- 
tions: 

a.  Those  of  the  population  who  have  lived  provident  lives 
may  suffer  a loss  of  all  or  a large  portion  of  their 
savings  through  the  emergencies  of  sickness. 

b.  Those  who  have  been  improvident  may  receive  services 
of  a comparable  nature  at  an  exceedingly  low  cost. 

8.  All  this  adversely  affects  the  lives  and  the  incomes 
of  physicians  as  shown  by  the  fact  that  in  1929  one-third 
of  all  those  practicing  in  the  United  States,  and  in  1931 
one-half  of  those  in  Michigan,  received  incomes  below  $2,500. 
Until  the  last  five  years  this  low-income  group  of  physicians, 
having  no  knowledge  of  the  number  included  in  its  ranks, 
has  been  relatively  inarticulate.  It  is  now  becoming  less 
so  and  the  utterances  of  medical  leaders  with  high  incomes 
that  free  service  and  partially  compensated  service  are  the 
divine  rights  of  the  physicians  are  falling  upon  less  recep- 
tive ears. 

9.  Finally,  the  probable  effect  of  the  low  incomes  of  so 
many  physicians  upon  the  quality  of  medical  service  has 
been  given  too  little  thought  throughout  the  country.  More 
will  be  said  later  concerning  this  factor. 

These  are  a few  of  the  salient  facts  that  flowed  from  the 
study  of  Michigan’s  medical  problems.  They  appeared  to 
show  clearly  the  nature  of  the  major  problems  and  to  justify 
the  conclusions  reached  by  your  committee.  Their  accept- 
ance by  the  House  of  Delegates  cleared  the  way  for  a con- 
sideration of  any  solutions  that  might  be  offered. 

At  the  annual  meeting  in  September,  1933,  your  commit- 
tee presented  a “continuation  program”  for  the  approval  of 
the  Delegates.  In  spite  of  the  great  number  of  problems  in 
the  state,  your  committee  suggested  that  it  devote  its  efforts 
during  the  year  to  three  aspects  of  medical  service,  as  fol- 
lows: 

1.  A study  of  postgraduate  medical  needs  and  the  presenta- 
tion of  a plan  or  plans  to  meet  professional  and  public 
requirements. 

2.  A study  of  the  care  of  indigents,  and  the  presentation 
of  a plan  or  plans  applicable  to  local  areas  in  the  State. 

3.  A study  of  health  insurance  and  the  presentation  of  a 
plan  or  plans  in  accordance  with  the  policies  adopted 
by  the  House  of  Delegates. 


The  House  of  Delegates  approved  this  program  and  there- 
fore your  committee’s  report  will  now  deal  with  each  of  the 
above  items. 

POSTGRADUATE  EDUCATION 

In  its  first  series  of  studies,  your  committee  gathered  cer- 
tain data  concerning  the  physician’s  postgraduate  activities. 
The  evidence  was  very  disturbing,  but  because  of  its  incon- 
clusive nature  no  conclusions  were  drawn  and  a further 
study  was  undertaken.  The  results  of  this  study  have  been 
received  by  each  Delegate.  Your  committee  regards  it  as 
the  most  comprehensive  study  of  this  aspect  of  medicine 
that  has  ever  been  made.  Its  content  is  a most  emphatic 
command  that  the  profession  undertake  immediate  steps  to 
improve  the  quality  of  medical  care.  To  say  that  the  United 
States  provides  the  highest  quality  of  medical  service  obtain- 
able in  the  world  is  only  to  beg  the  point.  The  efforts  of 
the  medical  profession  will  not  be  done  until  it  may  be  said 
that  the  United  States  has  the  highest  quality  of  service  that 
science  permits.  If  this  objective  is  to  be.  attained  it  will 
require  the  combined  efforts  of  the  educational  institutions 
and  the  profession. 

At  this  time  I shall  call  upon  the  Chairman  of  the  Sub- 
committee on  Postgraduate  Education  to  present  his  report 
and  recommendations:  Dr.  C.  G.  Jennings. 

Dr.  Jennings  being  absent,  Dr.  Marshall  continued. 

HEALTH  INSURANCE 

In  April,  1934,  at  a special  meeting,  in  Flint,  the  House  of 
Delegates  approved  the  general  principles  of  an  experiment 
in  health  insurance  titled  “Mutual  Health  Service.”  Em- 
phasis was  placed  upon  the  experimental  nature  of  the  pro- 
gram and  your  committee  was  directed  to  prepare  the  final 
details  of  a plan  for  the  consideration  of  the  Delegates.  Un- 
foreseen circumstances  prevented  the.  completion  of  the  pro- 
gram. Because  of  financial  obstacles  it  was  necessary  to  post- 
pone work  on  the  details  until  July  1.  It  will  be  recognized 
that,  in  view  of  the  size  of  the  task,  two  months  were  insuf- 
ficient to  produce  a carefully  considered  program. 

Because  of  the  situation  in  health  insurance  in  the  United 
States,  your  committee  withheld  final  action  on  its  report 
and  recommendations  until  last  night.  The  wisdom  of  this 
course  is  proved  by  the  developments  that  have  taken  place 
during  the  past  three  weeks. 

Since  July  1,  and  under  the  leadership  of  the  medical  pro- 
fession, other  professional  groups  in  Michigan  have  been 
studying  and  formulating  programs  in  connection  with 
“Mutual  Health  Service.”  To  date,  committees  have  been 
appointed  by  the  dentists,  hospital  administrators  and  nurses. 
The  chairmanships  of  these  committees  are  held  by  Dr.  M. 
Webster  Prince,  Dr.  Stewart  Hamilton,  and  Miss  Grace 
Ross,  respectively. 

An  indication  of  the  size  of  the  task  necessary  to  for- 
mulate final  details  may  be  seen  in  the  work  of  the  dental 
committee.  The  most  important  question  to  be  answered  is 
“What  are  the  dental  needs  of  the  population,  according  to 
different  age  groups?”  Data  on  this  question  are  almost 
entirely  lacking.  The  Dental  Committee  has  received  the  re- 
sults of  4,000  oral  examinations  recently  made  by  the  Chi- 
cago Dental  Society.  The  Chicago  group  contributed  the 
examinations  and  the  Michigan  committee  is  proceeding  with 
the  analysis  of  the  results.  In  addition,  the  Michigan  dental 
committee  is  planning  further  examinations  to  serve  as  con- 
trols upon  the  Illinois  results.  Only  in  this  manner  will  it 
be  possible  to  determine  the  services  and  costs  for  the  mini- 
mum of  adequate  dental  care. 

In  anticipation  of  the  development  of.  the  final  detailed 
plan,  your  committee’s  discussions  with  industry  and  labor 
have  been,  thus  far,  of  a general  nature.  While  both  of 
these  groups  have  shown  interest — in  certain  instances,  keen 
interest — your  committee  has  not  pushed  this  aspect  of  its 
activities.  It  is  felt  that  progress  in  this  direction  must 
await  the  time  when  the  details  of  the  plan  are  more  nearly 
completed.  Only  then  can  the  discussions  with  industry  and 
labor  become  specific.  As  it  is,  the  discussions  must  be 
limited  to  general  principles. 

Your  committee  is  attempting  to  follow  rigidly  the  course 
outlined  by  the  House  of  Delegates  in  April.  A tentative 
legal  opinion  concerning  “Mutual  Health  Service”  has  been 
secured.  It  is  to  the  effect  that  “the  plan  as  proposed  is 
lawful  and  valid  and  may  properly  be  carried  into  effect 
by  the  organization  of  a non-profit  corporation  under  Mich- 
igan laws”  and,  further,  “that  the  plan  proposed  does  not  in- 
volve the  writing  of  insurance  and  is,  therefore,  entirely 
consistent  with  the  Michigan  laws.” 

At  this  time  it  is  appropriate  to  point  out  certain  of  the 
effects  of  the  actions  of  the  House  of  Delegates  in  Michigan. 
The  action  relative  to  Mutual  Health  Service  in  all  prob- 
ability may  serve  to  prevent  a recurrence  in  the  United 
States  of  the  deplorable  situation  that  prevailed  in  England 
in  1912.  The  statement  of  Dr.  Alfred  Cox,  Secretary- 
emeritus  of  the  British  Medical  Association,  is  peculiarly 
significant  in  the  light  of  occurrences  in  the  United  States 
in  1934: 

“With  reference  to  the  policy  of  the  medical  profession 
towards  health  insurance,  it  was  emphasized  that  the  profes- 
sion should  be  first  in  the  field  -with  plans  and  program. 
It  was  further  emphasized  that  there  is  grave  danger  in 
waiting  for  action  to  be  taken  by  the  public  or  the  politicians. 
‘If  the  doctors  don’t  know  what  is  necessary  in  medical  care, 
who  does?’*** 

“If  the  profession  had  been  first  in  the  field  with  a plan, 
there  would  have  been  saved  much  bitter  feeling  within  the 
profession  as  well  as  loss  of  public  prestige.*** 
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“The  struggle  that  took  place  before  the  Bill  was  adopted 
almost  split  the  British  Medical  Association.” 

It  was  the  action  taken  by  Michigan  in  April  that  brought 
the  matter  specifically  before  the  delegates  at  Cleveland. 
Therefore,  it  was  through  Michigan’s  leadership  that  the 
delegates  of  the  American  Medical  Association  adopted  the 
ten  principles  for  the  guidance  of  the  profession  in  the 
United  States.  Though  certain  of  the  principles  may  lend 
themselves  to  various  interpretations,  they  should  serve  to 
consolidate  the  profession  in  the  interests  of  constructive 
action. 

Commenting  upon  this  action,  an  editorial  in  the  British 
Medical  Journal,  of  August  4,  1934,  states: 

“Remembering  the  events  of  1911-12  in  Britain  we  can  well 
understand  the  alarm  felt  lest  the  medical  profession  of  the 
United  States  should  come  to  grief  through  divided  coun- 
sels.” 

The  public  response  to  the  action  taken  in  Michigan  is 
shown  in  the  following  excerpt  from  an  article  in  the  New 
York  Times  of  June  IS: 

“Michigan  expects  to  experiment  cautiously  in  three  coun- 
ties possibly,  carefully  studied  and  controlled.***  This  may 
mean,  if  it  is  any  indication  of  a trend,  that  American 
physicians  may  take  the  planning,  inauguration  and  control 
of  some  new  system  into  their  own  hands.” 

The  task  of  your  committee  has  not  been  made  easier 
by  reason  of  certain  mental  hazards.  It  is  not  immune  to 
whispered  criticism  of  its  motives  nor  is  it  equipped  with  an 
impenetrable  armor  against  the  misinterpretations  of  the 
actions  of  the  House  of  Delegates.  These  could  not  help 
but  slow  down  and  add  immeasurably  to  the  difficulties  both 
of  research  and  planning. 

However,  your  committee  wishes  to  report  two  major 
events  that  have  occurred  within  the  past  three  weeks. 
These  completely  justify  the  Society’s  expenditure  of  money, 
time  and  thought  upon  medical  economic  problems. 

The  first  is  concerned  with  the  national  trend  toward 
health  insurance.  President  Roosevelt  has  appointed  a spe- 
cial committee  on  Economic  Security  to  consider  social  insur- 
ance. The  committee  includes  Secretary  Perkins  as  Chair- 
man, Secretary  Morganthau,  Secretary  Wallace,  Attorney 
General  Cummings  and  Federal  Relief  Administrator  Hop- 
kins. The  committee  has  appointed  certain  members  of  a 
technical  board  under  the  directorship  of  Edwin  E.  Witte. 
The  staff  of  this  board  includes,  among  others,  Edgar  Syden- 
stricker  of  the  Milbank  Foundation. 

Your  committee  recommends  a careful  reading  of  the 
editorial  appearing  in  the  Journal  of  the  American  Medical 
Association  of  August  25.  The  following  excerpts  from  this 
editorial  are  highly  significant: 

“The  appointment  by  the  President  of  the  Committee  on 
Economic  Security,  is  assurance  that  the  President  intends 
to  go  ahead  with  his  program,  and  the  committee  interprets 
the  executive  order  that  created  it  as  a mandate  to  survey 
the  entire  field  and  outline  a complete  program  for  economic 
security.***  At  the  annual  session  of  the  American  Medical 
Association  in  Cleveland,  ten  principles  for  the  guidance  of 
the  medical  profession  in  setting  up  any  plan  were  unani- 
mously adopted.  The  medical  profession,  in  setting  forth 
these  principles,  aims  to  protect  the  quality  of  medical  service 
rendered  to  the  people  and  to  safeguard  the  relationship 
between  patient  and  physician  which  is  fundamental  to  the 
best  type  of  medical  practice.***  It  is  to  be  hoped  that  the 
American  medical  profession  merits  enough  recognition  from 
our  government  to  cause  that  government  to  seek  its  advice 
and  its  assistance  in  the  development  of  those  plans  from 
the  very  first  step  in  the  consideration.” 

Concerning  the  last  quotation,  your  committee  feels  that 
Michigan  now  occupies  an  enviable  position  among  medical 
organizations  in  the  United  States.  While  other  organiza- 
tions have  shown  a tendency  to  expend  their  energies  on  con- 
troversies and  philosophic  digressions,  Michigan  has  directed 
itself  toward  scientific  research.  Its  three  year  record  of 
careful,  constructive  effort  and  action  entitles  it  to  a sym- 
pathetic hearing  in  which  its  opinions  will  carry  weight. 

One  of  the  most  disturbing  aspects  of  this  national  develop- 
ment is  a matter  which  should  give  pause  to  the  whole  pro- 
fession in  the  United  States.  The  action  in  Washington 
raises  the  question:  Why,  or  by  what  chain  of  events,  has 

the  profession  been  placed  in  a secondary  position  as  advisor 
in  medical  economics?  No  angry  retort  to  this  question  will 
serve  any  good  purpose.  The  diagnosis  of  a pathological  con- 
dition is  not  aided  either  by  the  refusal  to  recognize  a 
symptom  or  by  anger  at  its  manifestation. 

The  second  of  the  two  major  events  was  the  publication 
of  the  Report  of  the  Committee  on  Economics  of  the  Cana- 
dian Medical  Association.  This  report  titled  “A  Plan  for 
Health  Insurance”  is  now  under  consideration  by  the  Pro- 
vincial Medical  Societies.  The  committee  of  twenty-seven 
members  responsible  for  the  plan  makes  these  statements: 
“In  this  as  in  other  matters,  it  is  the  body  which  has 
prepared  a concrete  proposal  which  may  expect  this  proposal, 
with  modifications,  to  be  accepted  and  to  provide  the  basic 
plan  for  the  final  scheme.  The  original  basic  plan  is  always 
difficult  to  change,  hence  its  vital  importance.  For  this 
reason  alone  the  medical  profession  of  Canada  should  be 
prepared  with  such  a plan,  if  they  desire  to  direct  the  de- 
velopment of  health  insurance  along  the  lines  which  to  the 
members  appear  to  be  best.  This  is  not  a selfish  motive, 
because  what  is  best  for  the  medical  profession  must  be  best 
i°r  the  public.  Passive  opposition  gets  nowhere.*** 

“The  organized  medical  profession  should  accept  their  ob- 


vious responsibility  to  give  leadership  in  the  professional  as- 
pects of  medical  services.  The  organized  medical  profession 
has  the  right  to  expect  that  they  will  be  consulted  by  any 
government  considering  health  insurance  or  other  similar 
legislation  affecting  the  provision  of  medical  care.  That  the 
medical  profession  should  be  consulted  is  in  the  public  inter- 
est because  the  public  and  the  medical  profession  are  mutual- 
ly and  equally  interested  in  securing  and  maintaining  a high 
standard  of  medical  service.  It  is  the  public  who  would 
suffer  from  any  lowering  in  the  standards  of  medical  care.” 

Certain  of  the  seventeen  principles  adopted  by  the  Cana- 
dian Committee  are  of  interest  to  this  House  of  Delegates 
for  two  reasons:  first,  conditions  in  Canada  do  not  differ 
greatly  from  those  in  the  United  States;  and,  secondly,  be- 
cause of  the  studies  and  actions  of  the  profession  in  Mich- 
igan. The  principles  are  as  follows: 

1.  “That  the  professional  side  of  health  insurance  medical 
service  be  the  responsibility  of  the  organized  medical  pro- 
fession through  the  appointment,  by  the  medical  societies, 
of  a Central  Medical  Services  Committee  and  Local  Medical 
Services  Committees  to  consider  and  advise  on  all  questions 
affecting  the  administration  of  the  medical  benefit. 

2.  “That  medical  care  for  indigents  be  provided  under  the 
Plan,  the  State  to  pay  the  premiums  of  the  indigent,  who 
then  receive  medical  care  under  exactly  the  same  conditions 
as  the  insured  person. 

3.  “That  the  Plan  be  compulsory  for  persons,  with  de- 
pendents, having  an  income  of  less  than  $2,500  per  annum; 
and  for  persons,  without  dependents,  having  an  income  of 
$1,200  and  less  per  annum. 

4.  “That  the  dependents  of  insured  persons  be  eligible 
for  the  medical  benefit. 

5.  “That  there  be  offered,  on  a voluntary  basis,  to  those 
with  incomes  above  the  health  insurance  level.  Hospital  Care 
Insurance,  and  that  this  be  administered  as  part  of  the  State 
Health  Insurance  Plan. 

6.  “That  the  only  benefit  under  the  plan  be  the  medical 
benefit. 

7.  “That  the  medical  benefit  be  organized  as  follows: 

(a)  Every  qualified  licensed  practitioner  to  be  eligible  to 
practice  under  the  Plan; 

(b)  The  insured  person  to  have  freedom  of  choice  of  gen- 
eral practitioner; 

(c)  The  medical  service  to  be  based  upon  making  available 
to  all  a general  practitioner  service  for  health  super- 
vision and  the  treatment  of  disease; 

(d)  Additional  services  to  be  secured  normally  through  the 
general  practitioner: 

(1)  Specialist  and  consultant  medical  service  (only 
those  so  designated  to  be  eligible  to  practise  as  spe- 
cialist and  consultant); 

(2)  Visiting-nurse  service  in  the  home; 

(3)  Hospital  care; 

(4)  Auxiliary  services — usually  in  hospital; 

(5)  Pharmaceutical  service. 

(e)  Dental  service  arranged  direct  with  dentist  or  upon 
reference. 

8.  “That  the  Insurance  Fund  should  receive  contributions 
from  the  insured,  the  employers  of  the  insured,  and  the 
State. 

9.  “That  the  medical  practitioners  of  each  local  area  be 
remunerated  according  to  the  method  of  payment  which  they 
select. 

10.  “That  the  Central  Medical  Services  Committee  decide 
the  relationship  between  specialist  and  general  practitioner 
fees,  and  between  medical  and  surgical  fees. 

11.  “That  contract-salary  service  be  limited  to  areas  with 
population  insufficient  to  maintain  a general  practitioner  in 
the  area  without  additional  support  from  the  Insurance 
Fund. 

12.  “That  no  economic  barrier  be  imposed  between  doctor 
and  patient,  but  that  the  insured  be  required  to  pay  a part 
of  the  cost  of  medicines.” 

It  will  be  noted  that  there  is  a rather  remarkable  agree- 
ment between  the  majority  of  these  principles  and  those 
adopted  in  Michigan  last  April. 


In  the  light  of  these  and  other  developments  in  health 
insurance,  your  committee  sees  three  courses  that  may  be 
followed  by  the  profession.  Your  committee  believes  that 
the  selection  of  any  of  the  courses  is  a burden  which 
should  be  borne  by  the  House  of  Delegates.  It,  therefore, 
presents  the  courses  without  any  specific  recommendations: 

First:  The  House  of  Delegates  may  reverse  its  position 

of  last  April,  discharge  the  Committee  on  Medical  Economics, 
discard  its  principles  of  health  insurance  and  oppose  any 
national,  state  or  local  programs  or  experiments  in  that 
direction. 

Second:  The  House  of  Delegates  may  postpone  action  on 

health  insurance  continue  the  Committee  on  Medical  Eco- 
nomics, and  hold  itself  ready  for  a special  call  if  and  when 
national  or  state  programs  of  health  insurance  appear  immi- 
nent to  this  House  of  Delegates. 

Third:  If  there  is  sufficient  evidence  that  the  probable 

development  of  health  insurance  is  no  longer  debatable  and 
that  the  method  of  its  development  is  the  subject  of  major 
importance,  the  House  of  Delegates  may  reaffirm,  with  such 
changes  as  it  deems  necessary,  the  principles  already  adopted, 
re-direct  the  Committee  on  Medical  Economics  in  the  con- 
tinuation of  its  work,  and  request  a voice  in  any  national 
or  state  consideration  of  health  insurance. 
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As  already  stated,  these  three  courses  are  presented  with- 
out any  recommendation  for  a choice.  The  Delegates  may 
see  other  courses  that  are  outside  the  vision  of  the  Committee. 

MISCELLANEOUS 

Because  of  the  rapidly  changing  aspects  of  the  medical 
care  of  indigents  due  to  the  program  of  federal  relief,  your 
committee  postponed  any  specific  study  of  this  problem. 
The  Chairman  attended  a number  of  conferences  with  the 
State  Relief  Commission.  The  results  of  these  conferences 
have  been  reported.  As  is  already  known,  your  committee 
gave  some  attention  to  the  care  of  the  indigents  in  the  pro- 
gram of  health  insurance. 

The  only  important  change  in  the  program  was  the  addi- 
tion of  the  study  of  the  Detroit  Plan  of  Medical  Participa- 
tion. The  data  collected  were  reviewed  by  a special  sub- 
committee that  submitted  the  following  report: 

The  Sub-committee  of  the  Committee  on  Medical  Eco- 
nomics herewith  renders  its  report  on  its  study  of  the  De- 
troit Medical  Participation  Plan.  The  Plan  has  been  re- 
viewed and  data  collected  are  submitted  herewith  together 
with  a statement  by  Doctor  H.  F.  Vaughan.  The  Committee 
makes  the  recommendation  that  this  study  be  continued  in 
view  of  its  inability  to  prove  or  disprove  its  value.  It  further 
recommends  that  further  study  be  on  future  operations  of 
the  plan  or  a planned  schedule  for  statistical  research.  The 
Committee  wishes  to  go  on  record  as  believing  that  the 
future  operation  of  the  Detroit  Plan  will  be  materially  bene- 
fited by  the  present  study. 

Also,  that  Doctor  Sinai  and  his  assistants  on  the  research 
committee  be  thanked  and  congratulated  on  the  thoroughness 
of  their  work  and  the  time  they  put  on  it,  and  that  Doctor 
Vaughan’s  spirit  of  cooperation  be  appreciated. 

In  order  to  prevent  the  overlapping  of  activities  by  state 
or  local  committees,  and  because  medical  participation  is  of 
primary  importance  to  the  State  Committee  on  Preventive 
Medicine  and  the  Committee  on  Public  Health  of  the  Wayne 
County  Medical  Society,  your  committee  recommends  that 
any  further  study  of  medical  participation  and  the  data  col- 
lected thus  far  be  placed  in  the  hands  of  the  above  com- 
mittees. 

As  recommended  by  the  House  of  Delegates,  your  com- 
mittee has  requested  the  President  of  the  University  of 
Michigan  to  appoint  a special  committee  on  University  Hos- 
pital policies.  This  committee  is  to  meet  with  a committee 
from  the  State  Medical  Society  to  consider  the  role  of  the 
University  Hospital  in  the  provision  of  medical  care.  The 
membership  of  the  two  committees  is  as  follows: 

University  Committee : Dr.  F.  A.  Coller,  Dr.  A.  C.  Fur- 

stenberg  and  Dr.  U.  J.  Wile. 

State  Medical  Society  Committee : Dr.  H.  A.  Plaggemeyer, 

Dr.  J.  B.  Jackson  and  Dr.  H.  B.  Randall. 

Your  committee  wishes  to  pay  tribute  to  the  work  of  the 
sub-committees.  But  for  the  assistance  given  by  the  mem- 
bers of  these  committees  it  would  have  been  impossible  to 
work  in  any  effective  manner.  With  their  aid  it  has  been 
possible  for  the  Michigan  State  Medical  Society  to  conduct 
its  studies  in  a logical  sequence  and  to  view  the  results  dis- 
passionately. 

It  is  the  element  of  social  responsibility  that  distinguishes 
the  profession  from  a business  or  trade.  In  our  social  and 
economic  structure  the  profession  stands  out  like  a vein  of 
gold  running  through  quartz.  Surrounded  by  the  theories 
and  practices  of  business,  the  wonder  is  not  that  the  pro- 
fession has  been  affected  here  and  there  by  these  influences. 
The  wonder  is  that  we  may  still  point  to  and  take  pride  in 
our  acceptance  of  the  responsibility  which  places  the  “good 
of  society”  in  the  forefront. 

The  garment  of  leadership  is  not  an  easy  one  to  wear. 
Its  size  is  large,  and  when  it  falls  upon  narrow  shoulders 
its  folds  tend  to  hamper  and  suffocate  the  wearer.  Your 
committee  believes  that  when  the  history  of  medical  econ- 
omics is  written,  Michigan  will  be  shown  to  have  justified 
her  traditions. 

Respectfully  submitted, 

F.  A.  Baker,  M.D. 

L.  G.  Christian,  M.D. 

B.  U.  Estabrook,  M.D. 

I.  W.  Greene,  M.D. 

Stuart  Pritchard,  M.D. 

P.  A.  Riley,  M.D. 

W.  H.  Marshall,  M.D.,  Chairman. 

Dr.  W.  H.  Marshall  read  the  report  of  the  Sub- 
committee on  Postgraduate  Education.* 

Dr.  Marshall:  A copy  of  this  report  is  now  avail- 

able for  each  delegate. 

The  Speaker:  At  this  time,  your  Speaker  would 

like  to  again  call  your  attention  to  the  fact  that  the 
House  of  Delegates  at  a previous  meeting  decided 
that  any  publicity  which  was  given  out  should  come 
through  a committee.  At  that  time,  that  Publicity 
Committee  was  determined  as  the  Chairman  of  the 
Committee  on  Reports  of  the  Council,  the  Chairman 

*This  report  is  a 64  page  volume  entitled  “Postgraduate 
Medical  Education  and  the  Needs  of  the  General  Practi- 
tioner.” 


of  the  Council  or  someone  whom  he  should  desig- 
nate, and  the  Speaker  of  the  House. 

At  this  time,  your  Speaker  would  again  like  to 
call  your  attention  to  that  quotation  from  Woodrow 
Wilson,  where  he  said:  “One  cool  judgment  is 

worth  a thousand  hasty  councils.” 

Inasmuch  as  this  report  of  the  Committee  on 
Economics  is  available,  your  Speaker  would  sug- 
gest that  this  whole  subject  be  made  a special  order 
of  business  tomorrow  morning,  and  that  from  this 
point  on  we  proceed  with  the  regular  order  of  busi- 
ness. 

Dr.  L.  J.  Hirschtnan  (Wayne)  : In  accordance 
with  your  suggestion,  and  concurring  heartily  in  the 
sanity  of  it,  I move  that  we  now  arise  from  execu- 
tive session,  and  make  this  a special  order  of  busi- 
ness at  eight-thirty  tomorrow  morning. 

Dr.  Wm.  J.  Cassidy  (Wayne)  : I support  it. 

The  Speaker:  The  motion  now  is  that  the  report 

of  the  Committee  on  Economics  be  made  a special 
order  of  business  for  tomorrow  morning  at  eight- 
thirty,  and  from  this  point  on  we  arise  from  execu- 
tive session  and  proceed  with  the  regular  order  of 
business. 

Is  there  any  discussion? 

Dr.  L.  J.  Hirschman  (Wayne)  : With  the  con- 
sent of  my  second,  may  I change  the  time  of  the 
special  order  of  business  to  4 p.  m.  today? 

The  Speaker:  The  motion  as  it  now  stands  is 

for  the  special  order  at  4 p.  m.  today.  Is  there  any 
further  discussion?  If  there  is  no  further  discus- 
sion, those  in  favor  of  the  motion  for  a special  order 
of  business  for  the  consideration  of  the  report  of  the 
Committee  on  Economics  at  4 p.  m.  this  afternoon 
say  “aye” ; opposed.  Carried. 

The  House  has  now  arisen  from  executive  session, 
and  we  will  proceed  with  the  regular  order  of  busi- 
ness, introduction  of  resolutions. 

Dr.  W.  C.  Ellet,  of  Berrien  County,  presented  a 
resolution. 

RESOLUTION 

Whereas,  The  Berrien  County  Medical  Society  at  its 
regular  monthly  meeting  on  the  30th  of  August,  1934,  after 
due  discussion  and  deliberation  considered  that  troubled  times 
have  settled  upon  this  State  of  Michigan  and  the  Medical 
Fraternity,  as  well  as  the  entire  world,  and  men  of  thought 
have  set  their  minds  at  work  to  bring  about  solutions,  that 
we  may  all  live  the  “abundant  life”  and; 

Whereas,  many  false  premises  have  been  assumed  by 
zealous  individuals,  in  their  attempt  to  correct  and  prevent 
future  ills  in  the  economic  order,  and  although  they  have 
promulgated  such  ideas  with  undoubted  honest  convictions, 
we  feel  called  upon  to  point  out  the  dangers  of  such  propo- 
sitions, particularly  the  major  false  premise  as  shown  in 
the  Survey  Report  of  the  Economic  Committee  of  the  Mich- 
igan State  Medical  Society  as  published  in  1933,  which  is 
the  basis  for  the  planned  economy  of  Mutual  Health  Service, 
which  plan  is  being  offered  as  a solution  to  our  troubles, 
to  quote:  “Ever  since  the  English  Poor  Law  of  1601,  the 

right  to  live  has  been  guaranteed  in  all  civilized  countries. 
The  right  to  live  implies  more  than  MERE  NECESSITIES 
of  life.  Adequate  medical  services  must  he  distributed  to  the 
entire  population.  It  would  be  manifestly  unjust  to  deny 
any  citizen  relief  from  incapacitating  illness,”  and, 

Whereas,  this  premise  singles  out  only  medical  care  in- 
stead of  further  stating,  adequate  food,  shelter,  clothing, 
transportation,  legal  services  and  so  on  with  the  thousand 
and  one  things,  which  we  in  this  day  and  age  accept  as  the 
“necessities  of  life”  and  further  this  quotation  ignores 
economic  class  distinctions,  ignores  the  goodness  and  always 
existing  charity  of  medical  men,  which  facts  are  common 
knowledge,  ignores  the  biologic  laws  of  existence  and  sur- 
vival of  the  fit,  proven  scientific  facts  which  revolutionary 
legislation  on  the  part  of  man  can  never  change,  and 

Whereas,  a plan  has  been  evolved  from  this  false  prem- 
ise, and  we  as  members  of  the  profession  of  medicine  are 
singled  out  and  asked  to  risk  our  individualism,  our  per- 
sonal relationships  as  developed  by  the  individual  contract 
and  fee  system  to  adopt  a communistic  regimentation,  masked 
under  the  guise  of  mutual  benefit,  to  stifle  individual  re- 
search and  success,  to  risk  the  loss  of  prestige  of  our  noble 
profession,  to  lower  our  profession  to  the  rank  of  labor 
wherein  the  salary  is  set  by  the  employer,  or  at  least  the 
scale  by  arbitration,  and  all  this  in  order  that  a theoristic 
plan  built  up  from  plans  acknowledged  inadequate,  and  in 
opposition  to  the  rules  and  plans  of  the  American  Medma' 
Association,  entirely  in  conflict  with  all  the  age-old  ethic:  || 
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of  the  arts  of  medicine,  which  have  stood  the  test  of  time 
and  proven  good  during  past  economic  upheavals  far  more 
disastrous  than  the  present,  and 

Whereas,  no  other  profession,  guild  or  trade  of  any  other 
rank  has  voluntarily  offered  to  make  such  experiment  or 
sacrifice,  and 

Whereas,  various  polls  of  individual  members  of  the 
Michigan  State  Medical  Society  have  shown  a preponderance 
of  opposition  to  the  tentative  plans  of  Mutual  Health 
Service,  . __  , 

Be  it  Hereby  resolved,  That  The  Berrien  County  Medical 
Society  go  on  record,  and  cause  such  Record  to  be  pre- 
sented to  the  House  of  Delegates  of  The  Michigan  State 
Medical  Society  at  their  114th  Annual  Meeting  in  Battle 
Creek  in  September,  1934,  in  opposition  to  the  indorsement 
of  the  principle  of  Mutual  Health  Insurance  as  so  en- 
dorsed by  the  House  of  Delegates  at  the  special  meeting 
held  in  Flint,  and  be  it  also, 

Resolved,  That  the  Berrien  County  Medical  Society  ex- 
press its  opposition  to  the  adoption  of  any  plan  for  Mutual 
Health  Service,  Mutual  Health  Insurance,  panel,  or  State 
Medicine  or  any  plan  aside  from  that  being  pursued  by  the 
Licensed  Ethical  Medical  Profession  in  this  state  today,  and 

Be  it  further  resolved,  that  the  House  of  Delegates,  and 
the  Council  of  the  Michigan  State  Medical  Society,  be  asked 
to  refrain  from  any  further  expenditure  of  the  funds  of 
said  Society  to  further  such  plans,  or  to  accept  funds  from 
any  individual,  group  or  foundation  to  further  such  plans, 
unless  the  time  should  arrive  when  other  professions,  guilds 
and  tradesmen  feel  it  incumbent  upon  them  to  offer  similar 
sacrifices  in  the  regimentation  of  their  services,  and  then 
the  matter  may  again  be  brought  before  the  House  of  Dele- 
gates with  proof,  and  if  they  so  wish,  for  their  consideration. 

In  forwarding  these  resolutions  may  the  Berrien  County 
Medical  Society,  as  a component  body  of  the  State  Organi- 
zation, urge  upon  each  and  every  member  that  in  these 
troublous  times  we  exercise  patience,  and  administer  to  the 
sick,  and  care  for  our  own  welfare  with  the  honorarium  we 
receive  from  the  ethical  practice  of  our  profession,  until 
such  time  as  the  ever  oscillating  pendulum  of  economic 
existence  shall  return  to  that  point  when  the  “mere  neces- 
sities of  life”  are  again  available  to  the  Practitioner  of  the 
Medical  Arts,  as  well  as  to  his  fellowmen. 

(Signed)  BERRIEN  COUNTY  MEDICAL  SOCIETY, 
Dean  M.  Richmond,  President, 

Attested:  Edwin  Vary,  Secretary. 

The  Vice  Speaker  took  the  chair. 

The  Vice  Speaker:  This  resolution,  I understand, 

will  be  referred  to  this  afternoon’s  executive  session. 
Are  there  any  other  resolutions? 

Dr.  C.  S.  Gorsline,  of  Calhoun  County,  presented 
a resolution. 

RESOLUTION 

Whereas,  In  the  past  the  practise  of  certain  branches  of 
medicine  has  been  delegated  to  non-medical  operatives  who 
have  taken  the  place  of  regular  physicians  and; 

Whereas,  Such  practise  has  resulted  in  usurpation  of  a 
portion  of  the  field  of  medical  practise  and,  to  that  extent, 
deprived  physicians  of  a portion  of  their  practise  and; 

Whereas,  The  circumstances  as  above  related  have  un- 
doubtedly contributed  to  the  seeming  excess  of  medical  per- 
sonnel in  this  and  other  states  and; 

Whereas,  In  most  of  the  instances  above  referred  to, 
these  encroachments  have  been  sponsored  by  hospital  man- 
agement and  other  lay  bodies,  and; 

Whereas,  Such  assumption  of  prerogative  has  placed 
such  hospitals  and  other  lay  bodies  in  the  actual  practise  of 
medicine  in  competition  with  physicians  doing  a private 
practise  in  the  same  vicinity,  and; 

Whereas,  The  practises  above  noted  have  become  so  wide- 
spread and  pronounced  as  to  be  the  subject  of  condemnatory 
resolutions  by  the  A.  M.  A.  House  of  Delegates  in  its  last 
session,  and; 

Whereas,  The  practise  in  general  is  detrimental  to  public 
welfare  and  the  medical  profession;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the  Michigan 
State  Medical  Society  does  hereby  record  its  opposition  to 
any  and  all  procedures  whereby  lay  technicians  or  other 
agents  of  any  hospital  or  other  organization  are  employed 
to  render  services  that  are  essentially  professional  and  re- 
quire the  exercise  of  judgment,  which  judgment  can  only 
be  acquired  by  regular  medical  training;  except  as  such  serv- 
ices are  rendered  under  direct  professional  direction;  and  be 
it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to  the 
A.  M.  A.  Council  on  Medical  Education  and  Hospitals  which 
now  has  this  matter  under  consideration  as  a result  of 
resolutions  referred  to  it  by  the  House  of  Delegates  at  the 
Cleveland  meeting. 

The  Vice  Speaker:  This  resolution  as  presented 

by  Dr.  Gorsline  will  be  referred  to  the  Committee 
on  Miscellaneous  Business. 

Are  there  any  other  resolutions? 


Dr.  C.  F.  Snapp  (Kent)  : I have  been  requested 

by  the  Public  Relations  Committee  of  our  local  so- 
ciety to  present  the  following  resolution. 

RESOLUTION 

Whereas,  The  present  Afflicted  Children’s  Act,  Public 
Acts  1933 — No.  248,  12892  Expense  of  care  and  treatment; 
transportation,  Section  4 reads: 

“No  compensation  shall  be  charged  or  allowed  to  the  ad- 
mitting physician  or  any  physician,  surgeon,  or  nurse  who 
shall  attend  or  treat  any  such  child  at  the  state  university 
hospital  other  than  the  salary  or  compensation  paid  to  such 
person  by  the  state  university  hospital:  Provided,  however, 

That  reasonable  compensation,  to  be  fixed,  and  audited  by 
the  State,  and  paid  through  the  hospital  as  hereinafter  pro- 
vided, may  be  allowed  to  any  physician  or  surgeon  treating 
any  such  child  at  any  such  hospital  other  than  the  State 
University  hospital  at  Ann  Arbor,  Michigan:  Provided  fur- 

ther, That  fifty  per  centum  of  the  cost  of  transportation  of 
such  child  to  such  hospital  shall  be  paid  by  the  county  in 
which  such  child  resides,  and  it  shall  be  the  duty  of  the 
county  treasurer  to  pay  such  transportation  expense  out  of 
the  general  fund  of  the  county  upon  receipt  of  the  proper 
certificate  of  approval  thereof  from  the  probate  court:  Pro- 
vided further,  however,  That  all  services  of  surgeons  and 
physicians  requested  or  rendered  other  than  that  furnished 
by  the  university  hospital  shall  be  paid  by  the  person  re- 
questing said  service  or  charged  to  the  county,  as  shall  be 
determined  by  the  judge  of  probate.” 

Whereas,  The  wording  of  this  paragraph  provides  “That 
all  services  of  surgeons  and  physicians  requested  or  rendered 
other  than  that  furnished  by  the  university  hospital  shall 
be  paid  by  the  person  requesting  said  service  or  charged  to 
the  county,  as  shall  be  determined  by  the  judge  of  probate,” 
and 

Whereas,  The  Judges  of  Probate  of  some  counties  state 
that  there  is  no  provision  in  the  budget  of  the  Board  of 
Supervisors  to  provide  for  the  payment  of  medical  fees,  and 
Whereas,  This  is  unfair  and  discriminating  because  hos- 
pital services  are  paid  and  the  surgeons’  and  physicians’  serv- 
ices are  not  paid,  therefore  be  it 

Resolved,  That  the  Michigan  State  Medical  Society  pro- 
test the  unfairness  of  this  law,  and 

Further,  That  the  House  of  Delegates  go  on  record  as 
being  opposed  to  the  law  and  voice  itself  accordingly,  and 
Further,  That  the  Legislative  Committee  of  the  State 
Medical  Society  be  instructed  to  call  this  fact  to  the  at- 
tention of  Legislators  with  a view  to  having  an  amendment 
introduced  at  the  coming  session  of  the  Legislature,  and 
Further,  That  County  Medical  Societies  bring  this  matter 
to  the  attention  of  the  State  Representatives  and  Senators 
from  their  districts. 

The  Vice  Speaker:  This  resolution  presented  by 

Dr.  Snapp  will  be  referred  to  the  Committee  on 
Committee  Reports. 

Are  there  any  other  resolutions? 

Dr.  Wm.  S.  Reveno  (Wayne)  : I have  a resolu- 

tion here  that  I have  been  asked  to  present  on  behalf 
on  the  Wayne  County  delegation. 

RESOLUTION 

Whereas,  It  is  the  feeling  among  all  those  engaged  in  the 
practice  of  medicine  that  the  establishment  of  a system  of 
health  insurance  will  never  be  successfully  accomplished  as 
long  as  agencies  or  persons  not  conforming  to  the  same 
rules  under  which  physicians  are  compelled  to  practice  are 
permitted  to  ply  their  activities  of  manufacturing,  selling 
and  advertising  of  “patent  medicines”  and  health  foods,  and 
of  practicing  cult  medicine,  and  all  the  rest  of  the  systems 
which  lay  claim  to  a share  in  medical  practice,  therefore, 
be  it 

Resolved,  That  the  House  of  Delegates  of  the  Michigan 
State  Medical  Society  oppose  the  participation  by  the  mem- 
bers of  the  Michigan  State  Medical  Society  in  any  scheme 
or  plan  of  health  insurance  or  social  medicine,  experimental 
or  otherwise,  until  such  a time  as  all  non-medical  agencies 
or  persons  engaged  in  some  phase  of  the  practice  of  medicine 
have  been  placed  under  such  adequate  control  by  the  State 
or  Federal  government  as  to  eliminate  them  as  factors  of 
danger  to  the  public  health.  And  be  it  further 

Resolved,  That  every  member  of  the  Michigan  State 
Medical  Society  be  requested  to  sign  a pledge  which  shall 
embody  the  above-mentioned  principle. 

Respectfully  submitted, 

William  S.  Reveno, 

Wayne  County. 

The  Vice  Speaker:  This  resolution  will  be  re- 

ferred to  the  Committee  on  Committee  Reports. 
Are  there  any  other  resolutions? 

Dr.  J.  M.  Robb  (Wayne)  ; Dr.  Knoblock,  and 
Dr.  Hughes,  the  coroners  of  Wayne,  have  made  a 
special  investigation  of  the  barbituric  acid  problem 
which  we  are  having  in  the  city  of  Detroit,  and  in 
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conference  with  Dr.  Luce  we  thought  this'  was  prob- 
ably a good  time  for  the  State  Society  to  take  into 
consideration  the  possibility  of  advising  the.  Amer- 
ican Medical  Association  of  the  fact  that  this  thing 
should  not  become  a household  remedy.  Therefore, 
we  are  presenting  this  resolution. 

RESOLUTION 

Whereas,  The  rapidly  accumulating  evidence  that  count- 
less  thousands  are  seeking  relief  of  various  symptoms  by 
dangerous  self-medication  through  highly  advertised  drugs 
that  may  be  purchased  without  restriction  over  the  counter; 

And  whereas,  The  medical  profession  is  aware  of  dangers 
that  accompany  use  of  certain  drugs,  dangers  not  only  to  the 
physical  condition  as  illustrated  by  agranulocytic  angina,  but 
the  mental  deterioration  and  personality  changes  that  ac- 
company the  use  of  the  drugs  of  the  barbituric  acid  group 
and  their  combined  forms;  be  it 

Resolved,  That  the  House  of  Delegates  of  the  Michigan 
State  Medical  Society  appoint  a committee  to  co-operate  with 
other  agencies  towards  the  enacting  of  a Michigan  law  to 
legally  restrict  the  sale  of  the  drugs  of  the  barbituric  acid 
group  and  their  combined  forms,  Be  it  further 

Resolved,  That  this  action  be  transmitted  through  our 
delegates  to  the  American  Medical  Association  House  of 
Delegates  in  order  that  similar  action  be  made  nationwide. 

The  Vice  Speaker:  This  resolution  as  offered  by 

Dr.  Robb  will  be  referred  to  the  Committee  on  Mis- 
cellaneous Business. 

The  Speaker  resumed  the  chair. 

Dr.  L.  T.  Henderso'n  (Wayne)  : I would  like  to 

suggest  that  a committee  draft  a resolution  for  our 
Secretary,  Dr.  Warnshuis,  a suitable  recommenda- 
tion. 

The  Speaker:  Would  you  suggest  that  the  Chair 

appoint  a committee? 

Dr.  Henderson:  I would. 

The  motion  was  regularly  supported. 

The  Speaker:  Motion  has  been  made  and  sec- 

onded that  the  Chair  appoint  a committee  to  draft 
suitable  recommendations1  for  Dr.  Warnshuis. 

Is  there  any  discussion?  Those  in  favor  say 
“aye”  ; those  opposed.  Carried. 

The  Chair  will  appoint  as  that  committee : Dr. 
Biddle  of  Wayne,  Dr.  Wessinger  of  Washtenaw, 
and  Dr.  Moll  of  Genesee.  That  is  a resolution  that 
may  be  presented  later  in  the  session. 

Is  there  any  new  business? 

Dr.  L.  J.  Hirschman  (Wayne)  : Mr.  Speaker,  I 
wotdd  like  to  present  at  this  time  some  minor 
amendments  to  the  By-Laws. 

As  we  know,  the  arduous  duties  of  the  secretary- 
ship of  this  Society  have  been  so  numerous  the  pres- 
ent incumbent  has  been  forced  to  go  to  a warmer 
and  more  suitable  and  salubrious  climate  to  regain 
his  health.  So,  in  the  future  I want  to  have  the  By- 
Laws  amended  in  such  a way  that  the  door  will  be 
open  for  the  employment,  at  some  time,  of  a full- 
time incumbent  of  this  office. 

Therefore,  I wish  to  offer  the  following  amend- 
ments. Under  Chapter  4,  Section  4,  Duties  of  Offi- 
cers, it  now  reads  as  follows : “The  Secretary  shall 
be  the  custodian  of  all  the  records  of  the  Society,” 
and  so  forth.  In  Line  1 of  that  Section,  following 
the  word  “Secretary,”  I should  like  to  add  the  words 
“not  necessarily  a physician  and  member  of  the 
Michigan  State  Medical  Society.”  It  will  then  read 
as  follows : “Section  4.  The  Secretary,  not  neces- 
sarily a physician  and  member  of  the  Michigan  State 
Medical  Society,  shall  be  the  custodian  of  all  the  rec- 
ords of  the  Society,”  and  so  forth. 

Chapter  4,  Duties  of  Officers,  Section  4,  and  Para- 
graph 4,  reads  as  follows ; “He  shall  act  as  one  of 
the  delegates  of  the  Society  to  the  American  Medical 
Association.”  I move  to  amend  this  Section  by 
striking  out  that  entire  sentence.  Our  present  in- 
cumbent of  the  secretaryship  has  been  called  upon 
to  act  in  a most  satisfactory  and  efficient  manner 
year  after  year  in  the  House  of  Delegates  of  the 
American  Medical  Association,  and  has  not  been 


able  to  act  as  delegate.  Consequently,  for  years  we 
have  had  to  appoint  an  alternate  to  act  in  his  place. 
That  has  been  done  to  the  satisfaction  of  the  So- 
ciety, I believe.  However,  if  at  some  future  time 
a lay  secretary  were  to  be  employed,  he  would,  of 
course,  be  ineligible. 

Therefore,  I move  that  Paragraph  4 under  Sec- 
tion 4 be  stricken  out  and  the  duties  of  the  Sec- 
retary be  renumbered,  so  that  No.  5 shall  be  No.  4, 
No.  6 shall  be  No.  5,  and  so  on  down  the  line. 

That  will  automatically  lay  over  until  this  after- 
noon. 

The  Speaker:  Is  there  any  other  new  business? 

The  Vice  Speaker  took  the  chair. 

Dr.  Henry  A.  Luce  (Wayne)  : Under  new  busi- 
ness I would  like  to  make  as  a motion,  inasmuch  as 
this  power  is  delegated  to  the  House  of  Delegates 
of  the  Michigan  State  Medical  Society,  that  Dr.  F.  C. 
Warnshuis  be  made  a life  member  of  the  Michigan 
State  Medical  Society.  (Applause.) 

The  motion  was  supported  by  several. 

The  Vice  Speaker:  You  have  heard  the  motion 
as  supported.  All  those  in  favor  say  “aye” ; con- 
trary, “no.”  So  carried. 

The  Speaker  resumed  the  chair. 

The  Speaker:  We  will  now  take  up  No.  13,  un- 

finished business,  amendments  to  the  Constitution. 

The  Secretary:  Mr.  Speaker,  there  were  pre- 

sented at  the  last  session  of  the  House  of  Delegates 
certain  amendments  to  the  Constitution.  These,  un- 
der the  rules,  laid  over  until  this  session.  They  have 
been  printed  in  the  minutes  of  The  Journal  and  are 
now  before  you  for  your  consideration  and  adop- 
tion or  action.  They  are  as  follows ; 

“Section  1.  This  Society  shall  consist  of  active  members, 
honorary  members,  associate  members,  retired  members  and 
members  emeriti.  Members  shall  be  members  of  com- 
ponent County  Societies  who  have  been  certified  to  the  Sec- 
retary of  this  Society  and  whose  local  and  states  dues  have 
been  paid.” 

“Section  6.  (New  Section)  Members  Emeritus.  Any 
physician  who  has  been  in  practice  for  fifty  years,  and  who 
has  maintained  a membership  in  good  standing  for  twenty- 
five  years,  may,  upon  application  and  recommendation  of 
his  county  society,  become  a member  emeritus.  A member 
emeritus  shall  be  relieved  from  paying  state  dues.  He  shall 
be  entitled  to  all  the  benefits  and  privileges  of  membership. 

“Article  XIV.  House  of  Delegates.  Section  1.  The  House 
of  Delegates  shall  be  the  legislative  body  of  the  Society  and 
shall  consist  of  delegates  elected  by  component  county 
societies. 

“Section  5.  The  House  of  Delegates  shall  at  the  regular 
annual  session  elect  a President-elect,  a Speaker  and  Vice 
Speaker  of  the  House  of  Delegates,  members  of  the  Coun- 
cil, delegates  and  alternate  delegates  to  the  American  Medi- 
cal Association,  and  such  other  officers  as  may  be  created 
by  the  House  of  Delegates  unless  otherwise  specified  in  the 
Constitution  and  By-laws. 

“Article  VII.  Meetings.  Section  1.  The  Society  shall 
hold  an  annual  meeting  at  such  time  and  place  and  have 
such  duration  as  the  House  of  Delegates  and  the  Council 
may  determine.  This  power  may  be  delegated  to  the 
Council. 

“Any  county  society  desiring  the  annual  meeting  shall  file 
an  application  with  the  Council  sixty  days  prior  to  an  annual 
session. 

“Section  2.  Special  meetings  of  the  Society  shall  be 
called  for  a general  session  on  the  petition  of  the  Council 
or  by  a petition  signed  by  250  members,  or  upon  a petition 
of  two-thirds  of  the  delegates  registered  at  the  previous 
regular  session.  The  call  for  regular  and  special  sessions 
shall  be  issued  by  the  President  and  Secretary,  complying 
with  these  provisions,  not  later  than  ten  days  after  receiving 
the  petition,  and  shall  go  forth  not  later  than  thirty  days 
before  the  proposed  date  of  holding  a regular  or  special 
session. 

“Section  3.  Special  meetings  of  the  House  of  Delegates 
shall  be  called  by  the  Speaker  on  the  petition  signed  by 
two-thirds  of  the  delegates  who  served  at  the  last  regular 
session  of  the  House  of  Delegates.” 

Mr.  Speaker,  these  amendments  were  created  by 
the  House  of  Delegates’  Committee  on  Amendments 
to  the  Constitution  and  By-laws,  and  supplant  and 
clarify  present  sections  for  which  these  are  sub- 
stituted. 
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They  are  now  before  the  House  for  adoption,  if 
the  House  is  so  disposed. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : I move  that 

the  amendments  be  adopted  as  read. 

Dr.  Wm.  J.  Stapleton,  Jr.  (Wayne):  I second 

the  motion. 

The  Speaker:  Is  there  any  discussion?  Those 

in  favor  say  “aye” ; opposed,  “no.”  Carried. 

We  recess  at  this  point  until  two-thirty,  and  that 
means  two-thirty  and  not  two  thirty-one. 

The  meeting  recessed  at  twelve  thirty-five  p.  m. 

HOUSE  OF  DELEGATES 

Tuesday  Afternoon,  September  11,  1934 

The  recessed  meeting  reconvened  at  two-thirty  and 
was  called  to  order  by  the  Speaker. 

The  following  delegates  and  alternates  were 
present : 

Alpena — F.  J.  O’Donnell. 

Barry — M.  R.  Kinde. 

Bay-Arenac-Iosco — L.  F.  Foster. 

Berrien — W.  C.  Ellet. 

Calhoun — C.  S.  Gorsline,  A.  T.  Hafford. 

Cass — W.  C.  McGutcheon. 

Clinton — D.  W.  Hart. 

Genesee — George  Curry,  Carl  Moll. 

Grand  Traverse-Leelanau — E.  F.  Sladek. 

Gratiot-Isabella-Clare — T.  J.  Carney. 

Huron-Sanilac — David  D.  McNaughton. 

Ingham — L.  G.  Christian,  Karl  Brucker. 

Kalamazoo- Allegan-Van  Buren — F.  T.  Andrews,  C.  Ten 
Houten. 

Kent — A.  V.  Wenger,  H.  J.  Pyle,  R.  H.  Denham,  C.  F. 
Snapp. 

Lapeer — H.  M.  Best. 

Lenawee — O.  Whitney. 

Luce — H.  E.  Perry. 

Manistee — A.  A.  McKay. 

Mason — L.  W.  Switzer. 

Monroe — P.  D.  Amadon. 

Otsego  - Montmorency-Crawford-Oscoda-Roscommon-Ogemaw 
- — C.  R.  Keyport. 

Ontonagon — H.  B.  Hogue. 

Ottawa — A.  E.  Stickley. 

Saginaw — G.  H.  Ferguson,  F.  J.  Cady. 

Shiawassee — I.  W.  Greene. 

Wexford — W.  J.  Smith. 

Washtenaw — John  Wessinger,  Dean  Myers. 

Wayne — A.  W.  Blain,  R.  H.  Pino,  H.  W.  Yates,  R.  M. 
McKean,  L.  J.  Hirschman,  J.  L.  Chester,  L.  J.  Gariepy,  A. 
P.  Biddle,  S.  W.  Insley,  L.  O.  Geib,  E.  D.  Spalding,  L.  T. 
Henderson,  C.  K.  Hasley,  Wm.  J.  Stapleton,  Jr.,  Wm.  S. 
Reveno,  Roger  V.  Walker,  H.  W.  Pierce. 

The  Speaker:  The  House  will  please  come  to 

order. 

Dr.  Henderson,  have  you  a report? 

Dr.  L.  T.  Henderson  (Wayne)  : Mr.  Speaker,  we 

have  at  the  afternoon  session  seventy-two  qualified 
delegates. 

Dr.  C.  S.  Gorsline  (Calhoun)  : I move  that  the 

report  of  the  Credentials  Committee  be  made  the 
roll  call  for  the  second  session. 

Dr.  John  Wessinger  (Washtenaw)  : I support  the 
motion. 

The  Speaker:  You  have  heard  the  motion  and  the 
second.  All  those  in  favor  say  “aye” ; those  opposed, 
“no.”  It  is  carried. 

The  first  order  of  business  is  the  reports  of  ref- 
erence committees.  Committee  on  Council  Reports, 
of  which  Dr.  Karl  Brucker  is  Chairman.  Are  you 
ready  with  the  report  of  your  committee? 

Dr.  Karl  Brucker  (Ingham)  : Mr.  Speaker,  the 

committee  on  the  annual  report  of  the  Council  met 
this  noon  and  carefully  considered  the  Council  re- 
port. I wish  to  say  that  we  feel  like  complimenting 
the  Council  upon  making  practically  a fool-proof 
and  non-controversial  report.  We  tried  very  hard 
to  find  some  things  to  get  mad  about,  but  either 
there  wasn’t  anything  to  get  mad  about  or  the 
Council  was  too  clever. 

The  membership,  of  course,  and  the  finances  of 
the  Society  are  in  much  better  shape  than  they  were 
a year  ago. 


The  attitude  of  the  Council  in  leaving  the  ques- 
tion of  medical  economics  to  the  House  of  Dele- 
gates, which  is  the  legislative  body  of  the  Society, 
we  certainly  approve. 

The  committee  approves  very  highly  of  the  section 
in  the  report  on  legislation,  complimenting  the  Legis- 
lative Committee  on  the  immense  amount  of  work 
which  they  have  already  done. 

Of  course,  the  postgraduate  work  which  the  Coun- 
cil has  been  doing  considerable  work  upon  meets 
with  the  committee’s  heartfelt  approval,  and  also 
their  attitude  toward  the  FERA  problem. 

I think  one  of  the  main  things  in  this  report  that 
requires  a change  of  any  kind  is  the  picking  of  the 
annual  meeting.  The  Council  has  recommended  that 
the  determination  of  the  place  for  holding  the  annual 
meeting  be  vested  in  the  Council  for  different  rea- 
sons : because  they  are  perfectly  familiar  with  all 
the  problems  of  expense  involved  and  things  of  that 
sort,  and  are  better  able  to  investigate  the  ability  of 
certain  places  to  entertain  a convention  than  this 
House  of  Delegates  as  a whole.  So  the  recom- 
mendation of  the  Council  that  the  determination  of 
the  place  of  the  annual  meeting  be  placed  in  the 
hands  of  the  Council  meets  with  the  approval  of  the 
committee. 

That  is  about  all.  There  are  some  other  things 
that  require  no  decision  at  all,  and  that  is  our  re- 
port. I move  the  adoption  of  this  report. 

Dr.  J.  L.  Chester  (Wayne)  : I support  it. 

The  Speaker:  The  adoption  of  this  carries  with 
it  the  recommendations  of  the  committee.  Those  in 
favor  say  “aye”;  opposed,  “no.”  Carried. 

Has  the  Committee  on  Council  Reports  any  fur- 
ther report? 

Dr.  Karl  Brucker  (Ingham)  : No  further  report. 

The  Speaker:  The  Committee  on  Society  Busi- 
ness, Dr.  George  Curry. 

Dr.  George  Curry  (Genesee)  : Mr.  Speaker  and 

Members  of  the  House  of  Delegates:  Your  Com- 

mittee on  Society  Affairs  met  this  noon  at  the  hotel. 

While  the  committee  is  able  to  read  between  the 
lines,  we  feel  unable  to  read  between  the  pages  be- 
cause one  or  more  pages  we  think  were  accidentally 
omitted  from  this  report.  But  we  have  no  hesitancy 
in  going  on  record  as  accepting  the  report  in  its  en- 
tirety and  complimenting  the  delegates  to  the 
A.  M.  A.  for  what  is  evidently  a very  complete  re- 
port of  the  proceedings  of  the  national  organization 
at  the  Cleveland  session. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  John  Wessinger  (Washtenaw)  : I support  it. 

The  Speaker:  Those  in  favor  say  “aye”;  opposed 
say  “no.”  It  is  carried. 

Dr.  George  Curry  (Genesee)  : The  contents  of 

the  address  of  our  President,  Dr.  Le  Fevre,  to  the 
House  of  Delegates  are  hereby  accepted  and  hearti- 
ly endorsed  by  this  committee. 

I move  the  adoption  of  this1  portion  of  the  re- 
port. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : I support  the 
motion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; those  opposed  say  “no.”  It  is 
carried. 

Dr.  Curry:  We  agree  with  what  the  late  Presi- 
dent Woodrow  Wilson  said  January  29,  1916,  as 
enunciated  by  the  Speaker  of  the  House:  “One  cool 
judgment  is  worth  a thousand  hasty  councils.”  In 
addition,  we  endorse  the  contents  of  his  address  to 
the  House  of  Delegates,  even  including  what 
William  Jennings  Bryan  might  have  well  said,  “You 
shall  not  crucify  the  practice  of  medicine  on  the 
cross  of  socialism.  You  shall  not  press  down  on  the 
brown  of  HIsculapius  a crown  of  regimentation 
thorns.” 

I move  the  adoption  of  this  portion  of  the  report. 
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Dr.  Janies  O’Meara  (Jackson)  : I support  the 
motion. 

The  Vice  Speaker  took  the  chair. 

The  Vice  Speaker:  You  have  heard  the  motion 
as  seconded.  All  those  in  favor  say  “aye”;  con- 
trary, “no.”  So  carried. 

Dr.  George  Curry  (Genesee)  : I move  the  adop- 
tion of  the  report  as  a whole. 

Dr.  Carl  Moll  (Genesee)  : I second  the  motion. 

The  Speaker  resumed  the  chair. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; opposed,  “no.”  It  is  carried. 

Committee  on  Miscellaneous  Business.  Dr.  Insley. 

Dr.  S.  IV.  Insley  (Wayne)  : The  Committee  on 
Miscellaneous  Business  had  three  resolutions  to  con- 
sider. The  first  one  was  offered  by  Dr.  Robb 
relative  to  the  control  and  sale  of  the  barbituric 
acid  group  of  drugs.  There  is  no  point  to  reading 
the  resolution. 

The  committee  recommends  its  adoption,  and  I 
so  move  the  adoption  of  this  resolution. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : I second  the 

motion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; those  opposed  say  “no.”  That  por- 
tion is  adopted. 

Dr.  Insley:  The  second  matter  coming  to  our  at- 
tention was  relative  to  an  amendment  to  the  By- 
laws regarding  the  reinstatement  of  members  and  as 
to  their  privileges  to  protection  and  the  like.  I don’t 
know  that  we  need  to  reread  the  resolution,  unless 
somebody  asks  for  it.  The  committee  has  recom- 
mended its  adoption,  and  I so  move  this  adoption. 

Dr.  Karl  Brucker  (Ingham)  : I support  the  mo- 

tion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye”;  those  opposed  say  “no.”  It  is 
carried. 

Dr.  S.  W.  Insley:  I now  move  the  adoption  of 
the  amendments. 

Dr.  C.  F.  Snapp  (Kent)  : I support  it. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; those  opposed  say  “no.”  It  is 
carried. 

Dr.  Insley:  The  next  resolution  concerned  a 

change  in  the  By-laws  regarding  the  fixing  of  the 
terms  of  the  Councilors  and  the  reading  of  the 
Councilor  Districts  of  the  counties  involved  in  each 
district.  The  committee  recommends  the  adoption 
of  this  resolution,  and  I so  move  the  adoption  of  the 
resolution. 

Dr.  Karl  Brucker  (Ingham)  : I support  the 

motion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; those  opposed  say  “no.”  It  is 
carried. 

Dr.  Insley:  The  following  resolution  was  pre- 

sented by  Dr.  Gorsline,  of  Calhoun,  relative  to  the 
employment  of  lay  help,  technicians  and  the  like, 
and  was  subject  to  a little  bit  of  discussion.  After 
consultation  with  Dr.  Gorsline  and  in  talking  it  over 
again  with  the  committee  a slight  modification  was 
inserted  in  his  wording  of  the  resolution  as  a whole. 
I will  read  the  first  portion : 

RESOLUTION 

Resolved,  That  this  House  of  Delegates  of  the  Michigan 
State  Medical  Society  does  hereby  record  its  opposition  to 
any  and  all  procedures  whereby  lay  technicians  or  other 
agents  of  any  hospital  or  other  organization,  except  under 
direct  professional  direction,  are  employed  to  render  services 
that  are  essentially  professional  and  require  the  exercise  of 
judgment,  which  judgment  can  only  be  acquired  by  regular 
medical  training — and  so  forth. 

The  committee  inserted  in  here,  with  Dr.  Gors 
line’s  approval,  the  one  phrase  as  follows,  “except 
under  direct  professional  direction.”  I think  that 
solves  any  question  as  to  ambiguity  of  terms. 


The  committee  as  a whole  recommends  its  adop- 
tion as  just  read.  I so  move  its  adoption. 

Dr.  Dean  Myers  (Washtenaw)  : I support  the 

motion. 

The  Speaker:  Is  there  any  discussion?  It  is 

moved  and  supported  that  this  portion  of  the  report 
of  the  committee  and  recommendations  be  adopted. 
Those  in  favor  say  “aye”;  those  opposed  say  “no,” 
It  is  carried. 

Dr.  Insley:  I move  the  adoption  of  the  report 

as  a whole. 

Dr.  C.  S.  Gorsline  (Calhoun)  : I support  the  mo- 
tion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye”;  those  opposed  say  “no.”  It  is  car- 
ried. You  have  adopted  the  recommendations  of 
the  committee.  That  concludes  the  work  of  the 
Committee  on  Miscellaneous  Business. 

The  Committee  on  Reports  of  Committees,  Dr. 
L.  F.  Foster,  Chairman. 

Dr.  L.  F.  Foster  (Bay)  : Mr.  Speaker  and  Mem- 
bers of  the  House  of  Delegates : I have  the  report 
of  the  Committee  on  Reports  of  Committees. 

The  first  is  the  report  of  the  Radio  Committee 
as  published  in  the  program.  The  committee  recom- 
mends the  adoption  of  this  report  and  recommends 
that  the  activity  be  continued  and  the  scope  en- 
larged. I move  its  adoption. 

Dr.  L.  J.  Gariepy  (Wayne)  : I support  the  mo- 

tion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; those  opposed  say  “no.”  That 
portion  of  the  report  is  carried. 

Dr.  Foster:  Next  is  the  report  of  the  Woman’s 

Auxiliary.  I move  the  report  be  received  and  placed 
on  file  as  presented  in  the  program. 

Dr.  IV.  C.  Ellet  (Berrien)  : I support  the  mo- 

tion. 

The  Speaker:  It  is  moved  and  supported  that 

the  report  be  received  and  placed  on  file.  Is  there 
any  discussion?  Those  in  favor  say  “aye”;  those 
opposed  say  “no.”  It  is  carried. 

Dr.  Foster:  Report  of  the  Committee  on  Pre- 

ventive Medicine.  Your  committee  recommends  the 
acceptance  of  this  report  as  made,  and  recommends 
that  the  activity  be  continued  along  the  lines  of 
its  educational  phase,  and  I so  move. 

Dr.  Wm.  J.  Cassidy  (Wayne)  : I support  the 

motion. 

The  Speaker:  Is  there  any  discussion?  Those  in 

favor  say  “aye” ; those  opposed  say  “no.”  It  is  car- 
ried. 

Dr.  Foster:  With  reference  to  the  report  of  the 
Cancer  Committee,  we  recommend  the  acceptance 
of  this  report  and  particularly  stress  the  recom- 
mendation that  the  newspaper  articles  be  as  imper- 
sonal as  possible  in  order  to  avoid  discrimination, 
and  I so  move. 

Dr.  Karl  Brucker  (Ingham)  : I support  the  mo- 

tion. 

The  Speaker:  Is  there  any  discussion?  Those 

in  favor  say  “aye” ; those  opposed  say  “no.”  It  .s 
carried. 

Dr.  Foster:  Committee  on  Therapeutics.  Your 

committee  recommends  the  adoption  of  the  report, 
with  the  further  recommendation  that  the  mem- 
bers of  the  State  Society  avoid  the  use  of  drugs 
under  trade  names  which  tend  particularly  to  ex- 
ploit the  public.  I so  move. 

Dr.  Roy  H.  Holmes  (Muskegon)  : I support  the 
motion. 

The  Speaker:  Those  in  favor  say  “aye”;  those 

opposed  say  “no.”  It  is  carried. 

Dr.  Foster:  The  legislative  report.  We  recom- 

mend the  acceptance  of  this  report  and  all  its  rec- 
ommendations. I so  move. 
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Dr.  J.  L.  Chester  (Wayne)  : I support  the  mo- 

tion. 

The  Speaker:  Is  there  any  discussion?  Those 

in  favor  say  “aye”;  those  opposed  say  “no.”  It  is 
carried. 

Dr.  Foster:  With  reference  to  the  resolution  pre- 
sented by  Dr.  Snapp,  of  Kent,  which  has  to  do  with 
the  Afflicted  Children’s  Act,  we  recommend  its 
adoption  in  its1  entirety.  I so  move. 

Dr.  H.  J.  Pyle  (Kent)  : I support  the  motion. 

The  Speaker:  Is  there  any  discussion  on  this? 

Those  in  favor  say  “aye” ; those  opposed  say  “no.” 
It  is  carried. 

Dr.  Foster:  In  the  absence  of  any  report  from 

the  Committee  on  Maternal  Welfare,  we  have  no 
recommendation. 

There  are,  however,  two  more  recommendations 
which  we  feel  are  contingent  upon  the  subject  which 
is  a special  order  of  business,  and  we  have  no  rec- 
ommendation to  make  at  this  time  on  those  two 
resolutions. 

The  Speaker:  You  will  be  called  on  during  the 

executive  session  for  that  portion  of  the  report. 

Dr.  Foster:  I move  the  adoption  of  the  report 

as  a whole. 

Dr.  S.  W.  Insley  (Wayne)  : I support  the  mo- 

tion. 

The  Speaker:  Is  there  any  discussion?  Those  in 

favor  say  “aye” ; those  opposed  say  “no.  It  is 
carried. 

That  finishes  the  reports  of  the  regular  standing 
committees  of  the  House  of  Delegates. 

Unfinished  business.  Has  any  member  of  the 
House  of  Delegates  any  unfinished  business  at  this 
time? 

The  Speaker:  Is  there  any  further  unfinished 

business? 

Resolutions  and  new  business.  At  this  point,  the 
Speaker  will  vouchsafe  the  information  that  this 
is  your  last  opportunity  to  introduce  resolutions  ex- 
cept by  unanimous  consent  of  the  House,  or  having 
been  introduced  by  the  Council,  under  which  cir- 
cumstances they  might  be  introduced  this  evening. 

Dr.  Phillip  Riley  (Jackson):  The  Legislative  Com- 
mittee is  very  much  interested  in  getting  all  the 
doctors  in  the  State  Society  to  work  as  one  large 
Legislative  Committee,  and  we  think  the  time  of  the 
state  meeting  is  wrong.  We  think  it  should  be  later 
in  the  year  so  that  these  delegates  could  be  en- 
thusiastic on  election  matters. 

We  are  holding  our  House  of  Delegates  meeting 
on  election  day,  and  I would  safely  bet  that  only 
one  out  of  ten  here  have  voted,  which  isn’t  a very 
good  thing.  We  would  like  to  recommend  that  the 
time  of  the  meeting  be  moved  ahead. 

The  Speaker:  Your  recommendation  will  be  re- 

ferred to  the  Council. 

Are  there  any  further  resolutions,  recommenda- 
tions, or  new  business? 

Dr.  E.  D.  Spalding  (Wayne)  : The  State  So- 

ciety has  been  served  for  twenty-two  years  by  a 
young  man  who  has  gone  west,  or  is  about  to  go 
west,  and  it  behooves  the  society  to  take  some  look 
to  the  future  as  to  the  replacement  of  his  valuable 
services  in  some  way,  and  the  resolution  I am  about 
to  offer  is  with  that  end  in  view. 

RESOLUTION 

Resolved,  That  the  office  of  Secretary  of  the  Michigan 
State  Medical  Society  be  filled  by  a physician  in  an  ad- 
visory capacity  without  remuneration;  be  it  further 

Resolved,  That  the  Michigan  State  Medical  Society  employ 
a full-time  lay  executive  secretary  who  has  a background 
of  medical  organization  work,  journalistic  experience,  and 
legislative  contacts;  and  be  it  further 

Resolved,  That  the  executive  headquarters  of  the  Michi- 
gan State  Medical  Society  be  moved  to  the  capital  of  Michi- 
gan, and  that  appropriate  offices  and  personnel  be  established 
in  that  city.” 


I move  the  adoption  of  the  resolution. 

The  Speaker:  The  resolution  will  be  referred 

to  the  Committee  on  Society  Affairs. 

Dr.  B.  T.  Montgomery  read  a letter  from  the 
secretary  of  the  Chippewa-Mackinac  County  Medi- 
cal Society  to  the  House  of  Delegates  requesting 
that  Dr.  E.  A.  Cornell  be  made  an  honorary  member 
of  the  society. 

The  Speaker:  Is  he  at  present  an  honorary  mem- 

ber of  his  own  society? 

Dr.  Montgomery:  Yes,  he  is. 

The  Speaker:  It  is  up  to  the  House  then. 

Dr.  C.  K.  Hasley  (Wayne)  : I support  that. 

The  Secretary:  I think  he  is  not  an  honorary 

member.  He  is  a member  emeritus.  The  amend- 
ments you  adopted  this  morning  make  a distinction. 

“Member  emeritus.  A physician  who  has  been  in  practice 
for  fifty  years  and  has  maintained  a membership  in  good 
standing  for  twenty-five  years  may,  upon  application,  become 
a member  emeritus.” 

The  Constitution  also  prescribes  who  honorary 
members  shall  be. 

“Honorary  members.  The  House  of  Delegates  on  recom- 
mendation of  a county  society  may  elect  as  an  honorary 
member  any  persons  distinguished  for  their  services  or  at- 
tainments as  doctors  of  medicine,  or  in  the  field  of  public 
health,  or  research,  or  other  scientific  work  contributing  to 
medicine.  Honorary  members  shall  not  pay  dues  and  shall 
not  have  the  right  to  vote  or  hold  office.” 

Dr.  J.  M.  Robb  (Wayne)  : Might  I ask  the  Sec- 
retary if  that  applies  also  to  members  emeritus.  Are 
they  exempt  from  dues? 

The  Secretary:  Yes.  “Members  emeritus.  Thev 

shall  be  entitled  to  all  the  benefits  and  privileges  of 
membership  and  shall  be  relieved  from  paying  state 
dues.” 

The  Speaker:  The  Speaker  will  announce  that 

the  doctor’s  name  mentioned,  Eliphalet  A.  Cornell, 
is  duly  qualified  as  an  honorary  member.  Was  there 
a motion  made? 

Dr.  B.  T.  Montgomery  (Chippewa)  : I made  the 

motion. 

The  Speaker:  Is  there  any  discussion?  Those  in 

favor  say  “aye”;  those  opposed  say  “no.”  It  is  car- 
ried. 

Dr.  I.  W.  Greene  (Shiawassee)  : The  Shiawassee 
County  Society  would  like  to  present  the  name  of 
Dr.  W.  E.  Ward  for  honorary  membership.  He  has 
been  secretary  of  our  county  society  for  twenty 
years,  the  longest  of  any  secretary  in  the  state.  He 
has  been  health  officer  for  a great  many  years.  This 
is  his  fifty-first  year  of  practice.  He  is  still  in 
active  practice,  and  is  health  officer  in  the  city  of 
Owosso.  He  has  probably  done  more  than  any 
one  man  to  hold  our  county  society  together  through 
troublous  years.  We  would  like  very  much  to  see 
him  elected  an  honorary  member  of  the  State  So- 
ciety. 

Dr.  C.  S.  Gorsline  (Calhoun)  : I support  the  mo- 
tion. 

The  Speaker:  Is  there  any  discussion? 

Dr.  Wm.  S.  Reveno  (Wayne)  : I wonder  if  Dr. 

Greene  would  prefer  to  recommend  the  election  of 
Dr.  Ward  as  a member  emeritus  rather  than  for 
honorary  membership.  His  being  in  practice  for 
fifty-one  years  perhaps  qualifies  him  for  that  posi- 
tion rather  than  for  honorary  membership.  At  the 
same  time,  a man  engaged  in  the  practice  of  medi- 
cine and  medical  activities  in  general  would  per- 
haps like  to  continue  his  membership  activities  in 
the  Society. 

Dr.  I.  W.  Greene  (Shiawassee)  : I would  like  to 
ask  Dr.  Warnshuis  which,  in  his  opinion,  would  be 
the  more  suitable  way  of  honoring  Dr.  Ward.  He 
has  come  in  contact  with  Dr.  Ward  for  a great 
many  years. 
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The  Secretary:  As  Dr.  Greene  has  said,  Dr. 

Ward  has  been  one  of  our  most  faithful  county  sec- 
retaries for  a period  of  over  twenty  years,  and  he 
has  done  considerable  for  organized  medicine  and 
scientific  medicine  in  Shiawassee  County.  Lie  is  a 
splendid  man  and  a splendid  fellow. 

I feel  that  in  the  classification  of  membership 
there  stands  first  honorary  membership,  then  mem- 
bership emeritus,  and  you  could  give  to  Dr.  Ward 
the  greatest  tribute  by  making  him  an  honorary- 
member. 

Dr.  E.  D.  Spaulding  (Wayne)  : I wish  to  in- 

quire of  Dr.  Greene  if  he  wishes  to  disfranchise 
his  secretary.  One  of  these  things  carries  the  right 
not  to  pay  dues.  The  other  carries  the  right  not  to 
vote. 

Dr.  I.  IV.  Greene  (Shiawassee)  : I think  I would 
like  to  see  him  elected  honorary  member  rather  than 
member  emeritus. 

The  Secretary:  The  member  emeritus  shall  be 

relieved  of  paying  state  dues.  He  will  be  entitled 
to  all  the  benefits  and  privileges  of  membership, 
whereas  the  honorary  member  shall  not  pay  dues 
and  shall  not  have  the  right  to  vote  or  hold  office. 

Dr.  Greene:  That  being  the  case,  that  he  has 

not  the  right  to  hold  office,  I would  prefer  he  be 
made  a member  emeritus. 

The  Speaker:  It  has  been  moved  that  he  be  made 
a member  emeritus. 

Dr.  Roy  EL  Elolmes  (Muskegon)  : I support  the 

motion. 

The  Speaker:  Is  there  any  further  discussion? 

Those  in  favor  say  “aye” ; those  opposed  say  “no.” 
It  is  carried. 

Are  there  any  further  resolutions,  or  new  busi- 
ness? 

Dr.  H.  M Best  (Lapeer)  : I have  a request 

here  from  the  Lapeer  County  Medical  Society.  I 
would  like  to  have  the  Secretary  read  this  for  me. 

The  Secretary  read  a letter  from  the  President 
and  Secretary  of  the  Lapeer  County  Medical  So- 
ciety to  the  House  of  Delegates  requesting  that  Dr. 
F.  A.  Tinker  be  given  a life  membership. 

Dr.  Philip  Riley  (Jackson)  : I move  that  the 

doctor  be  made  a member  emeritus. 

Dr.  L.  G.  Christian  (Ingham)  : I support  the 
motion. 

The  Speaker:  It  is  moved  and  supported  that 

Dr.  Tinker,  from  Lapeer  county,  be  made  a mem- 
ber emeritus  in  the  Michigan  State  Medical  So- 
ciety. 

Is  there  any  discussion?  Those  in  favor  say 
“aye” ; those  opposed  say  “no.”  It  is  carried. 

Ts  there  any  other  new  business,  or  resolutions? 

That  completes,  according  to  the  schedule,  the 
second  session.  At  the  morning  session  you  voted 
to  make  a special  order  of  business  at  four  o’clock 
this  afternoon  of  the  report  of  the  Committee  on 
Economics.  Do  you  wish  to  recess  until  four  o’clock, 
or  do  you  wish  to  proceed? 

Dr.  Pyle:  Mr.  Speaker,  I move  that  the  motion 
made  at  this  morning’s  session,  that  we  meet  at  four 
o’clock  this  afternoon  to  consider  the  report  of  the 
Committee  on  Economics,  be  rescinded. 

Dr.  A.  E.  Stickley  (Ottawa)  : I support  the 

motion. 

The  Speaker:  It  is  moved  that  the  action  taken 

at  this  morning’s  session  to  consider  the  four  o’clock 
order  be  rescinded. 

Is  there  any  discussion?  Those  in  favor  say 
“aye” ; those  opposed  say  “no.”  It  is  carried. 

Dr.  L.  J.  Hirschman  (Wayne)  : I move  that  we 
recess  for  five  minutes. 

Dr.  John  Wessinger  (Washtenaw)  : I support  the 
motion. 

The  Speaker:  Moved  and  supported  that  we  re- 


cess for  five  minutes.  Those  in  favor  say  “aye” ; 
those  opposed  say  “no.”  It  is  carried. 

The  meeting  recessed  for  five  minutes. 

The  Speaker:  Gentlemen,  you  rescinded  the  mo- 
tion of  this  morning.  A motion  to  go  into  executive 
session  is  now  in  order. 

Dr.  Wessinger:  I so  move. 

Dr.  Wm.  J.  Cassidy  (Wayne)  : Isupport  the  motion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye;”  those  opposed  say  “no.”  It  is  car- 
ried that  we  go  into  executive  session. 

Inasmuch  as  we  are  starting  all  over,  the  Speaker 
will  rule,  if  he  hears  no  objection,  with  reference 
to  the  presence  of  those  in  the  assembly  room  who 
are  not  members  of  the  House  of  Delegates,  if  you 
wish  a certain  member  to  remain  the  Speaker  will 
entertain  a motion.  Do  I hear  any  objection  to  that 
ruling? 

(By  individual  vote  a number  of  members  of  the 
Society  and  Dr.  Sinai  were  invited  to  attend  the 
Executive  Session.) 

Dr.  Andrews,  of  Kalamazoo,  and  Dr.  Ellet,  of 
Berrien,  perform  your  duties. 

The  House  is  now  constituted  in  executive  ses- 
sion. The  first  order  of  business  is  the  supplemental 
report  of  the  Committee  on  Reports  of  Committees. 
Dr.  Foster. 

Dr.  L.  F.  Foster  (Bay)  : Mr.  Speaker  and  Mem- 
bers of  the  House  of  Delegates : With  reference 

to  the  report  of  the  Committee  on  Medical  Eco- 
nomics, your  committee  has  reached  no  conclusions 
in  reference  to  the  reports  of  the  economic  com- 
mittee because  of  its  stupendous  nature,  but  it  is 
the  consensus  of  opinion  of  this  committee  that 
the  second  suggestion  as  presented  by  the  economics 
committee  be  considered  as  the  possible  solution, 
with  the  addition  of  the  words  as  follows ; “The 
House  of  Delegates  may  postpone  action  on  health 
insurance,  continue  the  Committee  on  Medical  Eco- 
nomics. and  hold  itself  ready  for  a special  call  if 
and  when  national  or  state  programs  of  health  in- 
surance appear  imminent  to  this  House  of  Dele- 
gates.” 

This  committee  discourages  the  further  expendi- 
ture of  funds  for  that  work,  excepting  the  regular 
funds  of  the  Michigan  State  Medical  Society  if  and 
when  they  may  be  made  available  by  this  House  of 
Delegates. 

I move  the  adoption  of  that  report. 

Dr.  L.  G.  Christian  (Ingham)  : I support  the 

motion. 

The  Speaker:  Is  there  any  discussion? 

Dr.  Wm.  J.  Cassidy  (Wayne)  : It  seems  to  me 
we  should  have  some  kind  of  policy  that  would  be 
rather  elastic  to  fit  the  changing  trends  of  the 
times.  If  you  wait  until  the  house  falls  on  top  of 
you  or  until  the  fire  starts,  you  are  going  to  be 
too  late.  That  has  been  the  policy  of  your  national 
association,  our  state  and  county  societies.  We  have 
always  waited  until  the  cards  tumbled  about  our 
heads,  and  then  rush  pellmell  without  any  organiza- 
to  try  to  bring  things  to  the  profession,  and  as  a 
rule  we  end  up  by  getting  nothing.  It  seems  to  me 
we  ought  to  have  some  kind  of  an  elastic  plan  and 
not  bind  the  profession  to  a hard  and  fast,  narrow- 
gauge  track,  but  it  should  be  of  sufficient  elasticity 
that  it  can  take  care  of  the  man  who  is  practicing 
in  the  urban  district  and  the  man  who  is  practicing 
in  the  larger  metropolitan  areas  of  the  state.  They 
are  two  entirely  different  problems. 

In  the  northern  part  of  the  state,  about  eighty 
per  cent  of  the  population  is  now  on  the  welfare 
rolls.  Taxes  are  insufficient  to  support  them.  Con- 
sequently, the  metropolitan  areas,  such  as  Detroit, 
Battle  Creek,  and  Flint,  must  of  necessity  pour 
enough  money  into  the  coffers  of  the  state  to  sup- 
port the  barren  areas  in  the  northern  part  of  the 
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state  which  will  never  produce  enough  money  to  pay 
the  doctor.  Consequently  those  men  practicing  in 
that  part  of  the  state  are  going  to  be  a little  enthu- 
siastic toward  state  medicine. 

You  have  to  have  an  elastic  thing  so  you  can 
take  care  of  these  men,  and  not  commit  the 
Society  to  a definite,  set  policy  that  cannot  be 
changed  as  the  changing  trend  of  the  times  warrant. 

This  economic  situation  is  going  to  be  over  in 
a short  period  of  time.  It  isn’t  going  to  last  for- 
ever. We  have  been  through  them  before.  When 
we  come  down  to  actualities,  I don’t  think  we  are 
going  to  change  the  status  in  the  next  one  hundred 
years  very  much.  The  law  of  general  economics 
or  the  law  of  averages  usually  levels  it. 

If  the  industrialists  talk  socialized  medicine,  let 
the  medical  profession  talk  socialized  industry.  It 
is  easy  to  fight  fire  with  fire.  We  can  get  up 
and  hoot  from  the  opposite  side  of  the  fence.  If 
they  want  to  socialize  the  doctors,  let  us  socialize 
the  industrialists.  It  is  a poor  rule  that  won’t  work 
both  ways.  I think  a great  deal  of  this  talk  of  the 
socialization  of  the  medical  profession  from  the 
other  side  of  the  fence  will  cease  if  you  start  nib- 
bling a little  at  their  general  welfare  and  their 
general  control  of  things  as  they  are  at  the  present 
time,  in  wanting  to  regiment  everything  to  bureau- 
cratic control  from  the  national  government  down. 

Why  try  to  apply  European  conditions  to  the 
United  Slates?  It  can’t  be  done.  We  don’t  need 
them.  We  are  self  contained.  We  use  ninety  per 
cent  of  the  products  we  manufacture,  and  what 
good  is  that  little  ten  per  cent?  Let  us  stay  home 
and  attend  to  our  own  business  and  let  Europe  alone 
in  regard  to  all  their  socialization  and  in  regard  to 
their  business,  and  we  can  live  and  get  along  a 
darned  sight  better. 

The  Speaker:  Is  there  any  further  discussion? 

The  question  was  called  for. 

Dr.  W.  C.  Ellet  (Berrien)  : Mr.  Speaker,  will  you 
repeat  that  motion,  please? 

The  Speaker:  Read  the  recommendation  of  your 

committee,  of  which  you  moved  the  adoption,  and 
the  adoption  of  which  becomes  an  action. 

Dr.  L.  F.  Foster  (Bay)  : The  recommendation 

relative  to  this  is  the  recommendation  of  suggestion 
No.  2,  as  put  forth  this  morning  by  your  Economics 
Committee,  with  the  words  added  at  the  bottom : 
“The  House  of  Delegates  may  postpone  action  on 
health  insurance,  continue  the  Committee  on  Medical 
Economics,  and  hold  itself  ready  for  a special  call 
if  and  when  national  or  state  programs  of  health  in- 
surance appear  imminent  to  this  House  of  Dele- 
gates.” 

Then  there  were  the  recommendations  of  the  com- 
mittee beyond  that  to  this  effect:  This  committee 

discourages  the  further  expenditure  of  funds  in  this 
work,  excepting  the  regular  funds  of  the  Michigan 
State  Medical  Society  if  and  when  they  may  be 
made  available  by  this  House  of  Delegates. 

Dr.  Win.  S.  Reveno  (Wayne)  : Just  to  correct 
one  word  in  the  proposed  resolution.  I think  the 
word  “may”  in  the  very  first  sentence — “The  House 
of  Delegates  may  postpone  action” — should  have 
substituted  for  it  the  word  “shall.” 

The  Speaker:  You  are  making  that  as  an  amend- 
ment, or  will  you  accept  that? 

Dr.  Win.  S.  Reveno  (Wayne)  : This  is  a recom- 
mendation from  the  Committee  on  Economics. 

The  Speaker:  Then  you  would  recommend  the 

substitution  of  the  word  “shall”  for  the  word  “may” 
in  the  recommendation  made  by  this  committee. 

Dr.  L.  0.  Geib  (Wayne)  : I support  the  amend- 

ment. 

The  Speaker:  The  amendment  is  the  substitution 
of  the  word  “shall”  for  the  word  “may,”  in  the  sen- 
tence which  Dr.  Foster  will  read  you.  Will  you 


read  that  as  it  would  be  if  amended?  Read  that 
part  and  call  attention  to  the  substitution. 

Dr.  L.  F.  Foster  (Bay)  : “The  House  of  Dele- 

gates shall  postpone  action  on  health  insurance,  con- 
tinue the  Committee  on  Medical  Economics,  and 
hold  itself  ready  for  a special  call  if  and  when  na- 
tional or  state  programs  of  health  insurance  appear 
imminent  to  this  House  of  Delegates.” 

The  Speaker:  You  are  changing  the  first  word 

“may”  to  “shall.”  You  are  voting  on  that  part,  and 
that  part  alone. 

Dr.  E.  D.  Spalding  (Wayne)  : Point  of  informa- 

tion. At  this  point  is  the  second  part  of  the  sugges- 
tion of  the  committee  incorporated  in  the  motion  we 
are  now  voting  on? 

The  Speaker:  You  are  voting  on  that  as  an 

amendment  and  the  substitution  of  the  word  “shall” 
for  “may.” 

Dr.  E.  D.  Spalding  (Wayne)  : The  printed  thing 
here  marked  “Second”  is  part  of  the  recommenda- 
tion of  the  committee,  and  then  there  is  a second 
sentence.  Is  the  second  sentence,  the  suggestion  of 
the. committee,  also  part  of  the  motion  we  are  now 
voting  on? 

The  Speaker:  You  are  not  voting  on  that  part  at 

the  present  time.  You  are  only  voting  on  the  inser- 
tion of  the  word  “shall”  in  place  of  “may.”  That 
is  all  you  are  voting  on  right  now. 

The  question  was  called  for. 

The  Speaker:  Those  in  favor  of  the  substitution 

of  the  word  “shall’  for  the  word  “may”  say  “aye”; 
those  opposed  say  “no.”  It  is  carried. 

Is  there  any  further  discussion  on  the  main  mo- 
tion? Are  you  ready  for  the  question? 

Dr.  Spalding:  Mr.  Speaker,  is  the  second  sen- 

tence, which  has  the  recommendation  of  this  com- 
mittee concerning  funds,  part  of  this  motion  as  now 
before  the  House? 

The  Speaker:  The  Chair  would  so  interpret  it. 

Is  there  any  further  discussion? 

The  question  was  called  for. 

Dr.  ,R.  H.  Pino  (Wayne)  : Does  this  matter  of 

‘ shall  ’ or  “may”  apply  also  to  the  use  of  funds 
other  than  those  of  the  State  Society?  It  is  “shall' 
there,  is  it? 

Dr.  L.  F.  Foster  (Bay)  : It  is  “may” — -“If  and 
when  they  may  be  made  available  by  the  House  of 
Delegates.”  The  use  of  “may”  there  is  in  a differ- 
ent sense. 

Dr.  R.  H.  Pino  (Wayne)  : They  may  use  other 

funds? 

Dr.  Foster:  No. 

Dr.  Win.  J.  Cassidy  (Wayne)  : Is  this  left  to  the 
House  of  Delegates  to  decide  when  they  meet? 

The  Speaker:  The  House  can  only  meet  as  pre- 

scribed by  the  Constitution. 

The  Secretary:  According  to  the  By-law,  upon  a 

petition  either  by  the  Council  or  bv  a petition  of  a 
certain  number  of  the  House  of  Delegates. 

Dr.  Cassidy:  Will  you  read  the  section  in  regard 

to  that? 

Dr.  Foster:  We  didn’t  attempt  to  prescribe  how 

the  House  of  Delegates  shall  be  called.  That  is  pre- 
scribed in  the  By-laws.  We  have  nothing  to  do  with 
that. 

The  question  was  called  for. 

The  Speaker:  Those  in  favor  say  “aye”;  those 

opposed  say  “no.”  It  is  carried.  (Applause.) 

Dr.  Foster:  Mr.  Speaker,  we  have  before  us  two 
other  resolutions,  one  from  Berrien  County  and  one 
from  Wayne  County.  Your  committee  finds  that 
these  resolutions  are  contingent  upon  the  disposition 
of  the  Mutual  Health  Plan.  The  committee  recog- 
nizes the  virtue  of  both  resolutions,  but  feels  that  a 
recommendation  is  not  necessary  after  the  disposi- 
tion of  the  Mutual  Health  Plan. 


628 


PROCEEDINGS  114TH  ANNUAL  MEETING 


Jour.  M.S.M.S. 


I move  the  adoption  of  the  committee’s  report  as 
a whole. 

Dr.  Wm.  J.  Cassidy  (Wayne)  : I support  the  mo- 
tion. 

The  motion  was  supported  by  several  others. 

The  Speaker:  Is  there  any  discussion?  Those  in 

favor  say  “aye” ; those  opposed  say  “no.”  It  is  car- 
ried. 

Now  you  may  table  the  resolution  introduced  by 
Dr.  Ellet  of  Berrien. 

Dr.  Phillip  Riley  (Jackson)  : I move  that  the  res- 
olution introduced  by  Dr.  Ellet  of  Berrien  be  re- 
jected. 

The  Speaker-  Do  you  wish  to  say  “rejected”  or 
“laid  on  the  table”? 

Dr.  James  O’Meara  (Jackson)  : I support  the 

motion. 

Dr.  Riley:  “Rejected.” 

The  Speaker:  Is  there  any  discussion?  Those  in 

favor  say  “aye” ; those  opposed  say  “no.”  The  Chair 
is  in  doubt. 

The  Chair  calls  for  a standing  vote.  Those  in 
favor  of  rejecting  the  resolution  introduced  by  Dr. 
Ellet  stand  and  remain  standing  until  the  Secretary 
has  counted  you.  For  your  own  information,  I will 
ask  the  Secretary  to  give  a brief  outline  of  what 
that  is. 

The  Secretary:  The  resolution  introduced  by  Dr. 

Ellet  of  Berrien  County  protests  against  the  action 
of  this  House  of  Delegates  approving  any  plan  of 
Mutual  Health  Service  and  Health  Insurance,  state 
medicine,  and  so  forth. 

Dr.  Karl  Brucker  (Ingham)  : It  seems  to  me  that 
savors  a little  bit  of  discourtesy  to  the  Berrien 
County  Medical  Society  to  use  the  word  “reject.” 
I don’t  like  it.  That  is  the  reason  I am  going  to 
vote  against  it,  and  then  we  will  have  a motion  un- 
doubtedly to  lay  it  on  the  table,  which  looks  better 
to  me. 

Dr.  J.  L.  Chester  (Wayne)  : Can’t  we  move  that 

it  be  tabled  rather  than  rejected? 

The  Speaker:  A motion  to  table  is  always  in  or- 

der. 

Dr.  Chester:  I move  that  the  resolution  be  tabled. 

Dr.  L.  J.  Gariepy  (Wayne)  : I support  the  mo- 

tion. 

The  Speaker:  That  motion  is  non-debatable.  Mo- 
tion is  made  to  table  Dr.  Ellet’s  resolution.  Those 
in  favor  say  “aye” ; those  opposed  say  “no.”  It  is 
carried. 

The  Reveno  resolution.  Some  action  must  be 
taken  on  that  resolution.  I will  ask  the  Secretary  to 
state  the  essence  of  the  other  resolution. 

The  Secretary: 

“Resolved,  That  the  House  of  Delegates  of  the  Michigan 
State  Medical  Society  oppose  the  participation  by  the  mem- 
bers of  the  Michigan  State  Medical  Society  in  any  scheme 
or  plan  of  health  insurance  or  social  medicine,  experimental 
or  otherwise,  until  such  a time  as  all  non-medical  agencies 
or  persons  engaged  in  some  phase  of  the  practice  of  medi- 
cine have  been  placed  under  such  adequate  control  by  the 
state  or  federal  government  as  to  eliminate  them  as  factors 
of  danger  to  the  public  health;  and  be  it  further 

“Resolved,  That  every  member  of  the  Michigan  State 
Medical  Society  be  requested  to  sign  a pledge  which  shall 
embody  the  above  mentioned  principle.” 

Dr.  W.  C.  Ellet  (Berrien)  : I move  that  this  res- 

olution be  tabled. 

Dr.  Vivian  Vandeventer  (Marquette)  : I support 
the  motion. 

Dr.  Roger  V.  Walker  (Wayne)  : I don’t  think 

many  of  the  members  here  realize— 

The  Speaker:  A motion  to  table  a resolution  is 

not  debatable. 

Those  in  favor  of  tabling  the  resolution  say  “aye”; 
those  opposed  say  “no.” 

The  Chair  is  again  in  doubt.  Standing  vote.  A 
standing  vote  to  table  this  resolution  will  now  be 


taken.  Those  voting  in  favor  of  tabling  this  resolu- 
tion will  stand  and  remain  standing  until  such  time 
as  the  Secretary  has  completed  the  count.  (Forty- 
five.) 

Be  seated.  Those  opposed  to  tabling  the  resolu- 
tion stand.  (Fourteen.) 

The  motion  is  carried  and  the  resolution  is  tabled 
by  a vote  of  forty-five  to  fourteen. 

Is  there  any  further  business  to  come  before  tins 
executive  session?  If  there  is  no  further  business  to 
come  before  this  executive  session,  the  Speaker  will 
entertain  a motion  to  rise  from  executive  session. 

Dr.  L.  J.  Hirschman  (Wayne)  : I move  we  rise 

from  executive  session. 

Dr.  C.  S.  Gorsline  (Calhoun)  : I support  the  mo- 
tion. 

The  Speaker:  Those  in  favor  say  “aye”;  those 

opposed  say  “no.”  It  is  carried. 

You  have  now  arisen  from  executive  session  and 
are  in  regular  session. 

Having  completed  the  business  of  the  second  ses- 
sion, again  the  Chair  will  ask  if  there  is  any  other 
unfinished  business. 

Dr.  Wm.  S.  Reveno  (Wayne)  : I would  like  to 

introduce  a resolution  on  the  part  of  the  Wayne  del- 
egation. I would  like  to  recommend  the  election  of 
Walter  Cree  of  Detroit,  Wayne  County,  as  a mem- 
ber emeritus  of  the  State  Society. 

Dr.  E.  D.  Spalding  (Wayne)  : I second  the  mo- 
tion. 

Dr.  H.  W.  Yates  (Wayne)  : I second  the  motion. 
The  Speaker:  Under  unfinished  business,  the 

name  of  Walter  Cree  is  recommended  for  member- 
ship emeritus  by  the  House  of  Delegates. 

Those  in  favor  say  “aye” ; those  opposed  say 
“no.”  It  is  carried. 

Dr.  IV.  C.  Ellet  (Berrien)  ; To  show  that  Berrien 
County  doesn’t  feel  bad,  we  brought  in  a nice  bas- 
ket of  peaches  for  those  who  didn’t  get  any. 

The  Speaker:  The  peaches  are  also  tabled. 

Is  there  any  further  unfinished  business?  If  there 
is  no  further  unfinished  business,  the  Chair  will  en- 
tertain a motion  to  recess  until  seven-thirty  this  eve- 
ning. 

Dr.  A.  D.  Sharp  (Calhoun)  : I move  we  recess 

until  seven-thirty  this  evening. 

The  motion  was  regularly  supported. 

The  Speaker:  The  motion  is  to  recess  until  sev- 

en-thirty this  evening. 

Those  in  favor  say  “aye” ; those  opposed  say  “no.” 
The  House  is  recessed  to  meet  promptly  at  seven- 
thirty. 

The  meeting  recessed  at  four-ten  o’clock. 

HOUSE  OF  DELEGATES 

Tuesday  Evening,  September  11,  1934 

The  recessed  meeting  reconvened  at  seven  thirty- 
five  and  was  called  to  order  by  the  Speaker. 

The  following  delegates  and  alternates  were  pres- 
ent : 

Alpena — F.  J.  O’Donnell 
Barry — M.  R.  Kinde 
Bay-Arenac-Iosco — L.  F.  Foster 
Berrien — W.  C.  Ellet 
Calhoun — C.  S.  Gorsline,  A.  T.  Hafford 
Cass — W.  C.  McCuteheon 
Chippewa-Mackinac — B.  T.  Montgomery 
Eaton — A.  G.  Sheets 

Genesee — George  Curry,  Carl  Moll,  Frank  Reeder 
Grand  Traverse-Leelanau — E.  F.  Sladek 
Gratiot-Isabella-Clare — T.  J.  Carney 
Houghton — George  M.  Waldie 
Huron-Sanilac — David  D.  McNaughton 
Ingham — L.  G.  Christian,  Karl  Brucker 
Jackson — Phillip  Riley 

Kalamazoo-Allegan-Van  Buren — F.  T.  Andrews,  C.  Ten 
Houten,  R.  G.  Cook. 

Kent — A.  V.  Wenger,  H.  J.  Pyle,  R.  H.  Denham,  V.  M. 
Moore,  C.  F.  Snapp 
Lapeer — H.  M.  Best 
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Livingston — Harry  G.  Huntington 
Luce — H.  E.  Perry 
Manistee — A.  A.  McKay 
Marquette-Alger — Vivian  Vandeventer 
Mason — L.  W.  Switzer 
Mecosta — G.  H.  Yeo- 
Monroe — P.  D.  Amadon 
Muskegon — Roy  H.  Holmes 
Oakland — Robert  Baker 

Otsego-Montmorency,  C r a w f o r d-Oscoda-Roscommon-Oge- 
maw — C.  R.  Keyport 

Ontonagon — H.  B.  Hogue 

Ottawa — A.  E.  Stickley 

Saginaw — G.  H.  Ferguson,  F.  J.  Cady 

Shiawassee — I.  W.  Greene 

Tuscola — O.  G.  Johnson 

Washtenaw — John  Wessinger,  Dean  Myers 
Wayne — Wm.  J.  Cassidy,  R.  H.  Pino,  A.  E.  Catherwood, 
R.  M.  McKean,  L.  J.  Hirschman,  J.  L.  Chester,  H.  W. 
Plaggemeyer,  W.  R.  Clinton,  L.  J.  Gariepy,  S.  A.  Flaherty, 
A.  P.  Biddle,  L.  O.  Geib,  L.  T.  Henderson,  C.  K.  Hasley, 
Wm.  S.  Reveno,  Roger  V.  Walker. 

The  Speaker:  We  will  now  hear  the  final  report 

of  the  Chairman  of  the  Credentials  Committee. 

Dr.  L.  T.  Henderson  (Wayne)  : We  have  seven- 

ty-three delegates  registered  at  this  session  as  the 
final  report  of  the  Credentials  Committee. 

Dr.  John  Wessinger  (Washtenaw)  : I move  its 

adoption. 

Dr.  G.  H.  Yeo  (Mecosta)  : I support  the  motion. 
The  Speaker:  Moved  and  supported  that  the  final 

report  of  the  Credentials  Committee  be  adopted.  Is 
there  any  discussion?  Those  in  favor  say  “aye”; 
those  opposed  say  “no.”  It  is  carried. 

Roll  call. 

The  Secretary:  Mr.  Speaker,  I hold  in  my  hand 

62  signed  roll  calls  for  this  third  session  of  the 
House  of  Delegates.  I suggest  that  they  constitute, 
inasmuch  as  there  is  a quorum,  the  roll  call  for  this 
session. 

The  Speaker:  If  I hear  no  objections,  the  Chair 

will  consider  that  as  the  official  roll  call  of  this  ses- 
sion. Hearing  no  objections,  that  constitutes  the  roll 
call. 

Reports  of  reference  committees.  Is  there  any 
further  report  from  the  Committee  on  Council  Re- 
ports, Karl  Britcker,  Chairman? 

Dr.  Karl  Brucker  (Ingham)  : No  report. 

The  Speaker:  The  Committee  on  Society  Busi- 

ness, George  Curry,  Chairman. 

Dr.  George  Curry  (Genesee)  : Mr.  Speaker  and 

Members  of  the  House  of  Delegates : The  resolu- 

tion that  was  presented  this  afternoon  by  the  Wayne 
delegation : 

“Resolved,  That  the  office  of  Secretary  of  the  Michigan 
State  Medical  Society  be  filled  by  a physician  in  an  ad- 
visory capacity  without  remuneration;  be  it  further 

“Resolved,  That  the  Michigan  State  Medical  Society  em- 
ploy a full-time  lay  executive  secretary  who  has  a background- 
of  medical  organization  work,  journalistic  experience,  and 
legislative  contacts;  be  it  further 

“Resolved,  That  the  executive  headquarters  of  the  Mich- 
igan State  Medical  Society  be  moved  to  the  capital  of  Mich- 
igan and  that  appropriate  offices  and  personnel  be  established 
in  that  city.” 

It  was  the  opinion  of  our  committee  that  a prob- 
lem as  weighty  as  this  should  be  transferred  to  the 
Council  of  the  Michigan  State  Medical  Society  for 
their  consideration,  and  I so  move,  Mr.  Speaker, 
that  that  be  done. 

Dr.  A.  E.  Stickley  (Ottawa)  : I support  the  mo- 

tion. 

The  Speaker:  Is  there  any  discussion? 

Dr.  L.  J.  Gariepy  (Wayne)  : At  the  most,  all  we 
can  do  is  put  forth  the  recommendation  to  the 
Council.  So  I think  we  ought  to  make  our  recom- 
mendation to  the  Council  as  to  what  we  want. 

The  Speaker:  Do  I understand  that  recommen- 

dation embodies  that? 

Dr.  George  Curry  (Genesee)  : I will  accept  that. 

The  Speaker:  Would  you  like  to  have  him  read, 

that  again? 


Dr.  Curry:  We  recommend  that  the  information 

contained  in  this  resolution  be  transferred  to  the 
Council  for  their  consideration.  It  is  not  the  prov- 
ince of  the  House  of  Delegates  to  pass  upon  this. 

The  Speaker:  Is  the  recommendation  of  the  com- 

mittee perfectly  clear  to  everyone?  It  has  been 
moved  and  supported.  Those  in  favor  say  “aye” ; 
those  opposed  say  “no.”  It  is  carried. 

Committee  on  Society  Business.  Is  there  any  fur- 
ther report? 

Committee  on  Miscellaneous  Business.  Dr.  Insley. 
Are  there  any  further  reports?  (Nothing  was  re- 
ferred to  them.) 

Committee  on  Reports  of  Committees.  Dr.  Fos- 
ter. (Dr.  Foster  was  absent.) 

The  next  order  of  business  is  elections.  There 
does  not  appear  to  be  a complete  attendance  of  the 
House  of  Delegates,  so  as  a matter  of  information 
the  Chair  would  like  to  know  whether  you  wish  to 
wait  a few  minutes  longer,  or  do  you  wish  to  pro- 
ceed to  the  election?  Hearing  no  objection,  the 
Chair  will  proceed. 

ELECTIONS 

Nominations  for  President-Elect  are  now  in  or- 
der. 

Dr.  C.  F.  Snapp  (Kent)  : Mr.  Speaker  and  Mem- 
bers of  the  House  of  Delegates:  I should  like  to 

place  in  nomination  for  the  office  of  President-Elect 
one  of  the  members  of  our  Society  who  is  probably 
best  known  throughout  the  state  of  any  member  in 
the  whole  organization.  He  is  not  only  well  known 
because  of  the  fact  that  he  has  been  a tireless  work- 
er in  the  Society,  one  of  the  hardest  workers  among 
us  for  organized  medicine  and  for  all  that  organized 
medicine  stands  for,  but  he  has  also  reached  high 
scientific  attainments  in  his  special  field.  As  I say, 
he  is  known  throughout  the  state  for  his  work  in 
our  State  Society,  but  he  is  known  nationally  for  his 
work  in  the  scientific  field. 

There  is  no  man  perhaps  w'ho  could  fill  this  posi- 
tion any  better  than  the  man  I want  to  nominate 
and  we  feel  that  Wayne  County  should  be  recog- 
nized this  year  in  the  selection  of  a President.  It 
gives  me  great  pleasure  to  place  in  nomination  the 
name  of  Dr.  Grover  C.  Penberthy.  (Applause.) 

Dr.  George  Curry  (Genesee)  : I should  like  to 

have  the  pleasure  of  seconding  that  nomination. 

Dr.  Phillip  Riley  (Jackson)  : I would  like  to  sec- 
ond Dr.  Penberthy’s  nomination. 

Dr.  I.  W.  Greene  (Shiawassee)  : I also  want  to 

second  that  nomination. 

Dr.  Karl  Brucker  (Ingham)  : I would  also  like  to 
second  the  nomination. 

Dr.  J.  L.  Chester  (Wayne)  : What  has  been  said 
of  Dr.  Penberthy  is  perfectly  true.  He  is  one  of  the 
very  good  men  of  the  Society.  He  has  been  active, 
and  most  effectively,  for  the  Society. 

The  Wayne  delegation  had  a caucus  this  afternoon 
and  decided  on  a man  who  has  been  active  in  the 
Society  for  the  last  thirty  years.  He  was  chairman 
of  the  Medico-Legal  Committee,  and  is  a lawyer  as 
well  as  a doctor.  He  was  president  of  the  Wayne 
County  Medical  Society.  He  has  always  worked  for 
the  benefit  of  the  Society  as  a whole.  He  is  a man 
well  known  not  only  in  Detroit  but  throughout  the 
state.  He  has  done  a great  deal  of  literary  work 
and  would  be  a great  credit  to  the  Society. 

Therefore,  it  gives  me  great  pleasure,  on  behalf 
of  Wayne  County,  to  place  in  nomination  William 
J.  Stapleton,  |r.  (Applause.) 

Dr.  A.  L.  Callery  (St.  Clair)  : I second  the  nomi- 
nation of  Dr.  Stapleton  for  President-Elect. 

Dr.  R.  H.  Denham  (Kent)  : I move  that  nomina- 
tions be  closed. 

Dr.  W.  C.  Ellet  (Berrien)  : 
tion. 


I support  that  mo- 
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Dr.  George  Curry  (Genesee)  : I support  that  mo- 

tion. 

The  Speaker:  Moved  and  supported  that  nomina- 

tions be  closed.  Those  in  favor  say  “aye”;  those 
opposed  say  “no.”  It  is  carried. 

I will  appoint  the  following  as  tellers : Drs. 

O’Meara,  Carney  and  Andrews. 

Ballots  are  being  distributed.  The  candidates 
nominated  are  Drs.  Penberthy  and  Stapleton. 

Has  everyone  voted  who  is  entitled  to  vote?  If 
everyone  has  voted  who  is  entitled  to  vote,  the  Chair 
declares  the  ballot  dosed. 

The  Secretary:  Mr.  Speaker,  62  delegates  are  en- 
titled to  vote.  Forty-four  ballots  were  cast  for 
Dr.  Penberthy,  and  17  for  Dr.  Stapleton,  making  a 
total  of  61  ballots. 

The  Speaker:  Gentlemen,  you  have  elected  Dr. 

Penberthy  as  President-Elect.  (Applause.) 

I will  call  upon  the  special  committee  that  was  ap- 
pointed this  morning  to  draft  a suitable  statement 
by  the  House  of  Delegates  relative  to  the  retiring 
Secretary.  The  chairman  of  that  committee  is  Dr. 
Biddle. 

Dr.  A.  P.  Biddle,  reporting  for  the  special  com- 
mittee, read  a resolution. 

RESOLUTION 

September  11,  1934 

Frederick  C.  Wamshuis,  M.D.,  D.Sc.,  Secretary  of 
the  Michigan  .State  Medical  Society  since  1913  and 
Editor  of  The  Journal  of  the  Society  for  sixteen 
years,  is  to  leave  us  to  assume  the  position  of  Secre- 
tary-Treasurer to  the  California  Medical  Associa- 
tion. It  is  befitting,  therefore,  for  us  to  place  on 
record  our  deep  appreciation  of  the  work  he  has  so 
disinterestedly  done  throughout  the  years  under  this 
secretaryship  and  editorship. 

He  brought  to  the  position  an  energy  and  direct 
action  which  soon  placed  Michigan  in  the  front  rank 
of  State  Associations  and  The  Journal  among  the 
best  edited.  His  work  among  the  County  Societies 
was  as  untiring;  his  sincerity  infused  their  members 
with  his  own  determination  to  grapple  with  the  prob- 
lems which  beset  every  Society. 

As  a member  of  the  State  Board  of  Registration 
in  Medicine  and  its  Secretary  he  was  a strong  factor 
in  keeping  the  profession  on  a high  plane  and  in 
his  work  with  legislative  committees  he  did  much  to 
place  on  the  Statutes  laws  to  safeguard  the  public 
and  the  profession  or  to  defeat  legislation  inimical 
to  these  public  interests. 

In  1919  he  was  elected  Speaker  of  the  House  of 
Delegates  of  the  American  Medical  Association  and 
has  ever  since  served  in  that  capacity.  These  years 
of  experience  as1  a presiding  officer  have  reflected  in 
a greater  ability  to  serve  his  State  Society  and  in  nj 
small  degree  to  inaugurate  and  to  execute  its  pol- 
icies. 

His  service  during  the  World  War  as  Chief  of  the 
Surgical  Service,  Base  Hospital  No.  99,  American 
Expeditionary  Forces,  and  later  its  Commanding  Of- 
ficer, demonstrated  his  ability  as  a Surgeon  and 
Executive,  all  of  which  added  emphasis  to  his  or- 
ganizing genius. 

We  shall  miss  his  strong  personality,  unfailing 
fairness  and  firmness  in  our  deliberations  of  the  ever 
recurring,  perplexing  problems  which  the  profession 
is  brought  to  face. 

Be  it  resolved,  therefore,  that  we,  the  Members  of 
the  House  of  Delegates  in  formal  session,  herewith 
record  our  appreciation  of  his  services,  our  sincerity 
in  the  expression  of  a deep  loss  and  our  best  wishes 
for  success  and  happiness  in  his  new  field  of  en- 
deavor. 

Be  it  resolved,  further,  that  a copy  be  transmitted 


to  the  California  Medical  Association  and  one  to  the 
American  Medical  Association. 

Carl  F.  Moll 

John  Wessinger 

Andrew  P.  Biddle,  Chairman. 

Dr.  H.  J.  Pyle  (Kent)  : I move  the  adoption  of 

this  resolution. 

Supported  by  several. 

The  Speaker:  Those  in  favor  say  “aye”;  again, 
“aye” ; again,  “aye.” 

The  motion  was  carried  unanimously,  and  the  au- 
dience arose,  applauded  and  cheered. 

The  Speaker:  Inasmuch  as  our  Secretary  is  par- 

tially overcome,  I will  allow  him  to  pick  up  a little 
bit  while  we  have  another  part  of  the  program.  I 
will  call  on  Dr.  Baker. 

Dr.  Robert  Baker  (Oakland)  : Gentlemen  of  the 

House  of  Delegates:  I,  too,  have  a message  to  give. 
This  is  the  report  of  the  committee  appointed  bv 
the  Council. 


Dr.  Wamshuis,  in  the  name  of  the  officers  and 
the  Council  of  the  Michigan  State  Medical  Society 
we  present  you  these  small  tokens  of  our  regard  and 
respect.  We  hope  you  may  have  many  years  of 
progressive  success  and  happiness.  It  is  my  pleasure 
to  present  to  you,  Dr.  Wamshuis,  this  and  this. 
(Presenting  a watch  and  traveling  bag.) 

The  Speaker:  A wrist  watch.  It  has  some  en- 

graving on  it.  I hope  I read  the  right  engraving. 
“Frederick  Wamshuis,  from  the  Council  of  the 
Michigan  State  Medical  Society,  1934.”  (Applause.) 

response  of  the  secretary 

The  Secretary:  Mr.  Speaker,  Dr.  Biddle,  Dr. 

Baker,  my  Friends  of  this  House  of  Delegates  of 
the  Michigan  State  Medical  Society,  and  Members 
of  the  Council : There  are  times,  and  this  is  one  of 
them,  when  words  fail  to  express  the  thoughts  that 
arise  within  one  or  the  emotions  that  are  created  by 
a demonstration  such  as  you  have  given  me  this  eve- 
ning. Oliver  Wendell  Holmes  once  said  that  there 
were  three  occasions  in  life  when  one  might  speak 
about  himself  and  consider  himself  the  center  of  in- 
terest. Those  three  occasions  were  when  he  was 
born,  when  he  was  christened,  and  when  he  was  bur- 
ied. Then  he  goes  on,  in  his  farewell  address  to 
his  class  of  Harvard,  and  says : “There  are  other 

occasions  when  one  may  be  justified  in  reminiscing 
some  of  the  events  of  life  and  not  be  considered 
egotistical.” 

So  with  that  precedent  this  evening  possibly  T 
could  reminisce  over  this  period  of  twenty-two  years 
in  which  I have  been  privileged  to  serve  the  Michi- 
gan State  Medical  Society  and  its  individual  mem- 
bers. I prefer  not  to  do  so. 

It  is  not  an  easy  thing  to  sever  oneself  from  an 
association  with  friends  that  has  been  going  on  for 
a period  of  some  thirty-two  years.  One  is  filled  with 
many  conflicting  emotions. 

I know  I might  go  back  in  the  by-paths  of  our 
organization  and  its  activities  and  brush  away  the 
foliage  that  time  has  grown  over  the  footsteps  of 
those  who  have  traveled  on  these  by-paths.  If  there 
is  anything  I have  done  for  the  good  of  the  pro- 
fession of  Michigan,  I am  very  humble  in  saying, 
and  sincerely  so,  that  it  wasn’t  because  of  me,  but 
it  was  because  of  the  inspiration  of  such  men  as 
Sawyer  and  Burr,  of  Vaughan  and  Darling,  of 
Baker,  of  Dodge  and  Carstens,  of  Kiefer  and 
Welsh,  and  of  Laubaugh  and  Kay,  men  who  led 
you  and  inspired  you  as  well  as  they  did  me.  This 
evening  I wish  to  pay  tribute  to  their  memory,  and 
to  record  our  indebtedness  for  that  which  they  gave 
for  organized  medicine  in  Michigan. 
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Then  we  are  fortunate  in  still  having  with  us  men 
like  Biddle,  Petersen,  Hume,  Moll,  Le  Fevre, 
Hirschman,  Robb,  Connor,  Brook  and  Randall,  men 
who,  too,  have  given  of  themselves  and  of  their  time, 
and  who  by  their  action  and  by  their  self-sacrifice 
have  made  Michigan  what  it  is  in  organized  medi- 
cine today.  It  has  been  my  humble  privilege  to  have 
been  associated  with  them,  and  if  I have  served  I 
am  grateful  that  I have  been  able  to  add  my  bit. 

I am  going  away — yes,  but  I am  coming  back. 
Mr.  Speaker,  as  I grasp  your  hand,  through  you  I 
grasp  the  hand  of  every  member  of  our  state  organ- 
ization. I am  not  going  to  say  good-bye.  I am  only 
going  to  wish  that  fortune  may  be  kind  to  you,  and 
that  fate  may  deal  gently  with  you.  We  shall  meet 
again. 

The  audience  arose  and  applauded. 

ELECTION  OF  DELEGATES  TO  A.  M.  A. 

The  Vice  Speaker  took  the  chair. 

The  Vice  Speaker:  You  will  observe  in  your  pro- 
gram that  the  next  order  of  business  is  that  of  the 
election  of  delegates  and  alternates  to  the  A.  M.  A. 
If  you  turn  to  Page  5,  you  will  observe  that  those 
delegates  whose  terms  expire  this  year  are  Gors- 
line  of  Battle  Creek,  Brook  of  Grandville,  and  Luce, 
your  Speaker,  of  Detroit. 

If  you  are  ready,  the  Chair  will  be  glad  to  receive 
nominations  for  three  delegates  to  the  A.  M.  A. 

Dr.  George  Curry  (Genesee)  : I would  like  to 

place  the  name  of  Dr.  Brook  of  Grandville  as  a 
delegate  to  the  A.  M.  A.  Dr.  Brook  has  been  a past 
President  of  this  Society  and  certainly  has  given  a 
long  period  of  time  of  excellent  service,  and  I think 
he  deserves  our  consideration  for  nomination. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : Mr.  Speaker 
and  Members  of  the  House  of  Delegates:  A few 
minutes  ago  you  listened  to  an  eloquent  speech.  It 
falls  far  beyond  my  ability  to  present  to  you  in  any 
certain  words  the  ability  of  the  man  I am  about 
to  nominate. 

Two  years  ago  I had  the  privilege  of  nominating 
this  man,  and  in  that  time  he  has  served  you  well. 
He  has  presented  himself  at  the  A.  M.  A.  with  con- 
fidence, and  has  made  the  position  of  the  state  of 
Michigan  one  in  which  it  is  to  be  envied.  The  name 
of  this  man  who  has  served  you  so  well  is  Dr.  C.  S. 
Gorsline  of  Calhoun  County. 

Dr.  L.  0.  Geib  (Wayne)  : I wish  to  nominate  a 
man  who  needs  no  introduction,  a man  who  is  al- 
ways ready  to  take  the  right  side  of  any  question 
and  fight  and  see  it  through.  I nominate  Dr.  Ellet 
of  Berrien  County. 

Dr.  Phillip  Riley  (Jackson)  : Mr.  Speaker,  two- 
thirds  of  the  area  of  the  state  of  Michigan  is  north 
of  a line  from  Flint  to  Grand  Rapids,  and  there  is 
no  representative  above  that  line  who  represents  us 
to  the  A.  M.  A. 

I would  like  to  nominate  Claude  Keyoort  of  Gray- 
ling for  the  office  of  delegate.  In  view  of  the  fact 
that  for  many  years  we  had  no  delegate  from  the 
upper  peninsula  for  northern  Michigan,  I would  like 
to  see  a man  represent  that  territory. 

The  Vice  Speaker:  Dr.  Keyport  of  Grayling  has 
been  nominated. 

Dr.  L.  G.  Christian  (Ingham)  : It  has  been  said 
that  we  must  have  age  in  the  House  of  Delegates 
of  the  A.  M.  A.  We  in  this  body  have  seen  an  in- 
dividual who  has  impressed  us  with  his  sincerity,  his 
ability  on  his  feet,  his  clear  thinking,  and  a man  who 
can  mix  well. 

I am  about  to  present  the  name  of  an  individual 
who  has  gone  far  in  your  estimation  and  mine,  a 
man  we  believe  can  go  farther  in  the  A.  M.  A.  I 
would  like  to  present  the  name  of  Dr.  Andrews  of 
Kalamazoo.  (Applause.) 


The  Vice  Speaker:  Are  there  any  other  nomina- 
tion? 

Dr.  Roger  V.  Walker  (Wayne)  : I want  to  nomi- 
nate a man  who  all  today  has  shown  his  ability  to 
conduct  meetings  to  the  satisfaction  of  all  of  us,  and 
a man  who  represents  the  State  Society — Henry 
A.  Luce. 

The  Vice  Speaker:  Dr.  Luce  of  Wayne  has  been 
nominated. 

Are  there  any  other  nominations? 

Dr.  J.  M.  Robb  (Wayne)  : How  many  delegates 
are  there? 

The  Vice  Speaker:  There  are  three  to  be  elected. 

Dr.  Robb:  Is  there  one  to  take  the  Secretary’s 
place? 

The  Vice  Speaker:  I am  guided  by  the  program, 
Dr.  Robb,  in  which  nothing  is  stated  with  refer- 
ence to  the  Secretary.  How  about  that,  Mr.  Sec- 
retary ? 

Dr.  L.  J.  Hirschman  (Wayne)  : I think  I can 
clarify  this  a little  bit.  We  have  coming  up  under 
unfinished  business  tonight  an  amendment  to  the 
By-laws,  which  would  provide  for  a delegate  to 
succeed  Dr.  Warnshuis.  The  amendment,  according 
to  the  order  of  business,  will  not  be  brought  up 
until  this  election  is  over.  I believe,  in  order  to  do 
this  in  parliamentary  fashion,  it  is  well  to  complete 
this  election  at  this  time  and  then  under  unfinished 
business,  if,  as  and  when  you  pass  this  amendment, 
to  nominate  a man  to  fill  that  vacancy.  The  vacancy 
is  not  as  yet  evident,  so  we  can’t  do  anything  about 
it  until  we  get  to  unfinished  business'. 

Dr.  Karl  Brucker  (Ingham)  : 1 move  that  nomi- 
nations be  closed. 

Dr.  R.  H.  Denham  (Kent)  : I second  the  motion. 

The  Vice  Speaker:  You  all  understood  Dr. 

Hirschman’s  statement  that  the  fourth  one  to  sub- 
stitute for  the  Secretary  will  be  taken  care  of  later. 

Is  there  any  discussion?  If  not,  those  in  favor  of 
the  motion  will  say  “aye” ; contrary,  “no.”  So 

carried. 

The  tellers  will  please  distribute  the  ballots.  You 
vote  for  three  at  this  time. 

Dr.  H.  J.  Pyle  (Kent)  : Do  we  understand  that 
the  three  receiving  the  highest  vote  are  elected? 

The  Vice  Speaker:  What  is  the  wish  of  the 

House? 

Dr.  John  Wessinger  (Washtenaw)  : I move  that 
the  three  highest  nominated  be  elected  delegates  to 
the  A.  M.  A. 

Dr.  L.  J.  Gariepy  (Wayne)  : I support  the  motion. 

The  Vice  Speaker:  You  have  heard  the  motion 
as  supported.  Is  there  any  discussion?  If  not,  those 
in  favor  of  this  motion  vote  by  saying  “aye” ; con- 
trary, “no.”  So  carried. 

Dr.  F.  T.  Andreivs  (Kalamazoo)  : Inasmuch  as 
I am  a candidate,  I desire  that  another  teller  be 
appointed. 

The  Vice  Speaker:  If  it  is  the  pleasure  of  the 
House,  the  Speaker  will  appoint  another  teller. 

Dr.  Karl  Brucker  (Ingham)  : Mr.  Speaker,  I 

would  move  that  the  three  defeated  candidates  be 
the  alternate  delegates. 

The  Vice  Speaker:  I am  sorry,  but  that  is  a sep- 
arate election.  The  Chair  so  rules. 

I wonder  if  Dr.  Wenger  of  Kent  will  please  sub- 
stitute for  Dr.  Andrews  of  Kalamazoo.  Likewise, 
I think  we  have  a teller  who  has  not  worked.  Will 
Dr.  Huntington  of  Howell  substitute  for  Dr. 
O'Meara,  who  is  indisposed? 

You  are  voting  for  three  on  one  ballot,  and  not 
one. 

Has  everyone  voted  who  is  entitled  to  vote?  If 
so,  I declare  the  ballot  closed. 

The  Secretary : Mr.  Speaker,  the  ballot  cast 

shows  35  ballots  cast  for  Dr.  Brook;  39  for  Dr. 
Gorsline;  14  for  Dr.  Ellet;  32  for  Dr.  Keyport;  26 
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for  Dr.  Andrews ; and  43  for  Dr.  Luce.  The  highest 
is  Dr.  Luce  with  43;  second,  Dr.  Gorsline  with  39, 
and  Dr.  Brook  with  35.  (Applause.) 

The  Vice  Speaker:  Members,  you  have  seen  and 
heard  the  results  of  this  election.  I therefore  de- 
clare Drs.  Luce,  Gorsline  and  Brook  so  elected  as 
delegates  to  the  A.  M.  A.  (Applause.) 

The  next  order  of  business  is  that  of  the  election 
of  alternates. 

Dr.  A.  P.  Biddle  (Wayne)  : Mr.  Chairman,  it  is 
always  that  in  the  election  of  those  who  represent 
us  we  should  have  different  types  of  men. 

I wish  to  nominate  one  who  is  an  old  character,  as 
sincere  a member  of  this  Society  as  it  has  ever  been 
my  privilege  to  know.  He  comes  from  a small  place. 
He  knows  the  rural  district.  He  knows  what  they 
need. 

I have  the  pleasure  of  nominating  Dr.  T.  E.  Gurse 
of  Marine  City.  (Applause.) 

The  Vice  Speaker:  May  I remind  you  that  there 
are  three  alternates  to  be  elected,  and  according  to 
the  pamphlet  those  whose  terms  expire  are  the  ones 
whom  Dr.  Biddle  just  placed  in  nomination,  Dr.  De 
Gurse  of  Marine  City,  Dr.  Denham  of  Grand  Rapids, 
and  Dr.  Ellet  of  Benton  Harbor. 

The  Chair  will  entertain  further  nominations. 

Dr.  A.  V.  Wenger  (Kent)  : I nominate  Dr.  Den- 
ham of  Kent  as  alternate. 

Dr.  C.  S.  Gorsline  (Calhoun)  : I would  like  to 
place  in  nomination  the  name  of  Dr.  Andrews  of 
Kalamazoo  as  alternate. 

Dr.  Roger  V.  Walker  (Wayne)  : I move  that 

nominations  be  closed. 

The  Vice  Speaker:  There  is  a motion  before  the 
House. 

Dr.  A.  P.  Biddle  (Wayne)  : I second  the  motion. 

The  Vice-Speaker:  The  motion  is  that  nomina- 
tions for  alternate  delegates  be  closed.  If  there  is 
no  discussion,  all  those  in  favor  say  “aye” ; con- 
trary, “no.”  The  “ayes”  have  it,  and  so  carried. 
Ballots  are  closed. 

Dr.  L.  J.  Hirschman  (Wayne)  : I move  you,  sir, 
that  the  Secretary  be  instructed  to  cast  the  ballot  of 
this  House  for  the  three  candidates1  named. 

Several  supported  the  motion. 

The  Vice  Speaker:  It  has  been  moved  and  sup- 
ported that  the  Secretary  cast  the  ballot  of  the 
House  of  Delegates  for  these  three  names. 

Is  there  any  discussion?  All  those  in  favor  say 
“aye” ; contrary,  “no.”  It  is  carried. 

The  Secretary:  Mr.  Speaker,  your  Secretary  casts 
the  ballot  of  this  House  for  Dr.  De  Gurse,  Dr.  R.  H. 
Denham,  and  Dr.  F.  T.  Andrews  as  alternate  dele- 
gates to  the  American  Medical  Association. 

The  audience  arose  and  applauded  as  President- 
Elect  Penberthy  entered  the  room. 

Dr.  J.  M.  Robb  (Wayne)  : I arise  to  a point  of 
order.  In  the  matter  of  electing  alternate  delegates, 
isn’t  it  true  that  the  alternate  with  the  highest  num- 
ber of  votes  should  take  the  place  of  the  actual 
delegate  who  doesn’t  go? 

The  Secretary:  I will  answer  that,  Dr.  Robb.  You 
are  electing  your  delegates  at  large,  and  therefore 
they  can  take  anybody’s  place. 

The  Vice  Speaker:  The  Chair  therefore  declares 
these  three  men  elected  as  alternate  delegates  to  the 
A.  M.  A. 

Dr.  H.  J.  Pyle  (Kent)  : I would  like  to  rise  to 
a point  of  order.  1 can  see  how  a situation  could 
arise  where  one  of  these  three  men  might  be  in- 
capacitated. Who  is  going  to  determine  who  is  going 
to  be  his  alternate?  This  thing  has  come  up  before 
and  caused  dissatisfaction  in  the  Society.  I wish 
somebody  would  discuss  it.  Who  determines  that? 
This  is  the  point  Dr.  Robb  brought  up,  and  I think 
it  should  be  discussed. 

The  Secretary:  The  only  thing  I can  say,  Mr. 


Speaker,  is  that  in  the  past  in  determining  who 
should  serve  in  my  capacity  the  Council  has  desig- 
nated the  alternate  who  should  so  serve. 

Dr.  Pyle:  I don’t  think  that  is  a thing  for  the 
Council  to  determine.  It  is  a matter  for  the  House 
of  Delegates.  If  we  don’t  know  how  to  do  it  in 
our  elections,  we  had  better  start  all  over. 

The  Vice  Speaker:  So  far  as  my  judgment  is 
concerned,  that  probably  would  be  something  new 
to  come  under  modification  of  the  By-laws  or  the 
Constitution,  if  there  is  nothing  in  there  quoting  on 
it.  My  knowledge  is  nil  on  the  subject. 

Dr.  E.  D.  Spalding  (Wayne)  : May  the  election 
be  reconsidered  and  the  House  vote  on  the  order 
of  their  choice  for  delegate? 

Dr.  Karl  Brncker  (Ingham)  : I support  the  mo- 
tion. 

Dr.  Phillip  Riley  (Jackson)  : If  everybody  votes' 
for  three,  as  he  is  entitled  to,  it  would  be  a tie 
vote. 

The  Vice  Speaker:  I really  can’t  see  that  we  are 
getting  anywhere.  If  a few  fellows  vote  for  only 
one,  he  is  the  leading  man,  but  if  everybody  votes 
for  three,  and  you  are  entitled  to  vote  for  three,  it 
will  be  a tie  vote  and  will  be  the  same  as  it  is  now. 

Dr.  Roger  V.  Walker  (Wayne)  : If  you  are  going 
to  have  one  ballot,  can’t  you  ballot  one,  two  and 
three  and  indicate  your  choice?  The  highest  number 
would  be  the  first  one,  and  you  can  indicate  what 
you  want  first,  second  and  third. 

The  Vice  Speaker:  There  is  a motion  before  the 
House  by  Dr.  Spalding  of  Wayne. 

Dr.  Spalding:  That  the  election  be  reconsidered, 
and  the  House  of  Delegates  make  their  choice  in 
the  order  of  one,  two  and  three  in  their  order. 

Dr.  L.  J.  Hirschman  (Wayne)  : Mr.  Speaker,  I 
dislike  very  much  to  take  exception  to  one  of  my 
distinguished  colleagues  of  Wayne,  but  you  can’t 
reconsider  an  election.  The  men  have  been  duly 
elected  and  so  declared  by  the  presiding  officer. 
However,  that  can  be  determined  very  easily  in  a 
very  simple  manner,  as  a good  sportsman  like  you 
knows.  I would  suggest  that  these  three  gentlemen 
come  forward  and  draw  lots  as  to  their  order  of 
precedence  and  that  will  settle  the  whole  thing. 

Dr.  H.  J.  Pyle  (Kent)  : I have  never  been  an  ob- 
structionist. The  more  you  stick  to  parliamentary 
rule  the  better  the  organization  will  get  along.  I am 
tickled  to  death  these  men  were  elected,  but  I do  be- 
lieve we  should  decide  how  they  shall  serve.  I think 
Dr.  Spalding  is  right.  I think  Dr.  Hirschman’s 
suggestion  is  wonderful,  because  I do  not  believe  it 
should  be  vested  in  seven  or  eight  men  to  say  who 
shall  go.  I am  making  the  suggestion  that  we  have 
some  definite  way  of  determining  who  shall  go  as 
alternate.  I am  not  an  obstructionist,  but  for  the 
good  of  organized  medicine  I make  that  statement. 
I think  the  suggestion  of  Dr.  Hirschman  is  good,  if 
these  gentlemen  will  rise  and  let  it  be  determined 
in  that  way. 

Dr.  F.  T.  Andreivs  (Kalamazoo)  : Personally,  I 
am  willing  to  gamble  with  the  goddess  of  chance. 

Dr.  T.  E.  De  Gurse  (St.  Clair)  : As  one  of  the 
nominated  alternates,  I am  willing  to  draw  cuts. 

The  Vice  Speaker:  I don’t  think  one  wants  to  be 
shown  favoritism  over  the  other  at  all.  Will  those 
three  gentlemen  who  were  elected  alternate  dele- 
gates please  come  forward?  (Applause.) 

The  Secretary:  Mr.  Speaker,  I have  three  slips 

of  paper  on  which  their  names  appear.  I suggest 
they  be  put  in  a hat,  shaken  up,  and  allow  them  to 
draw,  and  the  order  in  which  they  draw  is  the  order 
of  their  seniority. 

The  Vice  Speaker:  If  it  is  not  improper,  I will 
ask  Dr.  Biddle  to  do  the  drawing.  It  is  the  wish  of 
the  Chair  that  the  first  name  drawn  shall  be  listed 
as  No.  1 choice  of  delegate.  The  second  name  drawn 
is  second,  and  No.  3 third. 
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The  name  that  I read  on  this  ticket  is  De  Gurse. 
(Applause.) 

The  name  that  I read  on  this  ticket  is  Andrews, 
and  Denham  for  third. 

May  we  deviate  from  the  ordinary  routine  of 
business,  gentlemen,  for  just  a moment.  I know  you 
want  to  hear  a word  from  a gentleman  who  has 
been  sitting  here  shivering  ever  since  he  was  elected. 
Shall  we  now  hear  from  Dr.  Penberthy? 

The  audience  arose  and  applauded. 

PENBERTHY  ACCEPTS  OFFICE  OF 
PRESIDENT-ELECT 

President-Elect  Penberthy:  Mr.  Vice  Speaker, 

Delegates,  Officers,  Ladies  and  Members  of  the  Pro- 
fession : You  have  extended  a singular  honor  to 

Wayne  County,  and  for  Wayne  County  I express 
my  appreciation. 

I have  attended  meetings  of  the  House  of  Dele- 
gates for  a good  many  years,  and  one  can’t  help 
but  be  impressed  with  the  kindly  spirit  that  prevails 
at  present.  The  feeling  between  the  State  and  the 
Wayne  County  group  is  excellent.  Let’s  hope  it 
continues.  I think  in  some  respects  there  has  been 
perhaps  a little  paranoia  on  the  part  of  the  out-state 
men  against  Wayne  County,  and  the  same  may  per- 
haps be  said  of  the  Wayne  County  group.  How- 
ever, it  is  our  wish  that  we  all  work  as  one,  and  I 
see  no  reason  why  we  cannot  “carry  on”  as  a unified 
body. 

Many  problems  confront  organized  medicine  to- 
day, of  all  of  which  we  are  aware.  One  thing  that 
stood  out  in  the  reports  today  was  the  word 
“contact.”  I have  served  on  the  Legislative  Com- 
mittee for  several  years,  and  in  contacting  the  leg- 
islators, one  feels  it  is  quite  a unique  opportunity 
and  a privilege — at  least,  one  is  given  that  impres- 
sion. It  means  a great  deal  for  the  medical  profes- 
sion to  stand  as  one  body  and  become  acquainted 
with  the  legislators. 

In  the  Speaker’s  address  this  morning  he  spoke 
of  the  need  for  this  contact.  The  Chairman  of  the 
Council  made  the  same  statement,  and  Dr.  Bradley’s 
report  of  course  dealt  with  that  very  subject.  We 
in  Wayne  are  trying  to  carry  out  this  idea  of  the 
State  Society  in  contacting  our  legislators  and  try- 
ing to  educate  them.  It  has  been  my  experience  that 
some  of  them  do  respond.  They  probably  will  re- 
spond to  the  medical  point  of  view,  if  we  can  get 
them  interested  in  our  problems  before  the  election. 

It  behooves  all  of  us  to  go  back  home  and  make 
every  attempt  to  bring  the  legislators  and  those  who 
have  to  deal  with  our  problems  out  to  the  front, 
so  that  they  may  understand  our  problems,  for, 
after  all,  we  are  interested  in  the  welfare  of  the 
public.  Our  motive  isn’t  selfish.  It  may  appear  so 
to  many,  but  we  are  for  organized,  honest,  upright 
good  medicine. 

The  postgraduate  opportunities  that  are  going  to 
be  given  out  in  the  state  are  very  attractive.  I 
think,  in  order  that  we  may  keep  abreast  of  the 
times  and  show  the  public  that  we  are  interested 
in  the  best  medicine,  that  all  who  can,  and  all  in  the 
state,  should  avail  themselves  of  the  opportunity  to 
attend  these  postgraduate  courses. 

I appreciate  the  responsibility  that  is  placed  upon 
me,  and  I will  try  to  carry  out  my  part  of  the  pro- 
gram to  the  best  of  my  ability.  I hope  I will  have 
the  cooperation  of  the  Society,  which  has  been  given 
to  the  distinguished  gentlemen  who  have  preceded 
me. 

Again  I wish  to  thank  you.  (Applause.) 

The  Vice  Speaker:  Dr.  Penberthy  and  I were 

classmates,  so  I take  this  opportunity  to  wish  him 
well. 

The  next  order  of  business  is  that  of  the  election 
of  Councilor  for  the  14th  District,  the  retiring  Coun- 
cilor being  Dr.  Howard  Cummings. 


Dr.  John  Wessinger  (Washtenaw)  : I arise  to 

place  in  nomination  Dr.  Howard  H.  Cummings  to 
succeed  himself  as  Councilor  of  the  14th  District. 

The  Vice  Speaker:  Dr.  Howard  Cummings  to 

succeed  himself.  Are  there  any  other  nominations? 

Dr.  H.  J.  Pyle  (Kent)  : I move  that  nominations 
be  closed. 

Dr.  James  O’Meara  (Jackson)  : I support  the 

motion. 

The  Vice  Speaker:  You  have  heard  the  motion. 
Is  there  any  discussion?  If  not,  all  those  in  favor 
say  “aye” ; contrary,  “no.”  Carried. 

_ Will  someone  make  a motion,  therefore,  that  the 
Secretary  cast  the  ballot  in  favor  of  Dr.  Howard 
Cummings  ? 

Dr.  R.  H.  Denham  (Kent)  : I so  move. 

Dr.  Dean  Myers  (Washtenaw)  : I support  the 
motion. 

The  Vice  Speaker:  Motion  has  been  made  and 
supported  that  the  Secretary  cast  the  ballot  for  the 
election  of  Dr.  Howard  Cummings  as  Councilor  for 
the  14th  District.  Is  there  any  discussion?  If  not, 
all  those  in  favor  say  “aye”;  contrary,  “no.”  So 
carried. 

The  Secretary:  Mr.  Speaker,  your  Secretary  does 
cast  the  ballot  of  this  House  for  Howard  H.  Cum- 
mings as  Councilor  to  succeed  himself  for  a term 
of  five  years. 

The  Vice  Speaker:  The  Chair  therefore  declares 
Dr.  Howard  Cummings  elected  as  Councilor  of  the 
14th  District. 

The  next  order  of  business  is  the  election  of 
Speaker  of  the  House  of  Delegates. 

Dr.  H.  J.  Pyle  (Kent)  : Never  in  all  my  experi- 
ence in  the  State  Medical  Society  have  I seen  so 
much  beauty  and  so  much  power  vested  in  the  rear 
of  a pair  of  glasses.  I can’t  help  but  believe  that 
the  incumbent,  the  man  who  has  served  so  well,  if 
he  serves  two  or  three  years  will  make  a very  good 
Speaker. 

I would  like  to  place  in  nomination  the  name  of 
Henry  Ashley  Luce  to  succeed  himself.  (Applause.) 

The  Vice  Speaker:  Dr.  Luce  has  been  nominated. 
Are  there  any  other  nominations? 

Dr.  Phillip  Riley  (Jackson)  : I move  that  nomi- 
nations be  closed. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : I support  the 
motion. 

The  Vice  Speaker:  Moved  and  supported  that 
nominations,  with  the  name  of  Dr.  Henry  Luce,  be 
closed. 

Dr.  Andrews:  I move  that  the  Secretary  cast  the 
ballot  for  the  election  of  Henry  Luce. 

The  Vice  Speaker:  If  there  is  no  discussion  on 
the  previous  motion,  all  those  in  favor  say  “aye”; 
opposed,  “no.”  So  carried. 

The  motion  now  before  the  House  is  that  the 
Secretary  be  instructed  to  cast  the  ballot  in  the  name 
of  Dr.  Luce.  Was  that  supported? 

Dr.  L.  J.  Hirschman  (Wayne)  : I support  the 
motion. 

The  Vice  Speaker:  Is  there  any  discussion?  If 
not,  all  those  in  favor  say  “aye”;  contrary,  “no.”  It 
is  carried.  The  Secretary  will  so  cast. 

The  Secretary:  Mr.  Speaker,  your  Secretary  casts 
the  ballot  of  this  House  for  Henry  Ashley  Luce  as 
Speaker  to  succeed  himself. 

The  Vice  Speaker:  The  Chair  declares  Dr.  Henry 
Luce  elected  Speaker  of  the  House  of  Delegates. 

The  Speaker  resumed  the  chair. 

Dr.  C.  S.  Gorsline  (Calhoun)  : Is  it  a misprint 
that  there  were  two  Councilors  to  be  elected  this 
year  ? 

The  Speaker:  It  is.  That  was  decided  by  the  re- 
port given  by  the  chairman  of  the  Council,  an  ar- 
rangement so  as  to  alternate  the  periods  of  election. 

The  next  order  of  business’  is  the  election  of  Vice 
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Speaker.  The  Chair  will  now  entertain  nominations 
for  Vice  Speaker. 

Dr.  W.  C.  Ellet  (Berrien)  : I move  that  Dr. 

Reeder  be  nominated  to  succeed  himself  as  Vice 


Speaker. 

Several  supported  the  motion. 

Dr.  Karl  Brucker  (Ingham)  : I move  that  nomi- 
nations be  closed. 

Dr  A.  V.  Wenger  (Kent)  : I second  the  motion. 
The  Speaker:  'Moved  that  the  nominations'  be 
closed,  and  supported.  Those  in  favor  say  aye  ; 
those  opposed  say  “no.”  It  is  carried. 

Dr.  L.  I.  Hirschman  (Wayne)  : In  spite  of  that 
opposition  from  Jackson,  I move  that  the  Secretary 
cast  the  ballot  of  this  House  for  Dr.  Reeder  for 
Vice  Speaker. 

Dr.  James  O’Meara  (Jackson)  : I support  the  mo- 
tion. . 

The  Speaker:  Moved  that  the  Secretary  cast  the 
ballot  of  this  House  for  Dr.  Reeder  as  Vice  Speaker 
for  the  House  of  Delegates.  Those  in  favor  say 
“aye”  ; contrary  the  same  sign.  Carried  unanimously. 

The  Secretary:  Mr.  Speaker,  your  Secretary  casts 
the  ballot  of  this  House  for  Dr.  Reeder  as  Vice 
Speaker  to  succeed  himself. 

The  Speaker:  Dr.  Reeder,  take  a bow.  (Applause.) 
Dr  H.  J.  Pyle  (Kent)  : Point  of  order.  It  is 
your  duty  to  "declare  this  Vice  Speaker  elected, 
which  you  haven’t  done. 

The  Speaker:  I now  declare  Dr.  Frank  Reeder 
elected  Vice  Speaker  of  the  House  of  Delegates  for 
the  year  1934-35  of  the  Michigan  State  Medical  So- 
ciety of  the  United  States  of  America.  (Laughter.) 

Unfinished  business.  Has  the  chairman  of  the 
Council  any  unfinished  business  to  bring  before  the 
House  of  Delegates? 

Dr.  B.  R.  Corbus:  There  are  just  one  or  two 
things  I think  I might  comment  upon.  The  first  is 
that  it  would  be  the  desire  of  the  Council  to  have 
you  establish  a maximum  amount  which  the  Council 
could  expend  for  the  use  of  the  Economics  Com- 
mittee under  the  resolution  that  was  passed  earlier 
in  the  evening. 

The  other  is  in  reference  to  the  Secretary  of  the 
State  Society.  The  Council  last  night  directed  the 
President  of  the  Society,  the  Speaker  of  the  House 
of  Delegates,  the  chairman  of  the  Committee  on 
County  Activities,  and  a fourth  man  to  be  chosen 
by  these  three  from  the  Council  but  from  members 
who  are  not  on  the  Executive  Committee,  to  act  as 
a scouting  committee  to  investigate  the  qualifica- 
tions of  any  proposed  candidate  for  Secretary. 

In  the  interval  before  the  election  of  a new  Sec- 
retary, the  Council  has  directed  your  chairman  to 
take  over  the  duties.  I am  not  unfamiliar  with  the 
workings  of  this  Society.  I have  been  chairman  of 
the  Council  now  for  six  years.  On  the  Council  for 
more  than  a decade.  The  office  of  the  chairman  of 
the  Council  and  the  Secretary’s  office  have  been 
very  close.  Daily  communication  between  us.  has 
occurred.  All  problems  affecting  policy  requiring 
immediate  action  have  been  acted  on  in  these  later 
years  after  we  both  have  considered  and  discussed 
them.  . 

I hope  you  will  bear  with  me  in  the  difficulties  I 
shall  probably  have  because,  although  I am  familiar 
with  the  general  workings  of  the  Society  to  a con- 
siderable degree,  there  is  much  detail  in  that  office 
which  is  extremely  new  to  me.  Indeed,  it  was  not 
until  these  last  few  weeks  when  I have  gone  into 
the  office  and  sat  by  the  secretary’s  side  that  I have 
quite  realized  the  multitude  of  details  there  are  to 
running  the  office. 

It  might  interest  you  to  know  that  I asked  Dr. 
Warnshuis  how  many  pieces  of  first-class  mail  went 
over  his  desk,  and  I got  the  report  the  other  day 
that  out  of  the  office  went  8,958  pieces  of  first-class 
mail,  and  into  the  office  came  6,000. 


1 know  you  will  be  kind  in  overlooking  the  defi- 
ciencies which  you  may  find  in  my  work  in  these 
next  few  months.  I assure  you  I will  give  you  the 
best  I can.  I hope  you  will  feel  free  to  call  upon 
me,  as  free  as  you  have  felt  in  calling  upon  the 
retiring  Secretary.  (Applause.) 

The  Speaker:  Under  unfinished  business  is  that 
particular  feature  which  has  been  referred  to  by  the 
chairman  of  the  Council  relative  to  a change  in  the 
By-laws  providing  for  the  election  of  another 
^ltcrricitc 

Dr.  L.  J.  Hirschman  (Wayne)  : Mr.  Speaker,  I 
would  move  the  passage  of  the  amendment  offered 
by  me  at  a previous  session,  reading  substantially 
as  follows.  It  is  an  amendment  to  the  By-laws, 
Section  4 of  Chapter  4 under  Duties  of  Officers. 
Insert  after  the  word  “Secretary”  the  following: 
“not  necessarily  a physician  or  member  of  the  So- 
ciety,”  so  that  it  will  read,  “The  Secretary,  not  nec- 
essarily a physician  or  member  of  the  Society,  shall 
be  the  custodian  of  all  the  records  of  the  Society, 
he  shall  conduct  all  the  official  correspondence,  and 
so  forth.  The  amendment  is  the  addition  of  these 
words,  “not  necessarily  a physician  or  member  of 
the  Society.”  ... 

That  will  open  the  way  for  this  scouting  com- 
mittee of  the  Council  to  select  a man  who  will  be 
competent  to  handle  the  work  of  the  Society  whether 
he  is  a physician  or  whether  he  is  not  a physician. 

I move  you,  sir,  the  adoption  of  this  portion  ot 
the  amendment. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : I support  the 

motion.  ™ 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; contrary,  “no.”  I wish  you  would 
all  vote.  Again  the  Chair  will  ask.  for  the  aye 
vote ; contrary,  “no.”  T he  Chair  is  in  doubt. 

Those  voting  “aye”  in  favor  of  the  proposec 
change  stand  and  remain  standing  until  the  coun 
is  made.  (Forty-five.) 

Those  opposed  stand.  (Fourteen.) 

By  vote  of  forty-five  to  fourteen  you  have  carriec 

the  amendment.  N . , 

Dr  L.  J.  Hirschman  (Wayne)  : Further  down  l 
Section  4,  in  order  to  clarify  this  the  followm 
words  should  be  deleted : “And  shall  be  an  ex 

officio  member  of  these  bodies.  I will  read  it  a 

^ “He°shall  be  the  Recording  Officer  of  the  Hous 
of  Delegates,  the  Council,  Scientific  Assembly  an 
General  Meeting  and  shall  be  an  ex-officio  rnetnbi 

of  these  bodies.”  , „ , 

The  deletion  of  the  words:  And  shall  be  an  ei 

officio  member  of  these  bodies  is  necessary  it 
should  not  be  a member  of  the  Society. 

I move  the  amendment  to  delete  those  words. 
Supported  by  several.  . 

The  Speaker:  Is  there  any  discussion? 

Dr.  Roy  H.  Holmes  (Muskegon)  : Doesn  t th 
obligate  the  Society,  if  we  should  decide  to  have 
physician  as  Secretary,  that  he  will  not  be  e 
officio  member?  It  seems  to  me  it  becomes  rath 
imperative  that  he  not  be  an  ex-officio  member 
he  is  not  a physician.  It  puts  us  on  the  spot 
force  us  to  have  a layman  as  Secretary. 

Dr.  Hirschman:  Not  at  all.  It  simply  guai 

against  putting  a • non-member  in  as  . ex-offi 
member.  On  the  other  hand,  he  can  be  designated 
ex-officio  member  by  amendment  at  that  time, 
keeps  you  from  getting  into  a hole  this  w 
Otherwise,  you  might  get  into  a hole. 

Dr.  Roy  H.  Holmes  (Muskegon)  : If  the  Coi 
cil  selected  a Secretary  in  January,  you  would  h: 
to  wait  until  the  next  meeting  of  the  House 
Delegates  before  you  could  change  that  again 
make  him  ex-officio  member. 

Dr.  L.  J.  Hirschman  (Wayne)  : That  is  qt  - 
true.  He  could  act  as  they  do  in  other  state  so<  L 
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ties  where  they  have  men  who  are  not  members. 

The  Speaker:  Is  there  any  further  discussion? 

Those  in  favor  say  “aye”;  opposed,  “no.”  Carried. 

Dr.  Hirschman:  One  other  amendment  to  clarify 
a situation  which  has  arisen.  According  to  the 
present  By-laws,  the  Secretary  shall  act  as  one  of 
the  delegates.  If  the  situation  should  arise  where  a 
non-member  becomes  Secretary,  we  would  be  in  the 
anomalous  position  of  naming  a man  ineligible  to 
the  office  of  delegate  to  the  A.  M.  A. 

Therefore,  I move  the  deletion  of  sentence  No.  4 
under  Duties  of  the  Secretary,  which  reads  as  fol- 
lows : “He  shall  act  as  one  of  the  delegates  of  the 
Society  to  the  American  Medical  Association.”  I 
move  the  deletion  of  this  sentence  and  the  renum- 
bering of  the  other  duties  so  that  they  will  number 
consecutively  from  No.  4 on  instead  of  from  No.  5 
on  as  at  present. 

Dr.  IV.  R.  Clinton  (Wayne)  : I support  the 

motion. 

The  Speaker:  Is  there  any  discussion?  Those  in 
favor  say  “aye” ; contrary,  “no.”  It  is  carried. 

Dr.  L.  J.  Hirschman  (Wayne)  : Mr.  Speaker,  I 
wish  to  remind  you  that  that  creates  another  va- 
cancy in  the  office  of  delegate  to  the  American 
Medical  Association,  which  should  be  filled  under 
the  head  of  unfinished  business. 

Dr.  A.  E.  Cathcrzvood  (Wayne)  : I should  like  to 
nominate  for  this  delegate  to  take  the  place  of  the 
Secretary,  Claude  R.  Keyport  of  Grayling. 

Dr.  L.  O.  Geib  (Wayne)  : I move  that  nomina- 
tions be  closed. 

Dr.  H.  F.  Dibble  (Wayne)  : I support  the  motion. 

Dr.  J.  M.  Robb  (Wayne)  : I appreciate  Dr.  Key- 
port’s  ability,  and  he  is  a very  close  friend  of  mine. 
But  we  have  a senior  alternate  who  also  has  served 
in  the  capacity  of  President  of  the  organization.  He 
has  served  rather  continuously  on  the  legislative  pro- 
cedure. He  has  been  an  outstanding  man  in  his 
own  county,  and  one  whom  1 would  like  to  see  go 
down  as  a delegate  to  the  A.  M.  A.,  and  that  is 
Dr.  Carl  Moll  of  Flint. 

The  Speaker:  Dr.  Carl  Moll  of  Flint  is  nomi- 

nated as  the  delegate. 

Dr.  H.  W.  Plaggemeyer  (Wayne)  : I second  the 
nomination. 

The  Speaker:  Are  there  any  other  nominations? 

Dr.  F.  J.  O’Donnell  (Alpena)  : Isn’t  Dr.  Moll  al- 
ready an  alternate  on  an  unfinished  term? 

The  Speaker:  He  is. 

Dr.  O’Donnell : It  doesn’t  seem  to  me  he  could 
be  elected  to  finish  another  unfinished  term  as  dele- 
gate unless  he  resigned  from  being  the  alternate. 

Dr.  H.  F.  Dibble  (Wayne)  : In  your  book,  if  that 
is  authority,  it  says  Carl  F.  Moll’s  term  expires  in 
1935.  He  has  a few  months  until  1935. 

Dr.  L.  0.  Geib  (Wayne)  : I believe  this  is  out  of 
order.  I made  a motion  that  nominations  be  closed, 
which  was  duly  seconded.  I think  that  motion  has 
to  be  disposed  of. 

The  Speaker:  The  motion  was  not  put,  Dr.  Geib. 

Dr.  Carl  Moll  (Genesee)  : Inasmuch  as  there  is 
some  misunderstanding  in  the  matter,  I will  ask  that 
my  name  be  withdrawn. 

The  Speaker:  Are  there  any  further  nominations? 

Dr.  H.  J.  Pyle  (Kent)  : I move  that  nominations 
be  closed. 

Dr.  Karl  Brucker  (Ingham)  : I second  the 
motion. 

The  Speaker:  It  is  moved  and  supported  that 

nominations  be  closed.  Is  there  any  discussion?  All 
in  favor  say  “aye” ; opposed,  “no.”  Carried. 

Dr.  L.  O.  Geib  (Wayne)  : I move  that  the  Secre- 
tary be  instructed  to  cast  the  ballot  for  Dr.  Keyport 
as  delegate. 

Dr.  James  O’Meara  (Jackson)  : I support  the 
motion. 

The  Speaker:  Moved  and  supported  that  the  Sec- 


retary cast  the  ballot  for  Dr.  Keyport.  Those  in 
favor  say  “aye”;  opposed,  “no.”  It  is  carried. 

The  Secretary:  Mr.  Speaker,  your  Secretary 

casts  the  ballot  of  this  House  for  Dr.  Keyport  as 
delegate  to  the  American  Medical  Association  for  a 
term  of  two  years.  (Applause.) 

The  Speaker:  I declare  Dr  Keyport  elected  as 
delegate. 

Dr.  J.  M.  Robb  (Wayne)  : Since  we  have  four 
delegates,  isn’t  it  necessary  to  have  four  alternates. 
Are  you  going  to  elect  another  alternate? 

The  Speaker:  The  Chair  will  entertain  nomina- 
tions for  the  fourth  alternate.  Will  the  Secretary 
give  us  a report? 

The  Secretary:  Three  alternates’  terms  expire 

this  year,  De  Gurse,  Denham  and  Ellet.  The  two 
that  continue  are  Moll  and  Chester.  You  have 
elected  three,  so  you  have  your  five. 

The  Speaker:  The  chairman  of  the  Council  made 
a request  relative  to — will  you  state  that,  Dr.  Corbus? 

Dr.  B.  R.  Corbus:  Part  of  the  resolution  that  was 
passed  in  regard  to  the  Economics  Committee.  You 
will  remember  there  was  a portion  of  it  which  had 
to  do  with  the  finances,  on  which  the  House  of 
Delegates  voted  that  no  moneys  were  to  be  spent 
for  the  use  of  the  Committee  on  Economics  except 
as  they  were  designated  by  the  House  of  Delegates. 
They  also  voted  to  continue  the  Committee  on 
Economics. 

What  we  are  desirous  of  knowing  is  the  amount 
of  money  which  the  House  of  Delegates  desires  to 
designate  for  the  use  of  the  Committee  on  Econom- 
ics— I would  say  the  maximum  amount  of  money 
that  the  Council  may  expend  for  the  use  of  the 
Committee  on  Economics  for  the  coming  year. 

The  Speaker:  The  chairman  of  the  Council  de- 
sires' to  be  instructed  by  the  House  of  Delegates. 

Dr.  W.  C.  Ellet  (Berrien)  : I would  like  to  ask 
the  chairman  of  the  Council  what  is  the  usual  sum 
appropriated  for  the  ordinary  standing  committees. 

Dr.  B.  R.  Corbus:  That  would  be  impossible  to 
state  because  the  committees  vary  to  such  a degree. 
Last  year  this  House  designated  $500  as  the  maxi- 
mum which  the  Council  should  use  for  purposes  of 
the  Committee  on  Economics.  I doubt  very  much  if 
that  amount  will  be  necessary  this  year,  but  since 
we  don't  know  what  might  come  up  the  Council 
would  like  very  much  to  have  you  designate  that 
amount,  and  give  us  the  authority  to  use  so  much 
of  it  as  necessary. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : I move  that 
the  Council  be  instructed  that  they  are  to  have  $500 
to  use  at  their  discretion  for  the  ensuing  year  for 
the  purpose  of  maintaining  the  Economics  Com- 
mittee. 

Dr.  John  Wessinger  (Washtenaw)  : I support  the 
motion. 

The  Speaker:  Is  there  any  discussion? 

Dr.  Roy  H.  Holmes  (Muskegon)  : Can  we  have 
that  read,  the  report  of  the  Committee  on  Reports 
of  Committees? 

Dr.  L.  F.  Foster  (Bay)  : The  gist  of  that  was 
that  the  committee  discouraged  the  expenditure  of 
any  funds  other  than  the  regular  funds  of  the 
Michigan  State  Medical  Society,  and  then  only  if 
and  when  they  were  made  available  by  this  House 
of  Delegates. 

The  Speaker:  Is  there  any  further  discussion? 

If  not,  those  in  favor  say  “aye” ; opposed,  “no.”  It 
is  carried. 

Is  there  any  other  unfinished  business  by  any 
member  of  the  House? 

Dr.  C.  S.  Gorsline  (Calhoun)  : I want  to  call  the 
attention  of  the  House  of  Delegates,  officers,  and 
so  forth,  to  the  adjourned  meeting  taking  place  im- 
mediately after  the  adjournment  of  this  meeting  at 
the  Tavern,  which  will  be  presided  over  by  the 
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chairman  of  our  committee,  Dr.  Clifford  Brainard. 
Please  be  very  prompt. 

The  Speaker:  Mr.  Secretary,  is  there  any  un- 

finished business  on  your  desk  after  twenty-two 
years  of  service? 

The  Secretary:  Nothing. 

Dr.  A.  P.  Biddle  (Wayne)  : Before  we  adjourn, 
I move  that  the  House  of  Delegates  extend  appre- 
ciation to  the  Speaker  and  to  the  Vice  Speaker  for 
the  efficient  manner  in  which  they  have  handled  this 
session — and  the  Secretary. 

Dr.  H.  J.  Pyle  (Kent)  : I support  that  motion. 

Dr.  L.  J.  Hirschman  (Wayne)  : May  I inject  my- 
self in  this  long  enough  to  relieve  you,  inasmuch 
as  the  Speaker  and  -Vice  Speaker  are  included  in 
this.  Dr.  Biddle  is  so  modest,  but  I have  no  modesty. 

All  those  in  favor  say  “aye” ; contrary — if  so, 
why? 

The  Speaker:  Is  there  any  other  unfinished  busi- 
ness? If  not,  the  Speaker  declares  this  House  of 
Delegates  adjourned  without  date. 

The  meeting  adjourned  at  nine-thirty  o’clock. 

GENERAL  MEETING 

Wednesday  Morning,  September  12,  1934 

The  General  Meeting  of  the  114th  Annual  Meeting 
of  the  Michigan  State  Medical  Society,  held  in  the 
W.  K.  Kellogg  Auditorium,  Battle  Creek,  Michigan, 
September  12,  1934,  was  called  to  order  by  Presi- 
dent Le  Fevre  at  eleven-thirty  o’clock. 

President  Le  Fevre:  Ladies  and  Gentlemen:  We 

are  about  to  open  the  114th  Session  of  the  Michigan 
State  Medical  Society.  We  will  have  the  invocation 
by  Dr.  Miller. 

Revere'nd  Carlton  Brooks  Miller:  Let  us  bow 
our  heads  and  unite  in  the  spirit  of  prayer. 

In  the  spirit  of  the  Great  Physician,  O God,  we 
have  gathered  here  for  this  meeting  this  morning, 
and  we  invoke  Thy  blessing  upon  those  who  are 
here,  that  mind  and  heart  may  be  opened  to  the 
spirit  of  truth  and  progress. 

Make  us  grateful,  O God,  for  the  opportunities 
that  are  before  us  to  serve  mankind,  and  give  us 
the  energy  and  the  ability  and  the  skill  to  do  that 
work  which  is  before  us. 

Guide  us  in  all  the  deliberations  of  the  day,  and 
may  all  that  is  said  and  done  here  prove  beneficial 
and  helpful  in  the  days  of  work  that  are  ahead,  so 
as  we  go  away  again  to  our  several  places  in  our 
hearts  we  shall  be  glad  and  we  shall  feel  that  we 
are  better  equipped  to  do  that  which  Thou  wouldst 
have  us  do. 

May  love,  friendship,  truth  and  progress  be  with 
us  all  this  day.  This  we  ask  in  Christ’s  name. 
Amen. 

President  Le  Fevre:  Dr.  A.  E.  McGregor  will 

give  the  address  of  welcome. 

Dr.  A.  E.  McGregor  read  his  address  of  wel- 
come. 

ADDRESS  OF  WELCOME 
A.  E.  McGregor 

The  Calhoun  County  Medical  Society  wishes  to 
voice  through  the  office  of  its  President  a hearty  and 
cordial  welcome  to  the  members  of  the  State  Society 
who  have  come  to  Battle  Creek  for  our  1934  meet- 
ing. We  offer  you  a friendly  hospitality  along  with 
the  facilities  which  we  possess,  hopeful  that  the 
hours  spent  together  will  be  happily  remembered. 
We  are  here  to  take  up  common  problems  which 
concern  us,  to  learn  whatever  we  can  that  will  prove 
helpful,  and  to  enlarge  upon  the  friendships  which 
grow  out  of  these  get-togethers. 

It  seems  that  we  are  living  in  a time  when  every- 
one and  everything  is  being  scrutinized  and  chal- 
lenged. The  medical  profession  has  not  escaped. 
But  the  proceedings  of  this  meeting  will  show  that 
all  the  discoveries  which  follow  years  of  experience, 


all  the  truth  that  comes  from  careful  research,  as 
well  as  our  energies  and  abilities,  is  made  available 
for  the  purpose  of  easing  the  aches  and  pains  of 
humanity. 

The  Doctor  has  chosen  a profession  which  serves 
humankind  in  a most  practical  way.  Irrespective 
of  money,  color  of  skin  or  character,  we  obey  the 
call  to  heal  and  repair  the  house  of  flesh  and  blood 
in  order  that  life  and  usefulness  may  be  prolonged. 

We  who  compose  the  present  generation  of 
Tfsculapians  should  be  mindful  of  the  long  line  of 
men  who  have  gone  before  us,  their  loyalty  and 
faithfulness  to  Truth  and  Progress.  It  is  my  sin- 
cere wish  that  when  our  sessions  have  adjourned 
you  will  return  to  your  respective  practices  feeling 
that  you  have  had  a good  time  and  that  the  Battle 
Creek  meeting  ranks  among  the  best  and  the  most 
helpful  that  you  have  ever  attended. 

President  Le  Fevre:  The  Secretary,  Dr.  Corbus, 

will  make  a general  announcement. 

The  Secretary:  At  this  time  it  is  the  custom  to 

announce  to  this  body  tho  action  of  the  House  of 
Delegates.  We  ended  our  third  session  last  night, 
and  the  thing  which  perhaps  will  be  of  most  inter- 
est to  the  profession  at  large  is  the  action  of  the 
House  of  Delegates  in  regard  to  the  report  of  the 
Economics  Committee. 

The  Committee  on  Economics  has  just  issued  a 
considerable  sized  volume  on  “Postgraduate  Educa- 
tion and  the  Needs  of  the  General  Practitioner,” 
which  it  regards  as  the  most  comprehensive  study 
of  this  aspect  of  medicine  that  has  ever  been  made. 

I call  it  to  your  attention.  As  you  read  it  I am 
sure  that  you  will  agree  with  the  committee’s  ap- 
praisal. In  the  near  future  comments  will  be  made 
upon  it  in  The  Journal. 

The  Committee  on  Economics  in  its  final  report 
ended  by  saying : 

“It  is  the  element  of  social  responsibility  that  distinguishes 
the  profession  from  a business  or  trade.  In  our  social  and 
economic  structure,  the  profession  stands  out  like  a vein  of 
gold  running  through  quartz  surrounded  by  the  theories  and 
practices  of  business.  The  wonder  is  not  that  the  profes- 
sion has  been  affected  here  and  there  by  these  influences. 
The  wonder  is  that  we  may  still  point  to  and  take  pride 
in  the  acceptance  of  the  responsibility  which  places  the 
good  of  society  in  the  forefront.  The  garment  of  leadership 
is  not  an  easy  one  to  wear.  Its  size  is  large,  and  when  it 
falls  upon  narrow  shoulders  its  folds  tend  to  hamper  and 
suffocate  the  wearer. 

“The  committee  believes  when  the  history  of  medical  eco- 
nomics is  written,  Michigan  will  have  been  shown  to  justify 
her  tradition. ” 

The  action  of  the  House  of  Delegates  was  to  this 
effect  after  long  consideration  : 

“That  the  House  of  Delegates  postpone  action  on  health 
insurance,  continue  the  Committee  on  Medical  Economics, 
and  hold  itself  ready  for  a special  call  if  and  when  na- 
tional or  state  programs  of  health  insurance  appear  imminent.” 

ELECTIONS 

In  the  elections  of  last  night,  Dr.  Penberthy  of 
Detroit  was  elected  President-elect. 

The  delegates  to  the  American  Medical  Associa- 
tion elected  were  Brook  of  Grand  Rapids,  Luce  of 
Detroit,  Gorsline  of  Battle  Creek,  and  Keyport  of 
Grayling.  The  alternates  were  De  Gurse  of  Marine 
City.  Andrews  of  Kalamazoo,  and  Denham  of  Grand 
Rapids. 

Dr.  Cummings  of  Ann  Arbor  was  re-elected  Coun- 
cilor for  his  district. 

The  Speaker,  Henry  A.  Luce  of  Detroit,  was  re- 
elected, and  Vice  Speaker,  F.  A.  Reeder  of  Flint. 

The  place  of  meeting  for  next  year  has  been  left 
to  the  Council. 

With  this  meeting  and  with  the  adjournment  of 
the  House  of  Delegates,  Dr.  F.  C.  Wamshuis  retires 
as  Secretary  of  this  Society  after  twenty-two  years 
of  service  to  take  the  position  of  secretary-treasurer, 
and  director  of  public  relations  of  the  California 
State  Medical  Society.  From  the  House  of  Dele- 
gates and  from  the  Council  came,  during  the  meet- 
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ing,  an  expression  of  our  appreciation  of  him  and 
the  wish  that  he  may  be  most  successful  in  his  new 
work. 

By  direction  of  the  Council,  during  the  interval 
between  now  and  the  selection  of  a new  Secretary, 
the  chairman  of  the  Council  has  been  directed  to 
take  over  the  office  of  Secretary  as  Acting  Secre- 
tary. 

INTRODUCTION  OF  PRESIDENT  LE  FEVRE 

A while  ago  I was  privileged  to  attend  a dinner 
which  was  given  to  a man  whom  I am  proud  to  be 
able  to  call  friend.  I learned  much  about  him  at 
that  dinner  that  I did  not  know  before.  I knew  him 
largely  through  our  joint  work  on  the  Council  of 
the  State  Medical  Society.  I knew  or  came  to  know 
the  ideals  he  held  for  medicine.  I came  to  appre- 
ciate his  judgment.  I came,  as  I knew  him,  to  un- 
derstand why  he  was  willing  to  give,  out  of  a busy 
practice,  so  much  time  to  organized  medicine  and  to 
his  fellow  practitioners  through  his  years  on  the 
state  board  of  registration  and  his  many  years  on 
the  Council.  He  has  ever  had  a great  desire  to  raise 
the  level  of  medicine  in  this  state  and  to  be  of  help 
to  his  fellows. 

But  at  this  dinner  I learned  things  that  I did  not 
know  before.  I learned  that  he  had  been  born  on 
an  island  in  Lake  Champlain,  Grand  Island,  close 
to  the  Canadian  shore,  of  French-Canadian  stock, 
that  he  had  come  to  the  place  where  he  has  lived 
all  his  life  at  a very  early  age,  that  he  had  gone 
from  this  place  to  study  medicine  and  had  come  back 
in  early  lumbering  days  to  practice  his  profession, 
and  that  he  had  not  been  content  just  to  practice  his 
profession.  I learned  from  the  banker  who  talked 
that  this  banker  had  a great  appreciation  of  this 
man’s  business  ability,  that  he  was  a banker  as  well 
as  a doctor.  And  I learned  from  the  head  of  the 
Chamber  of  Commerce  that  to  him  more  than  any 
other  man  this  community  was  indebted  for  activi- 
ties which  led  to  the  establishment  of  large  indus- 
trial plants.  And  I learned  from  his  patients  and 
his  friends  how  they  loved  him. 

He  is  a fortunate  man  who  can  look  back  to  such 
a life,  fortunate  that  he  can  hear  these  expressions 
of  love  and  affection  and  appreciation,  and  know 
that  he  has  been  able  to  accomplish  so  much  outside 
of  the  routine  practice  of  medicine. 

That  man  is  our  President.  I feel  strongly  that 
the  Michigan  State  Medical  Society  has  honored 
itself  by  having  this  year  such  a president.  I take 
pleasure  in  introducing  to  you  Dr.  George  Le  Fevre, 
President  of  the  Michigan  State  Medical  Society. 

President  Le  Fevre  then  read  his  President’s  ad- 
dress.f 

President  Le  Fevre:  I have  the  greatest  pleasure 

at  the  present  time  in  introducing  to  you  a man 
who  is  known  by  practically  all  the  members  of  the 
medical  profession.  He  is  President  of  the  Amer- 
ican Medical  Association  and  lives  in  Des  Moines, 
Iowa,  a very  successful  man  in  the  profession. 

I take  great  pleasure  in  introducing  to  you  Dr. 
W.  L.  Bierring,  President  of  the  American  Medical 
Association. 

The  audience  arose  and  applauded. 

PRESIDENT  BIERRING’S  ADDRESS 

Dr.  Walter  L.  Bierring  (President  of  the  Amer- 
ican Medical  Association)  : Mr.  President,  Mem- 

bers of  the  Michigan  State  Medical  Society,  Ladies 
and  Gentlemen : In  expressing  my  pleasure  and 

privilege  at  attending  for  the  first  time  a session  of 
the  Michigan  State  Medical  Society  and  presenting 
the  cordial  greetings  of  the  American  Medical  Asso- 
ciation, I am  conscious  that  all  the  ideals  and  pur- 
poses of  organized  medicine  have  been  reflected  so 
well  here  in  the  activities  of  this  State  Society. 

fPresident  George  R.  Le  Fevre’s  address  was  printed  in 
full  in  the  October  number  of  The  Journal,  M.S.M.S. 


You  have  ever  kept  medical  practice  and  medical 
education  on  a very  high  plane.  Fortunate  as  you 
are  in  the  traditions  of  114  years  of  organization, 
greater  than  any  other  state  here  in  the  Middle 
West,  you  have  traditions  back  of  you  which  indi- 
cate the  great  place  you  have  taken  in  American 
medicine. 

One’s  thoughts  must  dwell  upon  that  first  great 
scientific  experiment  which  had  its  beginning  here 
on  the  northern  shores  of  Michigan  in  the  develop- 
ment of  the  pioneer  physiologist  of  America.  Dr. 
William  Beaumont.  Dr.  Osier  tells  the  story  so 
well,  and  shifts  the  scene  to  that  beautiful  June 
morning  in  1822  when  there  were  gathered  a gay 
company  there  on  the  shores  of  Lake  Michigan  in 
Mackinac,  near  where  Fort  Mackinac  stood,  the 
scene  of  many  a conflict  between  the  rose  and  the 
lily  in  the  conquest  for  the  western  world.  Here 
on  this  gay  morning  they  were  gathered  to  watch 
the  return  of  the  bateaux  from  the  winter’s  hunt.  A 
shot  was  heard  in  the  village  store.  A young  army 
lieutenant  and  Beaumont  hurried  to  this  store  to  find 
a French-Canadian  who  had  been  accidentally 
wounded  by  a gunshot  wound  causing  an  opening 
in  the  thorax  and  the  abdomen  which  after  a long 
process  of  healing  developed  an  opening  or  fistula 
into  the  stomach,  and  the  man  and  the  opportunity 
had  met. 

The  observations  that  were  made  there  upon  the 
function  of  the  gastric  juice  and  its  influence  on 
digestion  were  made  the  basis  of  all  our  knowledge 
upon  this  subject,  confirmed  so  well  by  that  great 
Russian  physiologist,  Pavlov,  fully  seventy-five  years 
later.  It  is  true  that  some  of  his  work  was  done 
later  on  the  fringe  of  civilization  at  Fort  Crawford 
where  Prairie  du  Chien  now  stands,  but  his  real 
inspiration  came  here. 

One’s  thoughts  go  to  the  many  pioneers  who  have 
influenced  so  much  the  progress  of  medicine  here 
in  this  state.  One  thinks  of  the  influence  of  your 
two  great  universities,  placing  medical  education 
upon  a university  basis.  One  thinks  of  this  great 
educator,  Dr.  Victor  C.  Vaughan,  and  again  of 
that  great  promoter  of  the  higher  standards  of 
medical  licensure,  Dr.  Beverly  D.  Harrison,  who, 
during  many  years,  helped  to  raise  the  standards  of 
medical  practice  in  this  state. 

In  your  more  recent  development  of  the  continu- 
ing education  of  the  doctor,  you  are  only  fulfilling 
what  is  the  real  purpose  of  medical  education.  It 
is  not  a study  of  but  a few  years  within  the  walls 
of  a medical  college,  but  it  is  one  continuous  process 
of  study  through  all  the  period  of  one’s  life,  and  by 
thus  carrying  to  the  individual  practitioner  the  lat- 
est advances  in  medicine  you  have  helped  to  keep  the 
standard  of  your  doctors  on  a very  high  plane. 

It  recalls  a trite  saying  now  that  the  evolution 
of  medical  education  in  America  has  been  the  marvel 
of  the  educational  world,  but  one  little  realizes  the 
progress  that  has  been  made  unless  he  goes  back  to 
thirty  years  ago  and  recognizes  the  conditions  as 
they  existed  then.  One  hundred  sixty-two  medical 
schools,  many  of  them  commercial  in  character,  had 
very  low  entrance  requirements.  Only  one  in  the 
entire  list  required  a degree  in  the  arts  or  sciences 
for  admission  to  medicine.  It  will  always  be  to  the 
credit  of  the  American  Medical  Association  and  to 
the  medical  profession  of  America  that  they  had  the 
courage  to  put  their  own  house  in  order,  and  deter- 
mined, by  inspection  and  by  investigation,  to  bring 
about  a higher  state  of  medical  learning. 

In  the  course  of  but  fourteen  years,  to  1920,  those 
162  schools  were  reduced  to  73.  There  are  now  77 
approved  medical  schools  in  this  country,  all  on  a 
university  basis.  All  have  a common  requirement 
for  admission.  All  have  a uniform  course  of  study. 
All  are  distinctly  on  a par  with  the  highest  medical 
institutions  anywhere. 
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The  American  Medical  Association  thus,  through 
its  Council  on  Medical  Education  and  Hospitals,  has 
developed  medical  education  in  this  country  so  that 
it  is  the  equal  of  any.  At  the  same  time  it  has  en- 
deavored through  its  Journal  to  transmit  to  its 
membership  of  100,000  every  week  the  latest  ad- 
vancements in  the  art  and  science  of  medicine 
throughout  the  world.  Through  the  editing  of  nine 
special  journals  it  has  kept  pace  with  all  the  ad- 
vances in  the  different  forms  of  specialized  practice, 
and  through  the  publication  of  Hygeia  which,  as  you 
know,  is  the  child  of  the  Woman’s  Auxiliary,  it  has 
endeavored  to  bring  to  the  public  the  real  facts 
regarding  the  benefits  of  modern  medicine.  Thus 
it  has  helped  to  carry  on  that  great  plan  of  public 
education,  to  bring  to  the  people,  to  the  intelligent 
citizenship  of  this  country,  the  real  meaning  of  mod- 
ern medicine  and  its  achievements. 

By  these  various  means,  through  the  radio, 
through  various  forms  of  speakers’  bureaus,  through 
lectures,  and  through  publications  we  have  developed 
a new  type  of  clientele,  more  discerning  and  de- 
manding much  more  in  the  grade  of  medical  service 
than  a generation  ago,  so  that  the  type  of  doctor  of 
tomorrow  will  have  to  be  one  with  a broader  train- 
ing of  cultural,  scientific  background,  well  trained 
in  the  clinical  arts  and  particularly  in  the  handling 
of  human  people.  Perhaps  much  of  his  function  in 
the  future  will  be  related  to  so-called  preventive 
medicine,  and  he  will  be  as  much  concerned  with  the 
maintenance  of  health  as  in  the  care  of  those  who 
are  sick. 

The  American  Medical  Association,  through  its 
Council  on  Education,  has  also  done  a great  work 
in  elevating  the  standards  of  specialized  practice. 
It  has  recognized,  as  you  have  here  in  Michigan  for 
a long  time,  that  the  day  of  the  over-night  self- 
styled  specialist  has  passed.  Now,  through  the  in- 
fluence of  special  examining  boards  that  are  formed 
from  the  leaders  in  the  particular  specialties,  an  in- 
dividual is  qualified  by  a long  course  of  training  and 
by  a final  qualification  test,  and  is  then  recognized 
by  his  peers  as  a specialist  in  that  particular  sub- 
ject. When  registered  then  in  the  Directory  of  the 
American  Medical  Association,  it  comes  to  the  public 
and  to  the  profession  who  are  the  real  specialists. 

Thus  in  the  medicine  of  the  future  there  will 
probably  be  these  two  types  of  physicians : The 

common,  the  general  practitioner,  the  family  doctor ; 
and  the  highly  qualified  specialist. 

There  are,  of  course,  many  changes  going  on  in 
medicine,  as  you  have  often  been  told  in  that  fine 
address  of  your  President  of  the  manner  in  which 
the  Michigan  State  Society  has  endeavored  to  meet 
this  challenge  of  a new  order. 

On  the  other  hand,  though,  it  should  be  remem- 
bered that  society  has  ever  governed  the  type  of 
practice  of  its  particular  period,  and  at  all  times 
medicine  has  been  able  to  adjust  itself  and  to  adapt 
itself  to  requirements  of  its  particular  period.  While 
more  complicated  now  with  the  many  advances  in 
scientific  medicine,  nevertheless  we  are  fully  con- 
fident that  again  medicine  will  be  able  to  adapt  itself 
to  the  new  demands  of  a new  society.  Recognizing 
fully  that  in  this  advance  in  technology,  in  the  great 
development  of  industrial  medicine  and  industrial- 
ized service  there  are  many  more  avenues  of  service, 
again  we  say  we  will  be  able  to  meet  these  as  they 
come. 

There  has  been  much  said  about  the  knowledge 
of  medicine,  that  it  is  not  a matter  of  recent  crea- 
tion but  is  rather  the  accumulation  of  traditions 
through  all  the  ages,  the  word  from  the  teacher  and 
the  disciple,  whether  the  written  or  the  spoken  word, 
which  has  come  to  us  through  a sequence  of  events. 
We  can  take  any  particular  subject  we  have  today, 
but  possibly  it  can  best  be  illustrated  by  the  control 
of  diabetes.  It  took  100  years  from  the  days  in 


Leber’s  laboratory  to  the  study  of  fats  and  sugars, 
to  the  development  of  special  tests  for  the  recogni- 
tion of  the  type  of  sugar  that  is  present  in  diabetes. 

Again,  the  discovery  of  the  different  functions  of 
the  pancreas.  As  far  back  as  1888  it  was  determined 
by  Fenarry  and  Wiechowski  that  there  was  some- 
thing lacking  in  the  pancreas,  as  shown  by  dogs 
that  had  been  depancreatized,  that  produced  the 
symptoms  of  diabetes.  At  the  beginning  of  the 
century,  it  was  found  this  was  a particular  ferment. 
The  physiologist  Schaeffer  named  it  insulin.  Many 
attempts  were  made  to  separate  this  extract,  but  it 
was  left  to  Banting  and  Best  on  the  north  of  us  to 
demonstrate  this  extract  and  its  use  in  dogs  in  which 
the  pancreas  had  been  removed.  A year  later  its 
use  in  the  human  being  was  reported  by  McLeod. 
Finally,  the  cure  or  the  control  of  this  disease  was 
found,  taking  many  studies  in  different  branches,  on 
the  other  hand  illustrating  that  ideas  may  lie  dor- 
mant in  the  minds  of  men  and  yet,  when  they  finally 
come  to  fruition,  it  is  difficult  to  determine  who  is 
their  progenitor. 

On  the  other  hand,  there  is  an  illustration  in  the 
old  Greek  relay  race,  where  one  runner  passed  the 
torch  on  to  the  next,  and  when  the  final  race  was 
run  equal  credit  must  be  given  to  those  who  kept 
the  torch  burning  and  made  the  lamp  burn  a little 
brighter. 

So  there  is  an  opportunity  in  these  graduates  of 
today,  in  those  who  will  form  the  future  membership 
of  our  state  societies  and  our  American  Medical 
Association.  To  them  we  look  for  the  contributions 
that  are  to  come,  to  carry,  as  this  State  Society 
will,  the  lamp  of  science  so  that  it  will  burn  a little 
brighter  in  the  progress  of  medicine  for  today,  to- 
morrow, and  the  years  to  come. 

Thank  you.  (Applause.) 

President  Le  Fevre:  I want  to  thank  you,  Doctor 

Bierring.  It  was  a very  nice  talk. 

Ladies  and  gentlemen,  I now  induct  into  office  the 
member  whom  you  have  chosen  to  succeed  me.  He 
requires  no  citation  as  to  his  personal  character  or 
his  standing  as  a distinguished  member  of  the  med- 
ical world — regent  of  the  University  of  Michigan, 
a surgeon  of  note,  a safe,  sound  leader. 

I present  to  you  your  new  President,  and  relin- 
quish to  him  the  office  of  President  of  the  Michigan 
State  Medical  Society,  symbolized  by  this  badge. 
Ladies  and  gentlemen,  I present  President  Richard 
R.  Smith  of  Grand  Rapids. 

The  audience  arose  and  applauded. 

President  Smith  read  his  prepared  paper.* 

President  Smith:  I now  want  to  introduce  to 

you  our  new  President-elect,  Dr.  Grover  Cleveland 
Penberthy  of  Detroit. 

President-elect  Penberthy:  Mr.  President,  Dr. 
Bierring,  Officers,  Ladies  and  Gentlemen : The 

honor  conferred  upon  me  is  appreciated,  and  I un- 
derstand from  what  Dr.  Smith  has  said  that  the 
program  of  the  future  means  a good  deal  of  re- 
sponsibility for  the  incoming  officers. 

I know  it  is  going  to  be  a pleasure  for  me  to 
assume  this  responsibility  as  best  I can  and  to  meet 
it.  The  confidence  the  Society  has  entrusted  in  me 
is  appreciated,  and  again  I wish  to  thank  the  mem- 
bership of  the  Society  and  assure  you  that  I will 
try  to  carry  on  and  do  my  part  in  the  future 
(Applause.) 

President  Smith:  This  concludes  the  morning 

program.  I wish  you  all  a most  successful  year. 
You  may  be  sure  I shall  do  everything  I can  to 
make  it  so. 

Thank  you. 

The  meeting  adjourned  at  twelve  forty-five 
o’clock. 


*The  address  of  President-elect  Smith  appeared  in  full  in 
the  October  number  of  The  Journal,  M.  S.  M.  S. 
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ARTICLE  2— PURPOSE 

Section  1.  The  purposes  of  this  Society  are  to  promote  the  science  and  art  of  medicine,  the 
protection  of  public  health  and  the  betterment  of  the  Medical  Profession;  and  to  unite  with  simi- 
lar organisations  in  other  States  and  Territories  of  the  United  States  to  form  the  American 
Medical  Association. 


ATTENTION  OF  MEMBERS 

This  issue  of  the  Journal  is  the  most 
important  and  most  informative  issue  of  the 
year.  It  contains  the  minutes  of  our  Annual 
Meeting.  Please  read  it  carefully.  The 
suggestion  is  made  that  at  your  next  County 
Society  meeting  you  call  upon  your  dele- 
gates to  review  the  Committee  Reports  and 
the  actions  of  the  House  of  Delegates  as 
recorded  herein. 


ANNUAL  MEETING  OF  THE 
COUNCIL 

Monday  Evening,  September  10,  1934 

The  Council  of  the  Michigan  State  Med- 
ical Society  convened  in  its  114th  Annual 
Session  in  the  W.  K.  Kellogg  Hotel  in 
Battle  Creek,  Michigan,  at  7:30  p.  m.,  Sep- 
tember 10,  1934,  Chairman  B.  R.  Corbus  of 
Grand  Rapids  presiding,  with  the  following 
members  of  the  Council  present: 

A.  S.  Brunk,  Detroit;  Julius  Powers,  Saginaw; 
Harlan  MacMullen,  Manistee;  C.  E.  Boys,  Kala- 
mazoo; W.  A.  Manthei,  Lake  Linden;  B.  H.  Van 
Leuven,  Petoskey;  Thomas  P.  Treynor,  Big  Rapids; 
Paul  R.  Urmston,  Bay  City;  George  C.  Hafford, 
Albion;  Henry  E.  Perry,  Newberry;  T.  F.  Heaven- 
rich,  Port  Huron ; Henry  R.  Carstens,  Detroit ; 
J.  E.  McIntyre,  Lansing;  F.  A.  Baker,  Pontiac; 
Henry  A.  Luce,  Speaker  of  the  House  of  Delegates, 
Detroit;  F.  C.  Warnshuis,  Grand  Rapids;  President 
Le  Fevre,  Muskegon;  Richard  R.  Smith,  President- 
Elect,  Grand  Rapids ; Wm.  A.  Hyland,  Treasurer, 
Grand  Rapids;  J.  H.  Dempster,  Editor  of  the  Jour- 
nal, Detroit;  J.  R.  Bruce,  Bruce  Publishing  Co.,  St. 
Paul. 

Chairman  Corbus  introduced  Mr.  J.  R. 
Bruce,  who  briefly  addressed  the  Council 
concerning  the  publication  of  the  Journal. 

On  motion  of  Dr.  Hafford,  seconded  by 
Dr.  Brunk,  the  minutes  of  the  Executive 
Committee  were  approved  as  printed. 

Chairman  Corbus  presented  the  annual  re- 
port of  the  Council,  the  subjects  of  which 
were  considered  seriatim  and  either  adopted, 
rejected  or  corrected,  following  which  Dr. 
Luce  moved,  seconded  by  Dr.  McIntyre,  and 
carried  that  the  report  of  the  Council  as 
amended  be  approved  as  a whole. 


Secretary  Warnshuis  presented  the  Mem- 
bership and  Financial  report,  and  reported 
on  unpaid  notes  receivable.  It  was  moved 
by  Dr.  Luce,  seconded  by  Dr.  Boys,  and  car- 
ried that  the  matter  of  unpaid  notes  be  made 
the  business  of  the  Councilors  of  the  respec- 
tive Districts  in  which  the  makers  of  the 
notes  reside. 

The  Auditor’s  report  and  Secretary’s 
resignation  was  presented  by  Dr.  Warns- 
huis. It  was  moved  by  Dr.  Carstens,  reg- 
ularly seconded,  and  carried  that  in  com- 
pliance with  the  action  of  the  Executive 
Committee  the  Acting  Secretary  be  author- 
ized to  accept  the  auditor’s  statement  and 
give  the  Retiring  Secretary  a release  for  the 
funds. 

Dr.  Baker  made  a preliminary  report  for 
the  special  committee  appointed  at  the 
August  1 Executive  Committee  meeting  to 
draw  up  a resolution  of  regret  on  the  resig- 
nation of  Secretary  Warnshuis. 

The  matter  of  the  request  of  the  Univer- 
sity of  Michigan’s  Department  of  Graduate 
Medicine  for  $1,500  was  reported  on  by  Dr. 
Warnshuis,  and  discussed  by  the  Council. 
On  motion  of  Dr.  Hafford,  it  was  regularly 
supported  and  carried  that  this  matter  be 
referred  to  the  next  meeting  of  the  Council. 

Chairman  Corbus  addressed  the  Council, 
and  suggested  that  a scouting  committee  be 
appointed  for  the  purpose  of  securing  a 
Secretary  for  the  Michigan  State  Medical 
Society.  It  was  moved  by  Dr.  Carstens 
that  such  a committee  be  appointed  to  con- 
sist of  the  Chairman  of  the  Committee  on 
County  Societies,  the  Speaker  of  the  House 
of  Delegates,  the  President  of  the  Society, 
and  one  other  member  of  the  Council  not  a 
member  of  the  Executive  Committee  to  be 
selected  by  those  three;  seconded  by  Dr. 
Hafford,  and  carried. 

On  motion  of  Dr.  Luce,  supported  by  Dr. 
McIntyre,  the  Council  recessed  until  12:15 
o’clock  W ednesday,  unless  sooner  convened. 


Don’t  Neglect  to  Vote 
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Second  Session  of  the  Council 

The  Council  convened  at  12:30  in  the 
W.  K.  Kellogg  Hotel  on  September  12, 
1934. 

Present:  Corbus,  Heavenrich,  Brunk, 

MacMullen,  Van  Leuven,  Boys,  Manthei, 
Carstens,  H afford,  Perry,  Powers,  Cum- 
mings, Urmston,  McIntyre,  Treynor,  Presi- 
dent Smith,  President-Elect  Penberthy,  Re- 
tiring Secretary  F.  C.  Warnshuis. 

FUNDS  FOR  POST  GRADUATE  EXPENSES 

Doctor  J.  D.  Bruce  presented  a request 
for  financial  aid  in  creating  Post  Graduate 
Courses  projected  for  different  centers  dur- 
ing the  coming  winter.  He  discussed  the 
probable  expense,  a portion  of  which  he  re- 
quested the  State  Society  to  bear.  Upon 
motion  of  Doctor  T.  F.  Heavenrich,  prop- 
erly seconded  and  carried,  the  Council  ap- 
propriated $1,000  for  this  purpose  and  as  a 
part  of  the  motion  provided  that  the  money 
so  appropriated  was  to  be  disbursed  as  the 
statements  were  rendered. 

ELECTIONS 

Doctor  Warnshuis  in  the  chair.  The  first 
order  of  business  was  the  election  of  Chair- 
man for  the  ensuing  year.  Doctor  Paul  R. 
Urmston  nominated  Doctor  Julius  Powers 
as  Chairman  and  was  supported  by  Doctor 
Harlan  MacMullen.  On  Doctor  J.  E.  Mc- 
Intyre’s motion,  duly  seconded  and  carried, 
the  Secretary  was  directed  to  cast  the  ballot 
for  Doctor  Julius  Powers  as  Chairman  of 
the  Council.  The  Secretary  did  so  cast  and 
Doctor  Powers  was  declared  elected. 

Doctor  A.  S.  Brunk  nominated  Doctor 
T.  F.  Heavenrich  for  the  office  of  Vice- 
Chairman.  The  motion  was  properly  sec- 
onded and  upon  proper  motion  the  Secretary 
was  directed  to  cast  the  ballot  for  Doctor 
Heavenrich.  The  Secretary  did  so  cast  and 
Doctor  T.  F.  Heavenrich  was  declared 
elected. 

Upon  motion  of  Doctor  B.  H.  Van  Leu- 
ven, properly  seconded,  Doctor  J.  E.  Mc- 
Intyre was  elected  Chairman  of  the  Publica- 
tion Committee. 

Upon  motion  of  Doctor  Thomas  P.  Trey- 
nor, properly  seconded,  Doctor  C.  E.  Boys 
was  elected  Chairman  of  County  Societies. 

Upon  motion  of  Doctor  T.  F.  Heaven- 
rich, properly  seconded.  Doctor  Henry  R. 
Carstens  was  elected  Chairman  of  the 
Finance  Committee. 


By  action  of  the  Society,  the  Executive 
Committee  for  the  coming  year  will  be: 

Dr.  Julius  Powers — Chairman 

Dr.  T.  F.  Heavenrich — Vice  Chairman 

Dr.  C.  E.  Boys — County  Societies 

Dr.  Henry  Carstens — Finance 

Dr.  J.  E.  McIntyre — Publication 

Dr.  H.  A.  Luce — Speaker  of  the  House 

There  being  no  further  business,  the 
Council  adjourned. 

B.  R.  Corbus, 

Acting  Secretary. 


MINUTES  OF  THE  EXECUTIVE  COM- 
MITTEE OF  THE  COUNCIL  OF 
THE  MICHIGAN  STATE 
MEDICAL  SOCIETY 

The  Executive  Committee  of  the  Council  of  the 
Michigan  State  Medical  Society  met  in  Lansing, 
Michigan,  on  October  4,  1934,  at  7 o’clock.  The 
following  members  were  present : H.  A.  Luce,  J.  E. 

McIntyre,  T.  F.  Heavenrich,  C.  E.  Boys,  H.  R.. 
Carstens,  President  Richard  R.  Smith,  and  Presi- 
dent-Elect G.  C.  Penberthy. 

The  Secretary  presented  a statement  of  the 
finances  of  the  Society  and  reported  upon  the  delin- 
quent members  and  upon  the  notes  receivable. 

The  Secretary  reported  upon  the  sale  of  the  re- 
port of  the  Economic  Survey  and  Plan  and  the  re- 
port on  the  Post-Graduate  Medical  Education. 

The  Secretary  presented  a communication  from 
the  Chairman  of  the  Cancer  Committee  in  regard 
to  a proposed  cancer  survey  by  the  American  Society 
for  the  Control  of  Cancer,  the  plan  having  the 
approval  of  his  committee.  On  motion  by  Luce, 
seconded  by  McIntyre,  the  Executive  Committee 
voted  to  extend  an  invitation  to  the  American  So- 
ciety for  the  Control  of  Cancer  to  conduct  a cancer 
survey  of  Michigan  along  the  lines  outlined  in  their 
communication,  subject  to  the  understanding  that 
there  is  to  be  no  expense  to  the  Society. 

President  Smith  made  the  following  committee 
appointments  which  were  confirmed. 

Legislative  Committee. — James  B.  Bradley,  Chair- 
man, Eaton  Rapids;  L.  G.  Christian,  Lansing;  Philip 
Riley,  Jackson;  William  Hyland,  Grand  Rapids; 
L.  J.  Gariepy,  Detroit. 

Woman’s  Auxiliary  Advisory  Committee.— L.  J. 
Hirschmann,  Chairman,  Detroit;  J.  Milton  Robb, 
Detroit ; Wm.  R.  Torgerson,  Grand  Rapids. 

Radio  Committee. — Wm.  J.  Stapleton,  Jr.,  Chair- 
man, Detroit;  R.  J.  Himmelberger,  Lansing;  Ken- 
neth Lowe,  Battle  Creek. 

Maternal  Welfare. — A.  M.  Campbell,  Chairman, 
Grand  Rapids ; Harold  Mack,  Detroit ; Harold  Hur- 
ley, Jackson;  Norman  Miller,  Ann  Arbor;  Max 
Burnell,  Flint. 

Preventive  Medicine. — L.  O.  Geib,  Chairman,  De- 
troit ; C.  T.  Ekelund,  Pontiac ; Roy  Holmes,  Muske- 
gon; G.  M.  Byington,  Battle  Creek;  J.  J.  O’Meara, 
Jackson;  C.  R.  Keyport,  Grayling;  L.  F.  Foster,  Bay 
City;  F.  B.  Miner,  Flint;  A.  L.  Callery,  Port  Huron. 

Therapeutics. — Louis  Le  Fevre,  Chairman,  Muske- 
gon ; Edgar  E.  Poos,  Detroit ; Milton  Shaw,  Lansing. 

The  Chairman  of  the  Council  appointed  the  fol- 
lowing Committees : 

Finance  Committee. — Henry  R.  Carstens,  Chair- 
man, F.  A.  Baker,  Henry  Cook. 

County  Societies. — C.  E.  Boys,  Chairman,  B.  H. 
Van  Leuven,  Paul  R.  LTrmston. 


Be  Surf.  You  Vote  on  November  Sixth 
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Publication  Committee. — J.  B.  McIntyre,  Chair- 
man, A.  S.  Brunk,  Howard  H.  Cummings. 

The  Secretary  presented  an  ethics  complaint  from 
Wayne  County  Society.  The  matter  was  referred 
to  the  Secretary  with  instructions  to  obtain  further 
information. 

The  Committee  discussed  and  took  the  first  steps 
towards  the  institution  of  a program  which  would 
look  _ to  the  correlation  and  direction  of  committee 
activities. 

In  the  furtherance  of  this  program  the  Secretary 
was  instructed : 

(A)  To  communicate  with  the  Chairman  of  the 
Radio  Committee  advising  him  that  it  is  the  desire 
of  the  President  and  the  Executive  Committee  that 
as  a part  of  their  program  they  include  several 
broadcasts  on  The  Incidence  of  Sickness  as  a Lia- 
bility for  Which  Provision  Should  be  Made. 

(B)  To  suggest  to  the  President  of  the  Woman’s 
Auxiliary  that  the  above  topic  be  included  in  the 
year’s  program  for  discussion  and  especially  before 
lay  audiences. 

(C)  To  communicate  with  Dr.  W.  D.  Henderson 
of  the  Joint  Committee  on  Public  Health  Education 
suggesting  that  this  Committee  consider  the  advis- 
ability of  featuring  this  subject  during  the  coming 
year. 

(D)  To  notify  the  Chairman  of  the  Preventive 
Medicine  Committee  that  it  is  the  desire  of  the 
Executive  Committee  that  this  Committee  join  in 

i this  correlative  program  and  to  submit  to  the  Chair- 
man certain  matters  properly  coming  under  this 
Committee  for  study  and  consideration  of  policy, 
with  the  request  that  on  the  completion  of  their 
study  a report  be  made  to  the  Executive  Committee. 

President  Smith  reported  progress  on  the  so- 
called  Scouting  Committee  for  Secretary. 

On  motion  by  Luce,  seconded  by  McIntyre,  one 
thousand  dollars  was  appropriated  for  the  use  of 
? the  Legislative  Committee,  to  be  paid  on  proper 
1 voucher  from  the  Committee  Chairman,  this  appro- 
I priation  being  within  the  budget. 

President  Smith  presented  a request  that  the  So- 
ciety appoint  a representative  on  the  Advisory  Com- 
mittee for  Temperance  Education,  this  being  a part 
of  the  Women’s  organization  for  Non-Partisan  Re- 
form. 

On  motion  of  McIntyre,  seconded  by  Carstens,  the 
President  was  authorized  to  appoint  such  a repre- 
sentative. 

The  meeting  adjourned  at  11 :30  p.  m. 

Burton  R.  Corbus,  Acting  Secretary. 


OUR  NEW  TEACHING  CENTERS 

Four  hundred  and  twenty-five  members  of  the 
Michigan  State  Medical  Society  were  in  attendance 
on  the  opening  days  of  the  autumn  courses  at  Battle 
Creek-Kalamazoo,  Flint  and  Grand  Rapids.  I have 
been  fortunate  in  being  able  to  attend  all  of  these 
sessions  and  have  been  greatly  impressed  and  deeply 
' gratified  with  the  excellence  of  the  presentations  as 
well  as  the  appreciation  of  the  doctors,  as  evidenced 
both  by  their  attendance  and  their  interest  in  the 
1 problems  under  discussion. 

Although  our  plans  are  maturing  satisfactorily,  we 
must  continue  to  emphasize  the  reasons  that  have 
■ made  a program  of  postgraduate  education  the  most 
important  objective  of  State  Society  activities.  Many 
of  us  still  actively  engaged  in  practice  recall  that  in 
our  college  course,  and  in  the  early  days  of  prac- 
tice, medicine  was  practically  static.  Changing  views 
I were  being  constantly  advanced  but  these  were  the 
I result  of  individual  experience,  which  usually  took 
small  account  of  the  hereditary,  constitutional  and 


environmental  influences  that  made  one  individual 
react  quite  differently  from  another.  Thus,  these 
views  were  quite  devoid  of  usefulness  for  general 
application. 

Through  the  utilization  of  many  of  the  collateral 
sciences,  particularly  biology,  physics  and  chemistry, 
a great  body  of  factual  data  have  been  assembled  in 
such  a workable  and  fluid  state  as  to  permit  us  to 
speak  with  accuracy  of  medicine  as  a science.  This 
data  can  now  be  taught  as  factual  material,  and  ap- 
plied in  the  daily  practice  of  medicine  toward  more 
accurate  diagnosis  and  more  logical  treatment. 

The  graduate  of  forty  years  ago,  and  previously, 
rendered  a better  quality  of  service  than  the  grad- 
uate of  today  in  relation  to  the  sum  total  of  medical 
knowledge.  Advances  were  so  slow  in  those  days 
that  if  the  doctor  practised  the  things  he  had  learned 
in  college  it  was  all  that  could  be  expected  of  him. 

During  the  past  forty  years  medical  knowledge  has 
greatly  widened  the  doctor’s  field  of  usefulness  and 
at  the  same  time  has  imposed  added  obligations.  To 
fulfill  these  obligations  in  the  care  of  our  patients 
we  must  utilize  the  best  that  science  affords,  or,  at 
least,  such  an  approximation  as  our  surroundings 
permit.  The  doctor  should  know  what  constitutes 
good  service,  whether  or  not  circumstances  favorable 
to  its  application  be  present.  This,  in  brief,  is  the 
purpose  of  providing  a continuous  program  of  edu- 
cation. 

J.  D.  B. 

THE  ELI  LILLY  COMPANY 
GIVES  A PARTY 

To  some  four  hundred  guests  from  all  parts  of 
the  LTnited  States,  with  a sprinkling  from  foreign 
countries,  the  Lilly  Company  of  Indianapolis  were 
hosts  on  October  eleventh.  The  occasion  was  the 
dedication  of  their  splendid  new  research  labora- 
tories, commemorating  Mr.  J.  K.  Lilly’s  lifelong  in- 
terest in  research.  It  was  our  privilege  to  be  one 
of  these  guests  and  listen  to  Sir  Frederick  Banting 
tell  the  story  of  the  early  work  which  led  to  the 
discovery  of  insulin ; to  Sir  Henry  Dale  of  England, 
director  of  the  National  Institute  for  Medical  Re- 
search and  secretary  of  the  Royal  Society,  in  an 
inspiring  talk  on  the  Newer  Chemical  Ideas  in 
Medicine;  to  be  fascinated  by  Doctor  Irving  Lang- 
muir, physicist  and  Nobel  Prize  winner,  telling  of 
the  Unpredictable  Results  of  Research,  and  to  hear 
Doctor  Elliott  Joslin,  Doctor  George  Minot,  Doctor 
Carl  Voegtlin,  and  many  others.  At  a later  period 
this  Journal  will  print  extracts  from  some  of  these 
remarkable  speeches. 

To  the  members  of  the  Indiana  State  Medical  So- 
ciety in  session  at  their  annual  meeting,  the  specially 
invited  guests  from  out  of  town,  and  a number  of 
lay  friends,  two  thousand  in  all,  the  Lillys  served  a 
delightful  luncheon,  and  in  a nearby  tent  the  dedica- 
tory exercises  were  held. 

_ Mr.  J.  K.  Lilly  as  toastmaster,  on  the  fiftieth  an- 
niversary of  his  graduation  in  Pharmacy,  greeted  at 
dinner  in  the  evening,  his  four  hundred  guests  at  the 
Indianapolis  Athletic  Club.  Business  man  of  the 
highest  type,  philanthropist,  vigorous  supporter  of 
those  projects  which  will  be  helpful  to  humanity, 
maintaining,  through  his  company,  laboratories  for 
pure  research  at  the  Marine  Biological  Laboratories, 
Woods  Hole,  Massachusetts,  as  well  as  at  Indianap- 
olis, financing  special  studies  in  cooperation  with 
research  groups  in  many  universities  and  clinics, 
maintaining  a full  time  staff  of  doctors  and  assist- 
ants where,  in  a ward  assigned  to  them  in  the  In- 
dianapolis City  Hospital,  practical  clinical  research 
may  proceed,  it  is  fitting  that  on  the  face  of  the 
medal  presented  to  him  by  Doctor  Joslin,  should 
be  this  inscription— “Explorer  of  the  uncharted 
seas.” 


Possible  Legislation  Makes  November  6 an  Important  Date 
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WOMAN’S  AUXILIARY 


Jour.  M.S.M.S. 


WOMAN’S  AUXILIARY,  MICH- 
IGAN STATE  MEDICAL 
SOCIETY 

Mrs.  F.  T.  Andrews,  President,  Kalamazoo. 

Mrs.  F.  M.  Doyle,  Secretary,  Kalamazoo. 


NOTES  FROM  THE  1934  STATE  AUXILIARY 
MEETINGS 
Battle  Creek,  Michigan 
September  12  and  13,  1934 

The  1934  Auxiliary  Convention  is  now  a matter 
of  record.  Those  unable  to  attend  missed  the  in- 
structive benefits  and  good  fellowship  of  such  gath- 
erings ; those  present  were  most  royally  entertained 
by  the  Battle  Creek  ladies  and  we  hope  carried  home 
with  them  the  enthusiasm  which  was  manifested 
everywhere  for  the  future  programs  of  their  local 
units. 

The  Auxiliary  maintained  its  headquarters  at  the 
Battle  Creek  Sanitarium. 

On  Wednesday,  September  12,  the  executive  board 
met  for  luncheon  and  business  with  the  County 
presidents  as  guests,  at  the  Kellogg  Hotel.  Ten 
board  members  and  eight  County  presidents  were 
present.  Reports  and  recommendations  were  given 
and  a round  table  discussion  was  held  with  each 
County  president  presenting  her  local  problems.  Mrs. 
Elmer  L.  Whitney,  president,  presented  an  outline 
of  program  suggestions,  a copy  of  which  was  given 
to  each  County  president. 

Following  the  luncheon,  the  visiting  members  en- 
joyed a trip  to  the  Ann  J.  Kellogg  School  for 
underprivileged  children.  It  is  a magnificent  build- 
ing, most  modernly  equipped  in  every  way  for  car- 
ing for  children  either  mentally  or  physically  handi- 
capped. 

Later  that  afternoon  a tour  through  the  Kellogg 
factory  was  enjoyed  and  a delightful  tea  was  served 
in  a beautiful  improvised  garden  in  the  ball  room 
connected  with  the  factory.  Each  guest  was  given 
a lovely  rose  and  a small  container  filled  with  Kel- 
logg samples. 

The  “Bring-Your-Husband  Dinner”  served  at 
seven  o’clock  at  the  Post  Tavern,  and  attended  by 
about  150  persons,  was  an  outstanding  social  event. 
A splendid  orchestra  furnished  music  for  dancing 
and.  a very  talented  vocalist  entertained  with  songs 
during  the  dinner.  The  guests  were  then  ushered 
into  the  ball  room  where  between  dances  they  were 
entertained  by  a magician  and  tap  dancers. 

_ On  Thursday,  at  10  a.  m.,  the  general  business  ses- 
sion was  called  to  order  by  the  president.  Reports 
of  officers  and  standing  committee  chairmen  were 
given.  Four  LTpper  Peninsula  counties  have  plans 
for  Auxiliary  units  to  be  organized  soon.  We  con- 
sider this  of  special  interest  because  they  will  be  the 
first  Auxiliaries  in  the  Upper  Peninsula  and  we  hope 
that  other  counties  may  soon  follow. 

Reports'  of  County  Presidents  were  given.  Some 
stressed  the  social  side  alone,  others  sponsored 
health  programs  of  various  kinds,  some  raised 
money  for  scholarships,  needy  nurses  funds,  etc.,  but 
all  seemed  bent  on  the  one  thing — to  help  the  med- 
ical groups  in  getting  matters  of  importance  to  the 
laity. 

It  was  voted  to  make  Dr.  Caroline  Bartlett  Crane, 
of  Kalamazoo,  the  first  honorary  president  of  the 
State  Auxiliary  in  recognition  of  the  excellent  work 
she  accomplished  in  organizing  the  State  group. 

The  following  names,  presented  by  the  nominating 
committee,  were  unanimously  elected : 

Mrs.  F.  T.  Andrews,  Kalamazoo President 

Mrs.  A.  M.  Giddings,  Battle  Creek 

President-elect 

Mrs.  J.  A.  McLandress,  Saginaw  ..Vice  President 


Mrs.  F.  M.  Doyle,  Kalamazoo,  was  appointed 
Secretary-T  reasurer. 

The  president’s  address  followed : 

“Work  closely  with  your  Advisory  Board  to 
avoid  mistakes.  . . . 

“There  are  two  phases  of  Auxiliary  work : 
first,  is  that  of  Self-Education,  and  second,  Pub- 
lic Relations  work.  Hold  institutes.  Use  the 
Auxiliary  meetings  as  the  place  to  gain  informa- 
tion and  Public  Relations  work  as  a medium  to 
use  this  knowledge  in  service  to  the  public.  . . . 

“Support  the  policy  of  the  National  Congress 
of  Parents  and  Teachers  to  encourage  Summer 
Round-Up  examinations  in  the  office  of  the 
family  physician  in  preference  to  organized 
clinics.  . . . 

“The  amount  of  social  and  welfare  work  de- 
pends upon  your  own  particular  needs  in  your 
own  counties. 

“Read  State  Journals  and  A.  M.  A.  Bulletin 
for  information  on  all  important  medical  prob- 
lems.” 

A vote  of  thanks  was  extended  the  members  of 
Calhoun  County  Auxiliary  and  Medical  Society  for 
the  fine  reception,  excellent  entertainment  and  edu- 
cational programs  which  were  tendered  to  the  visit- 
ing members. 

A beautiful  shoulder  corsage  was  presented  to 
Mrs.  E.  L.  Whitney,  retiring  president,  by  Mrs. 
Frank  Hartman,  president  of  the  Wayne  County 
Auxiliary,  as  a token  of  love  and  esteem  from  the 
Wayne  County  Group. 

The  meeting  then  adjourned  until  12:30  when  a 
most  unusual  and  attractive  luncheon  was  served  in 
the  dining  room  of  the  Battle  Creek  Sanitarium  to 
one  hundred  and  fifty  members  and  friends  of  the 
Auxiliary  with  Mrs.  F.  M.  Giddings,  of  Battle  Creek, 
acting  as  toastmistress. 

Dr.  Walter  L.  Bierring,  president  of  the  A.  M.  A., 
was  present  and  spoke  briefly  on  the  excellent  work 
the  Auxiliary  was  doing  everywhere  in  the  United 
States. 

Dr.  Richard  Smith,  president  of  the  Michigan 
State  Medical  Society,  praised  the  work  of  the 
Auxiliary  and  wished  the  Auxiliary  much  success 
in  becoming  state-wide. 

Drs.  Hirschmann,  Robb  and  Heavenrich,  members 
of  the  State  Advisory  Board  to  the  Auxiliary,  were 
present  and  gave  short  talks.  Dr.  Hirschmann  was 
pleased  with  the  prospective  programs  for  the  com- 
ing year.  Dr.  Robb  stated  : 

“We  have  our  backs  to  the  wall  and  we  feel 
that  you  are  the  people  who  can  help  us  out. 
Gather  information  that  will  instruct  the  people 
as  to  the  background  of  the  cultist,  etc.  Correct 
the  idea  that  doctors  are  wealthy  because  they 
are  clean  and  prosperous-looking.” 

Dr.  Heavenrich  spoke  briefly  on  state  medicine 
and  how  it  was  insidiously  gaining  ground. 

Mrs.  G.  Henry  Mundt,  of  Chicago,  the  principal 
after  dinner  speaker,  gave  us  many  helpful  sugges- 
tions in  reference  to  our  contacts  and  problems  with 
anti-medical  people.  She  stated : “Our  motives  are 
just  as  altruistic  as  the  motives  of  any  organiza- 
tion. . . . 

“We  can  help  our  husbands  help  the  public  by 
giving  them  good  medical  legislation.  If  we  do  not 
do  it,  the  outside  organizations  will  do  it  to  the 
detriment  of  the  medical  profession.” 

We  consider  this  a most  successful  meeting.  Pro- 
grams were  well  arranged  and  very  helpful.  The 
hospitality  of  the  Calhoun  County  Auxiliary  is  long 
to  be  remembered.  We  all  left  with  a feeling  of  re- 
gret, but  with  a hope  that  we  might  some  day  re- 
turn. 

Mrs.  Lloyd  C.  Harvie, 
Chairman  Press  and  Publicity. 


November,  1934 


MICHIGAN’S  DEPARTMENT  OF  HEALTH 


THE  NEED  OF  A WOMAN’S  AUXILIARY 

A majority  of  the  medical  profession,  particularly 
those  who  have  not  been  active  in  the  organizational 
field,  have  expressed  a doubt  as  to  the  need  of  a 
woman’s  auxiliary  to  organized  medicine.  To  those 
who  have  carried  the  burden  of  office,  there  comes 
a realization  that  there  is  a necessary  and  vital  place 
which  the  wives  of  doctors  can  fill. 

With  the  complicated  social  structure  which  is  a 
part  of  our  civilization,  there  must  be  some  link 
or  liaison  between  the  medical  profession  and  so- 
ciety in  general.  This  was  not  an  essential  in  the 
preceding  generation. 

The  busy  practitioner  of  medicine  can  not  possibly 
have  the  time — without  neglecting  his  patients — to 
make  the  necessary  contacts  with  the  legislative 
bodies,  with  the  press,  with  all  the  numerous  organ- 
izations that  compose  any  given  community.  These 
groups  are  interested  in  the  problems  of  medicine 
and  we  are  definitely  interested  in  theirs.  The  med- 
ical profession  is  frequently  condemned  because  of 
its  narrowness  of  community  vision  and  in  the  great 
majority  of  instances,  this  is  not  based  in  fact.  The 
presentation  of  our  beliefs,  of  our  works,  of  our 
hopes  have  either  not  been  presented  at  all  or  have 
been  presented  incorrectly. 

Each  county  society  needs  an  auxiliary  for  this 
definite  community  objective — rather  than  for  social 
purposes. 

Once  organized,  the  first  and  most  important  duty 
is  to  properly  educate  the  members  so  that  they  may 
understand  not  only  the  background  of  medicine  but 
also  its  present  day  position  and  problems.  This 
is  but  half  of  their  education. 

It  is  also  their  responsibility  to  study  community 
needs  in  other  lines  of  endeavor,  so  that  these  needs 
may  be  properly  interpreted  to  the  medical  profes- 
sion. 

Then,  and  then  only,  will  the  wives  of  doctors  be 
qualified  to  serve  in  a public  relations  capacity  that 
will  be  of  definite  value  not  only  to  organized  medi- 
cine but  also  to  the  communities  in  which  they  live. 

* * 

Be  interested ! be  informed ! be  intelligent ! you 
wives  of  doctors,  so  that  you  may  be  auxiliary  not 
only  to  the  medical  profession  but  also  to  the 
public ! 

T.  M.  Robb,  M.D. 

Member  of  the  Advisory  Committee, 
Woman’s  Auxiliary  to  the  Michigan  State 
Medical  Society,  1933-1934. 


WAYNE  COUNTY 

The  Woman’s  Auxiliary  of  the  Wayne  County 
Medical  Society  are  arranging  a “bring  your  hus- 
band” dinner  which  will  be  held  at  the  Masonic 
Temple,  Detroit,  on  the  evening  of  November  9. 
Dr.  G.  W.  Dwyer  (Ph.D),  of  Vanderbilt  University, 
will  deliver  the  address  of  the  evening.  Mr.  Mal- 
colm Bingay,  editor  of  the  Detroit  Free  Press,  will 
act  as  chairman;  Mr.  Edgar  Guest,  the  Free  Press 
poet,  will  propose  the  toast  to  the  Doctors’  Wives, 
and  Ann  Campbell,  poet  of  the  Detroit  News,  will 
perform  a similar  function  to  the  husbands.  This  is 
the  second  annual  dinner.  The  popularity  of  the 
first,  held  a year  ago,  was  attested  by  a large  attend- 
ance. An  equal,  if  not  greater,  attendance  is  antic- 
ipated at  the  coming  event. 
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LANSING,  MICHIGAN 


ALLOCATING  BIRTHS  AND  DEATHS  TO 
RESIDENCE 

A very  important  meeting  was  held  at  the  Bureau 
of  the  Census  in  Washington  the  latter  part  of 
August  at  which  arrangements  were  made  to  allo- 
cate all  birth  and  death  records  to  the  place  of  resi- 
dence. 

An  advisory  committee  of  state  registrars  made 
up  of  Dr.  W.  T.  Fales  of  Alabama,  Dr.  J.  V.  De- 
Porte  of  New  York,  and  Mr.  L.  W.  Hutchcroft  of 
Wisconsin,  with  Dr.  W.  J.  V.  Deacon  of  the  Mich- 
igan Department  of  Health  as  chairman,  met  with 
the  officers  of  the  Bureau  of  the  Census.  The 
Honorable  W.  L.  Austin,  Director  of  the  Census, 
opened  the  meeting,  and  Dr.  Stuart  A.  Rice,  Assis- 
tant Director,  presided. 

Under  the  existing  laws  of  all  states,  births  and 
deaths  must  be  reported  from  the  district  in  which 
they  occur.  There  will  be  no  change  in  this  practice 
since  this  is  the  only  possible  way  for  these  records 
to  be  kept.  In  the  offices  of  the  state  registrars  and 
in  the  Bureau  of  the  Census,  both  births  and  deaths 
will  now  be  allocated  to  the  place  of  residence. 

Cities  having  extensive  hospital  facilities'  have 
necessarily  been  charged  with  many  deaths  of  non- 
residents, people  coming  to  the  hospital  for  treat- 
ment and  dying  while  there.  The  increased  use  of 
hospitals  for  obstetrical  cases  has  given  rise  to  a 
similar  situation  in  regard  to  births,  the  infant  mor- 
tality rate  being  distorted  by  the  unusual  number  of 
births.  Unless  the  infant  death  occurred  while  the 
mother  was  still  in  the  hospital,  it  was'  not  charged 
to  the  community  which  was  credited  with  the  birth. 

On  the  other  hand,  some  cities  have  profited  un- 
duly by  the  fact  that  tuberculosis  sanatoria  and 
other  hospitals  are  located  outside  of  the  city  limits. 
When  these  deaths  are  allocated  back  to  the  cities, 
a material  change  is  made  in  the  rate. 

It  is,  of  course,  immensely  important  that  the  vital 
statistics  of  a community  reflect  the  actual  condi- 
tions as  nearly  as  they  may  be  known,  and  the  plan 
of  allocation  adopted  by  the  Census  upon  recom- 
mendation of  the  advisory  committee  will  be  a much 
needed  refinement  in  our  statistical  material. 

It  is  urged  that  all  physicians  who  attend  births 
cooperate  by  being  very  particular  to  state  carefully 
the  residence  of  the  mother.  Where  the  residence 
of  the  father  and  mother  do  not  agree,  the  birth 
will  be  credited  to  the  residence  of  the  mother. 

W.  J.  V.  D. 


STREPTOCOCCIC  SORE  THROAT 

On  September  13  a call  was  received  from  Dr. 
W.  A.  Smith,  Health  Officer  of  Petersburg,  asking 
for  help  and  notifying  us  regarding  an  outbreak  of 
streptococcic  sore  throat.  The  following  morning  a 
physician  was  sent  from  the  state  department  of 
health  to  make  a preliminary  investigation.  It  soon 
appeared  that  the  outbreak  was  milk-borne,  but  due 
to  the  fact  that  there  was  only  one  general  supply 
for  the  village  and  all  but  about  twenty  families 
obtained  their  milk  from  this  source,  it  took  some 
time  to  prove  this  fact.  Sufficient  evidence  was 
available  so  that  the  milk  supply  was  shut  off  within 
twenty-four  hours  after  the  investigation  was 
started.  Subsequent  investigation  furnished  all 
proof  necessary  to  justify  this  action. 

Up  to  date  111  cases  have  come  to  the  attention  of 
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physicians.  A survey  of  all  homes  in  the  village  is 
being  made  to  determine  how  many  cases  there  may 
have  been  without  medical  attention. 

Practically  all  of  the  cases  have  been  either  reg- 
ular customers  of  the  milk  supply  involved  or  had 
opportunity  to  consume  some  of  the  milk  within  a 
few  days  previous  to  their  attack.  Only  two  or 
three  of  the  cases  so  far  noted  have  no  histories  of 
using  the  milk  in  question. 

The  cases  have  been  quite  severe.  Nine  deaths 
have  occurred  recently  in  the  village,  six  of  which 
were  definitely  due  to  the  streptococcus  infection 
which  was  the  cause  of  the  outbreak.  Of  the  other 
three  deaths,  a diagnosis  of  encephalitis,  unrelated 
to  the  streptococcic  infection,  appears  to  have  been 
definitely  established  in  one  case.  In  the  second 
case  encephalitis  appeared  probable,  while  in  the 
third  there  is  considerable  question,  as  to  whether 
the  streptococcic  infection  may  have  been  respon- 
sible. 

A hemolytic  streptococcus  having  cultural  charac- 
teristics different  from  the  streptococcus  epidemicus 
was  isolated  from  the  throats  of  six  patients,  and 
the  same  organism  was  isolated  from  one-quarter 
of  the  udder  of  one  cow  out  of  a herd  of  twenty 
animals.  This  particular  one-quarter  of  the  udder 
of  the  cow  in  question  showed  definite  evidence  of 
acute  mammitis  and  the  milk  from  this  quarter 
showed  a yellow  color,  due  to  pus. 

The  milk  in  question  was  not  pasteurized.  The 
citizens  of  Petersburg  are  now  convinced  that  pas- 
teurized milk  is  the  only  safe  milk. 

C.  D.  B. 


MALARIA  IN  MICHIGAN 
Malaria  cases  reported  in  Michigan  for  the  past 
year  and  a half,  while  not  constituting  a major 
health  problem,  have  been  sufficiently  numerous  to 
justify  physicians  being  on  the  watch  for  cases. 
Michigan  has  been  proved  to  have  malaria-bearing 
mosquitoes,  and  a point  of  interest  about  some  of 
the  recent  cases  is  the  fact  that  they  are  of  Mich- 
igan origin  and  not  imported  from  the  south,  as  we 
have  been  accustomed  to  expect. 

The  1933  and  1934  cases  have  been  grouped,  as  is 
usually  true  of  malaria.  Van  Buren  County  has  had 
a number,  and  at  the  present  time  Lansing  has  four 
Michigan-contracted  cases. 

Judging  from  the  number  of  cases  reported  for 
the  first  nine  months  of  1934,  this  year  will  see  a 
50  per  cent  increase  over  last  year.  The  total  cases 
recorded  in  1933  was  sixty-three,  and  seventy-four 
have  been  reported  for  the  first  nine  months  of 
1934.  There  were  two  deaths  in  1933,  one  in  1932, 
four  in  1931,  and  five  in  1930.  Older  practitioners 
will  recall  when  Michigan  was  one  of  the  malaria 
states. 


LABORATORY 

The  output  of  the  biologic  plant  increased  20  per 
cent  during  the  fiscal  year  ended  June  30,  1934, 
taking  the  average  of  all  products. 


Dr.  Max  McKee  of  the  United  States  Public 
Health  Service  Spotted  Fever  Laboratory  at  Hamil- 
ton, Montana,  has  been  working  in  the  Bureau  of 
Laboratories,  getting  instruction  in  media  making 
and  testing  for  sterility  and  safety  of  biologic  prod- 
ucts. Dr.  McKee  was  sent  to  Michigan  by  the  Na- 
tional Institute  of  Health. 


Two  new  volunteer  technicians  have  joined  the 
laboratory  staff.  Edith  Heidlebaugh,  B.S..  from 
Ohio  State  University,  is  at  the  Western  Michigan 
Division  in  Grand  Rapids,  and  Mary  Esther  Evans, 
B.S.,  University  of  Wisconsin,  and  M.S.,  Montana 
State  College,  is  working  in  the  Lansing  laboratories. 


COUNTY  HEALTH  OFFICERS  ON  LEAVE 

Dr.  Ralph  Ten  Have,  director  of  the  Ottawa 
County  Health  Department,  and  Dr.  A.  B.  Mitchell, 
director  of  the  Allegan  County  Health  Department, 
are  on  leave  of  absence  for  the  year.  Both  have 
been  granted  Rockefeller  Fellowships.  Dr.  Ten 
Have  is  studying  at  Johns  Hopkins,  and  Dr.  Mitchell 
is  at  Harvard. 

Dr.  Morton  L.  Levin  is  taking  Dr.  Ten  Have’s 
place  in  Ottawa  County,  and  Dr.  F.  S.  Leeder  is 
supplying  for  Dr.  Mitchell  in  Allegan  County. 


CHILD  HYGIENE  NOTES 

A six  weeks’  series  of.  Women’s  Classes  was  be- 
gun in  Wayne  County  on  September  10  by  Dr.  Ida 
Alexander.  When  this  schedule  is  completed.  Dr. 
Alexander  will  conduct  a similar  series  in  Berrien 
County. 

Dr.  Evelyn  Weeks  of  Ann  Arbor  is  carrying  on 
the  Women’s  Classes  begun  in  Gogebic  County  by 
Dr.  Corneliuson.  Dr.  Corneliuson  is  on  leave  of 
absence  for  a short  time. 

Child  care  classes  in  schools  in  Lenawee  County 
are  being  taught  by  Bertha  Cooper,  R.N.,  and  simi- 
lar classes  in  Delta  County  are  being  conducted  by 
Annette  Fox.  Both  Miss'  Cooper  and  Miss  Fox  are 
staff  nurses  of  the  Bureau  of  Child  Hygiene  and 
Public  Health  Nursing. 


REGISTRATION  AT  114TH  ANNUAL 
MEETING 

September  11  to  13,  1934 

Members  by  Counties 


Alpena  2 

Barry  7 

Bay  7 

Berrien  ?—  7 

Branch  10 

Calhoun  89 

Cass  3 

Chippewa-Mackinac  3 

Clinton  1 

Eaton  12 

Genesee  - - 30 

Grand  Traverse-Leelanau  1 

Gratiot-Isabella-Clare  - 5 

Hillsdale  10 

Houghton-Baraga-Keweenaw  3 

Huron-Sanilac  - 2 

Ingham  - 39 

Ionia-Montcalm  ...r - 9 

Jackson  23 

Kalamazoo-Van  Buren-Allegan  62 

Kent  72 

Lapeer  4 

Lenawee  - 2 

Livingston  3 

Luce  1 

Macomb  3 

M anistee  4 

Marquette-Alger  1 

Mason  1 

Mecosta  4 

Monroe  1 

Muskegon  11 

Northern  Michigan  2 

Oakland  10 

Otsego-Montmorency-Crawford-Oscoda-Roscommon-Ogemaw  2 

Ottawa  8 

Ontonagon  1 

Saginaw  19 

Shiawassee  5 

St.  Clair  8 

St.  Joseph  4 

Tuscola  4 

Washtenaw'  23 

Wexford  7 

Wayne  105 

Ladies,  Guests  and  Exhibitors 338 

Total  ‘ 968 


November,  1934 
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Dr.  George  Russell  Beck 

Dr.  George  Russell  Beck  of  Detroit  is  dead  at  the 
age  of  thirty-one  years.  He  was  one  of  the  younger 
members  of  the  Wayne  County  Medical  Society  and 
very  popular  with  those  who  knew  him  best.  He 
received  his  preliminary  education  in  Detroit  and 
graduated  from  the  Detroit  Eastern  High  School  in 
1919.  After  preliminary  medical  work  at  what  is 
now  the  Wayne  University  he  entered  the  School  of 
Medicine  at  the  University  of  Michigan  in  1922, 
graduating  in  1926.  The  next  three  years  were 
spent  as  interne  at  Harper  Hospital  and  also  as 
Resident  in  Obstetrics  and  Gynecology  at  Herman 
Kiefer  and  Woman’s  Hospitals.  Dr.  Beck  had  been 
in  private  practice  less  than  five  years.  He  is  sur- 
vived by  his  wife,  formerly  Miss  Janet  Carleton  of 
Lansing,  whom  he  married  last  spring.  The  young 
couple  were  spending  their  vacation  at  Northport, 
Michigan  when  Dr.  Beck  was  drowned  on  August 
11,  1934. 


Dr.  James  A.  Kimzey 

Dr.  J.  A.  Kimzey  of  Detroit  died  at  the  age  of 
fifty-seven  years,  following  a heart  attack  while 
swimming  at  Belle  Isle.  He  was  a veteran  of  the 
Spanish  American  war.  He  is  survived  by  four 
children,  Albert,  Blanche,  Ruth  and  John,  and  four 
brothers,  two  of  whom  are  physicians.  Dr.  Kimzey 
was  an  active  member  of  the  Wayne  County  Medical 
Society,  Michigan  State  Medical  Society  and  Amer- 
ican Medical  Association. 


Dr.  Robert  G.  MacKenzie 

Dr.  Robert  G.  MacKenzie,  Frankfort,  Michigan, 
died  suddenly  of  a heart  attack  at  1 :30  on  the  morn- 
ing of  Friday,  June  8,  1934.  He  had  attended  the 
graduation  exercises  of  the  Frankfort  High  School 
on  Thursday  evening,  where  he  saw  his  youngest 
son,  John,  graduate. 

Dr.  MacKenzie  was  born  in  1882  at  Chester,  Illi- 
nois, the  son  of  a physician,  William  R.  MacKenzie, 
who  was  a graduate  of  the  University  of  Michigan 
Medical  School  in  1873,  and  Nellie  Gordon  Mac- 
Kenzie. He  was  graduated  from  Smith  Academy, 
St.  Louis,  Missouri,  and  received  his  medical  degree 
from  the  University  of  Michigan  in  1907.  He  was 
married  to  Marian  Cole  of  Chester,  Illinois,  in  1908. 

Dr.  MacKenzie  started  practice  in  Ann  Arbor  as 
assistant  to  the  late  Dr.  C.  G.  Darling,  and  also  was 
the  staff  of  the  late  Dr.  C.  DeNancrede.  In  1911, 
he  was  appointed  head  of  the  obstetrical  department 
of  St.  Joseph’s  Mercy  Hospital  and  helped  to  dedi- 
cate the  new  building  in  1915.  He  continued  his 
practice  and  connection  with  the  Hospital  until  1926, 
when  ill  health  brought  on  by  his  heroic  work  dur- 
ing the  influenza  epidemic  of  1918  and  1919  forced 
him  to  abandon  his  Ann  Arbor  practice.  He  moved 
to  Frankfort  and  took  over  the  practice  of  Dr.  H.  J. 
Kinne. 

Soon  after  his  graduation  from  medical  school, 
Dr.  MacKenzie  studied  in  Vienna  and  was  a mem- 
ber of  the  Vienna  branch  of  the  American  Medical 
Association.  He  was  a member  of  the  American 
Medical  Association,  Delta  Tau  Delta,  Phi  Rho 
Sigma,  Zal  Gaz  Grotto,  and  of  the  Masonic  organ- 
ization. In  1913,  Dr.  MacKenzie  was  elected  mayor 
of  Ann  Arbor,  the  youngest  mayor  the  city  ever  had. 

Dr.  MacKenzie  combined  in  a most  happy  way 
the  best  expression  of  modern  practice,  while  ex- 
emplifying the  finest  qualities  of  the  time-honored 


family  doctor.  His  sincere  interest  in  all  those  com- 
ing to  him  would  have  made  him  loved  and  trusted 
even  without  the  skill  which  he  possessed  to  such  a 
high  degree.  The  writer  was  fortunate  in  knowing 
him  in  his  early  days  of  practice  in  Ann  Arbor,  and 
later  in  Frankfort  where  he  had  to  be  content  with 
a less  active  life.  Although  handicapped  in  health 
he  never  complained  but  continued  to  the  last  to 
give  his  best.  And  his  best  was  good,  indeed. 

He  leaves  his  widow,  Marian  C.  MacKenzie  and 
two  sons,  Robert  and  John,  now  living  in  Ann 
Arbor;  his  mother,  Mrs.  Wm.  R.  MacKenzie,  of 
Chester,  Illinois,  and  a sister,  Mrs.  Elmer  Gant,  of 
St.  Louis,  Missouri. 

J.  D.  B. 


Dr.  George  B.  McCallum 

One  of  the  most  useful  professional  lives  that 
Monroe  County  has  known  was  brought  to  an  end 
October  1,  1934,  when  death  claimed  Dr.  George  B. 
McCallum.  Doctor  McCallum  was  born  October  5, 
1855,  at  Ann  Arbor  and  came  to  Monroe  to  prac- 
tice in  1881.  He  was  one  of  six  physicians  who  on 
October  31,  1895,  met  to  form  the  Monroe  County 
Medical  Society. 

It  is  of  interest  to  note  that  his  interest  in  scien- 
tific medicine  caused  him  to  establish  a large  clip- 
ping file  which  was  well  indexed  and  which  four 
years  ago  exceeded  50,000  clippings. 

Doctor  McCallum  was  an  honorary  member  of  the 
Michigan  State  Medical  _ Society.  _A  brother  in 
Pontiac  is  the  closest  surviving  relative. 

The  following  resolutions  were  passed  by  the 
Monroe  County  Medical  Society: 

Whereas,  Dr.  George  Barclay  McCallum,  a founder  and 
charter  member  of  the  Monroe  County  Medical  Society,  has 
passed  from  our  midst  into  the  Great  Beyond,  and  it  is  the 
desire  of  the  society  to  testify  its  respect  for  his  career 
among  us  and  for  his  sterling  character:  Now,  therefore, 

Resolved,  That  we,  the  members  of  the  Monroe  County 
Medical  Society,  do  make  this  record  of  our  affectionate 
regard  for  our  departed  friend  and  brother  physician.  He 
was  one  of  a small  group  who  organized  this  society.  He 
was  its  first  secretary.  Its  original  constitution  appears  in 
the  record-book  in  his  painstaking  handwriting.  Up  until 
recent  years  when  his  strength  began  to  wane,  lie  was  a 
regular  attendant  of  the  society  meetings  and  participated 
in  its  various  activities.  . 

His  long  career  as  a physician  was  one  of  highest  integrity 
and  professional  and  scientific  attainment.  His  kindliness 
to  all,  his  charity  to  the  needy,  his  unwearying  effort  in 
the  care  of  the  sick  are  well  known  to  his  fellow  practitioners 
and  to  the  community  in  general.  They  have  earned  for  him 
a monument  of  respect  in  the  minds  of  all  who  knew  him. 

Resolved,  That  these  resolutions  be  entered  upon  the 
minutes  of  this  society,  and  a copy  thereof  be  sent  to  the 
family  of  our  late  brother. 

Florence  Ames,  Secretary. 

Monroe  County  Medical  Society. 


VALUE  OF  FRIEDMAN  TEST  IN  DIAGNOSIS  OF 
INTRAUTERINE  AND  EXTRA-UTERINE 
PREGNANCY 

Morris  A.  Goldberger,  Udall  J.  Salmon  and  Robert  T. 
Frank,  New  York  ( Journal  A.  M.  A.,  Oct.  20,  1934),  point 
out  that  in  1,093  normal  intra-uterine  pregnancies  the  per- 
centage of  false  positive  Friedman  tests  was  0.0'9.  The  per- 
centage of  false  negatives  was  0.55.  This  small  percentage 
of  error,  as  compared  to  other  reports,  is  attributed  to  the 
fact  that  duplicate  tests  were  performed.  At  least  3.4  per 
cent  of  rabbits  appear  to  be  refractory  to  the  Friedman  test. 
In  ectopic  pregnancy,  the  percentage  of  false  negatives  in  a 
series  of  forty-four  cases  was  32.  The  high  percentage  of 
negative  tests  in  ectopic  pregnancy  is  accounted  for  by  the 
presence  in  these  cases  of  dead  or  degenerated  villi.  In 
both  intra-uterine  and  extra-uterine  pregnancies  the  Fried- 
man test  is  dependent  on  the  viability  of  the  chorion.  In 
missed  abortion  the  Friedman  test  may  remain  positive  for 
as  long  as  thirty  days  after  death  of  the  fetus.  In  incom- 
plete abortion  the  Friedman  test  may  be  positive.  The  pres- 
ence of  a viable  fetus  can  be  determined  by  study  of  the 
female  sex  hormone  of  the  blood.  In  the  diagnosis  of 
ectopic  gestation  the  Friedman  test  is  of  value  only  in  cases 
in  which  it  is  positive.  If  the  test  is  negative  in  a case  of 
suspected  ectopic  pregnancy,  the  clinical  history  and  observa- 
tions should  determine  the  diagnosis. 


646 


GENERAL  NEWS  AND  ANNOUNCEMENTS 


Jour.  M.S.M.S. 


GENERAL  NEWS  AND 
ANNOUNCEMENTS 


David  Stapleton  of  Detroit,  son  of  Dr.  and  Mrs. 
W.  J.  Stapleton,  Jr.,  was  married  to  Miss  Mary 
Philips  of  New  Jersey  on  August  30. 


pital.  He  entered  army  service  immediately, _ serv- 
ing with  the  Thirty-first  Michigan  Infantry  in  the 
Spanish-American  War.  He  spent  most  of  his  life 
in  medical  service  in  the  Navy.  Both  Dr.  Angus 
and  Dr.  Allen  McLean  served  in  Paris  with  the 
Peace  Commission,  Captain  McLean  receiving  his 
appointment  from  Josephus  Daniels,  Secretary  of 
the  Navy  in  President  Wilson’s  cabinet.  He  was 
retired  from  active  service  three  years  ago  because 
of  poor  health.  Captain  McLean  was  bom  sixty- 
two  years  ago  in  Oxford,  Michigan. 


Dr.  and  Mrs.  N.  A.  Herring  of  Niles,  Michigan, 
left  for  an  extended  automobile  tour  through  the 
Southern  States  to  St.  Petersburg,  Florida,  where 
they  intend  to  spend  the  winter. 


Dr.  Kenneth  C.  Pierce  of  Dowagiac,  and  Miss 
Gertrude  Eckhout  of  Ann  Arbor  were  married  on 
October  the  ninth.  Dr.  Pierce  is  the  oldest  son  of 
Dr.  and  Mrs.  Frank  Pierce  of  Detroit. 


Miss  Marian  Davis  of  Ann  Arbor,  daughter  of 
Dr.  and  Mrs.  James  E.  Davis,  was  married  to  Dr. 
G.  W.  Hammond  of  Ann  Arbor  on  October  1,  1934. 
Dr.  James  E.  Davis,  father  of  the  bride,  is  Profes- 
sor of  Pathology  at  the  Wayne  University,  Detroit, 
and  Dr.  Hammond,  the  groom,  is  on  the  staff  of  the 
Llniversity  Medical  School. 


Of  3,539  hospitals  of  25  beds  or  more  in  the 
•United  States  and  Canada  included  in  this  year’s 
survey,  2,480  won  places  on  the  list  approved  by  the 
American  College  of  Surgeons.  Those  in  the  De- 
troit area  are:  Charles  Godwin  Jennings  Hospital, 

Children’s  Hospital  of  Michigan,  Delray  General, 
Detroit  Eye,  Ear,  Nose  and  Throat;  East  Side  Gen- 
eral, Evangelical,  Deaconess,  Florence  Crittenton 
Hospital  and  Home,  Grace,  Harper,  Henry  Ford. 
Herman  Kiefer,  Jefferson  Clinic  and  Diagnostic, 
Lincoln,  Michigan  Mutual,  Parkside,  Providence, 
Receiving,  St.  Joseph’s  Mercy,  St.  Mary’s,  United 
States  Marine,  Woman’s,  Eloise  Infirmary,  St. 
Francis  Hospital  of  Hamtramck,  Highland  Park 
General,  Wyandotte  General. 


A group  of  twenty-one  physicians  of  this  state  has 
been  added  to  the  list  of  this  year’s  special  lec- 
turers in  post-graduate  medicine  at  the  University 
of  Michigan  by  action  of  the  Board  of  Regents. 
The  group  now  numbers  eighty.  The  new  men  from 
Detroit  are:  Drs.  William  Blodgett,  John  J.  Cor- 

bett, Ward  H.  Harryman,  Harther  L.  Keim,  John 
C.  Montgomery,  Richard  H.  Morgan,  Robert  C. 
Jamieson,  William  S.  O’Donnell.  Charles  W.  Pea- 
body, Frank  J.  Sladen,  George  Van  Rhee  and  Don- 
ald C.  Young;  Kalamazoo — Charles  E.  Boys;  Grand 
Rapids — A.  M.  Campbell,  Thomas  D.  Gordon  and 
John  T.  Hodgen ; Flint — Myrton  S.  Chambers ; Bat- 
tle Creek — Elmer  L.  Eggleston,  Martin  A.  Morten- 
sen  and  Russell  L.  Mustard,  and  Ypsilanti — Orus  R. 
Yoder. 


UNIVERSITY  OF  MICHIGAN  PEDIATRICS 

The  1934  meeting  of  the  University  of  Michigan 
Pediatrics  and  Infectious*  Disease  Society  will  be 
held  in  Ann  Arbor,  November  23  and  24.  Every 
physician  interested  in  the  program  is  invited  to 
attend  this  meeting.  The  program  will  consist 
of  brief  talks  averaging  less  than  fifteen  minutes. 
Friday,  November  23,  at  two  o’clock,  a Clinical  ses- 
sion will  be  held.  The  subjects  and  speakers  are  as 
follows : “The  Early  Diagnosis  of  Whooping  Cough 
and  the  Use  of  Vaccine  as  a Preventive  Measure,” 
Dr.  L.  W.  Sauer,  Evanston,  111. ; “Leprosy  in  Chil- 
dren,” Dr.  Malcolm  Soule,  Ann  Arbor;  “Report  of 
a Severe  Case  of  Tetanus  with  Recovery — Special 
Reference  to  Treatment,”  Dr.  P.  S.  Bradshaw,  Ann 
Arbor;  “The  Feeding  of  Premature  Infants,”  Dr. 
Harold  Rothbart,  Ann  Arbor;  “Report  of  a Case 
of  Pylorospasm,”  Dr.  M.  H.  Worth,  Ann  Arbor ; 
“Unusual  Congenital  Deformities”  (Lantern  slides*), 
Dr.  M.  Cooperstock,  Marquette;  “Influenzal  Menin- 
gitis— The  Treatment  by  Influenzal  Meningitis 
Serum,”  Dr.  Har^  Towsley,  Ann  Arbor;  “The 
Value  of  Venoclysis  in  the  Infectious  Diarrheas  of 
Infancy,”  Dr.  P.  S.  Bradshaw,  Ann  Arbor;  “Hypo- 
glycemia in  Children,  Its  Clinical  Picture  and  Treat- 
ment, Report  of  a Case,”  Dr.  Joseph  Jaudon,  Ann 
Arbor ; “Myasthenia  Gravis  in  Children,  Report  of 
a Case,”  Dr.  Harold  Rothbart,  Ann  Arbor;  “Report 
of  a Case  of  Chronic  Infectious  Arthritis  (Stills 
Syndrome)  Successfully  Treated  with  Foreign  Pro- 
tein,” Dr.  Harry  Towsley,  Ann  Arbor. 

The  evening  session  will  consist  of  an  open  forum 
on  Endocrines,  when  the  following  subjects  will  be 
presented  : “The  1934  Status  of  Research  on  Endo- 
crines,” Dr.  E.  A.  Sharp,  Detroit;  “Endocrinopathies 
Related  to  the  Pituitary  During  Infancy  and  Child- 
hood,” Dr.  R.  L.  Schaefer,  Detroit;  “Endocrin- 
opathies Related  to  the  Thyroid  During  Infancy  and 
Childhood,”  Dr.  John  L.  Law,  Ann  Arbor. 

Saturday  morning,  November  24,  there  will  be  a 
scientific  session  on  the  subject  of  Allergv  with 
papers  as  follows : “The  Effect  of  Pollen  Therapy 
on  Skin  Test  Sensitivity  in  Relation  to  the  Relief 
of  Symptoms,”  Dr.  Samuel  Levin,  Detroit;  “The 
Standardization  of  Allergic  Antigens  for  Intrader- 
mal  Testing  and  Treatment,”  Dr.  D.  M.  Cowie,  Dr. 
Emma  Wardell ; “The  Preservation  of  Allergic 
Antigens  Against  Bacterial- Contamination  and  Color 
Change.  B.  The  Prevention  of  Skin  Irritation  In- 
duced by  Intradermal  Testing,”  Dr.  Meryl  Fenton, 
Ann  Aibor. 


CAPTAIN  ALLEN  McLEAN 

The  numerous  friends  of  Dr.  Angus  McLean  of 
Detroit  extend  their  sympathy  in  the  death  of  his 
brother,  Captain  Allen  McLean,  of  San  Diego,  Cali- 
fornia. The  death  of  Captain  McLean  occurred  at 
his  home  September  29.  The  remains  were  cre- 
mated and  burial  took  place  in  the  Arlington  National 
Cemetery,  Washington,  D.  C.  Captain  Allen  Mc- 
Lean graduated  from  the  Detroit  College  of  Medicine 
in  1895  and  served  his  internship  in  Harper  Hos- 


DR.  F.  E.  HANSEN  SEES  STATE  MEDICINE 
IN  OPERATION 

Dr.  F.  E.  Hansen  of  Detroit  has  just  returned 
from  a two  months’  sojourn  in  Europe.  The  larger 
portion  of  this  time  was  spent  in  post-graduete 
work  at  the  municipal  hospital  of  Copenhagen,  Den- 
mark. Dr.  Hansen  reports  spending  a very  inter- 
esting time,  during  which  he  had  splendid  oppor- 
tunities for  observing  the  practice  of  medicine  in 
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one  of  the  smaller  countries  of  Europe.  He  says 
that  Denmark  has  a system  of  state  medicine,  so- 
called,  with  all  the  term  applies ; that  is,  it  applies 
to  those  with  incomes  less  than  what  would  corre- 
spond to  $1,200  a year  in  American  money  at  the 
present  rate  of  exchange,  who  receive  medical  care 
in  the  hospitals  which  are  owned  and  operated  by 
the  State.  There  are  a good  many  doctors,  how- 
ever, in  Denmark  who  are  in  private  practice  and  all 
are  apparently  doing  well.  No  citizen  whose  annual 
income  is  over  $1,200  is  eligible  for  this  kind  of 
medical  care.  He  must  employ  a private  physician. 
Dr.  Hansen  says  that  even  in  private  practice  the 
patient  can  not  get  out  of  paying  his  physician  his 
fee ; if  he  refuses  to  meet  this  obligation,  payment 
must  be  made  to  the  physician  by  the  municipality, 
who  will  in  turn  come  on  the  recalcitrant  patient 
for  it. 

Asked  if  he  thought  state  medicine  would  be  a 
good  thing  for  the  State  of  Michigan  or  the  United 
States,  he  replied  that  he  would  not  care  to  see  state 
medicine  adopted  in  this  country  even  though  it  ap- 
peared to  give  satisfaction  in  Denmark.  It  would 
interfere  materially  with  the  old  time  professional 
relations  between  physician  and  patient  and  it  tended 
to  produce  a sort  of  class  system  among  the  medical 
profession  whereby  those  attached  to  the  state- 
owned  hospitals  looked  with  a certain  contempt  on 
the  outside  doctor.  Dr.  Hansen,  however,  reported 
general  prosperity  in  Denmark,  both  among  the  laity 
as  well  as  the  general  medical  profession.  This  was 
due  largely  to  the  fact  that  Denmark  was  an  agri- 
cultural country  with  an  ideal  market  for  her  prod- 
uce in  England.  He  was  very  favorably  impressed 
with  the  post-graduate  facilities  offered  in  Den- 
mark’s capital.  He  said  that  leaders  of  the  profes- 
sion took  the  utmost  pains  with  the  American  doc- 
tor, whom  they  addressed  fluently  in  the  English 
language.  Copenhagen  as  a medical  center  had  not 
been  tainted  with  commercialism,  as  have  been  some 
of  the  better  known  post-graduate  centers  in 
Europe. 


TREATMENT  OF  AMEBIASIS 

Alfred  C.  Reed,  San  Francisco  ( Journal  A.  M.  A., 
October  20,  1934),  discusses  the  treatment  of  amebi- 
asis in  strictly  practical  terms  as  condensed  from 
soundly  supported  scientific  evidence  and  personal 
experience.  Since  the  introduction  of  ipecac  into 
Europe  in  1672,  therapy  has  been  influenced  by  three 
tendencies.  1.  Ideas  of  etiology  and  methods  of 
diagnosis  have  improved.  2.  There  was  a tendency 
to  use  complex  formulas  and  substances  found  use- 
ful in  other  diseases,  the  causes  of  which  were 
biologically  related,  as  in  the  case  of  quinine.  3. 
There  has  been  the  tendency  to  seek  active  principles, 
simple  preparations  and  the  exact  methods  of 
chemotherapeutic  study,  with  attention  to  the  rela- 
tion between  chemical  structure  and  physiologic  ac- 
tion. The  author  states  that  the  scheme  of  treat- 
ment must  be  based  on  the  colonic  infection  and 
gives  the  treatment  in  the  seven  general  types  of 
clinical  picture  that  must  be  considered  from  the 
standpoint  of  treatment  to  be  selected:  (1)  dysen- 
tery with  acute,  malignant  onset  and  course,  (1)  dys- 
entery or  diarrhea  with  subacute  onset  and  course, 
(3)  chronic  amebiasis  with  recurring,  inconstant  or 
absent  symptoms,  (4)  extraintestinal  abscess  or  ul- 
ceration, (5)  complications  of  other  diseases  or  of 
a surgical  nature,  and  (6)  sequels  such  as  sprue, 
chronic  simple  colitis,  chronic  ulcerative  colitis,  can- 
cer, chronic  infections  such  as  tuberculosis  and 
mechanical  defects  such  as  stricture.  To  complete 
the  classification,  a final  group  must  be  added,  (7) 
comprising  toxic  results  of  drugs  used. 
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Acknowledgment  of  all  books  received  will  be  made  in 
this  column  and  this  will  be  deemed  by  us  a full  com- 
pensation to  those  sending  them.  A selection  will  be 
made  for  review , as  expedient. 

THE  AUTONOMIC  NERVOUS  SYSTEM.  By  Albert 
Kuntz,  Ph.D.,  M.D.,  Professor  of  Micro-anatomy  in  St. 
Louis  University  School  of  Medicine,  second  edition, 
enlarged  and  thoroughly  revised,  679  pp.,  73  figs.,  Lea 
& Febiger,  Philadelphia,  1934. 

The  second  edition  of  “The  Autonomic  Nervous 
System”  is  nearly  a fifth  larger  than  its  predecessor 
of  five  years  ago.  Changes  have  been  made  through- 
out though  the  order  and  arrangement  are  the 
same.  The  first  quarter  of  the  work  deals  with  the 
general  anatomy,  histology,  physiology  and  devel- 
opment of  the  system.  The  next  half  is  devoted  to 
the  innervation  of  circulatory,  respiratory,  digestive 
and  genito-urinary  organs  and  to  the  innervation  of 
the  eye  and  of  skeletal  muscle.  Chapters  are  then 
devoted  to  referred  pain,  to  autonomic  pathology, 
to  the  system  in  disease  and  to  sympathetic  sur- 
gery. These  latter  chapters  are  considerably  more 
expanded  than  in  the  earlier  work.  To  a large  ex- 
tent, the  book  is  a critical  review  of  literature 
though  in  some  cases  contradictory  studies  are 
merely  abstracted  without  comment.  Nearly  120 
pages  of  bibliography  (almost  twice  the  original 
amount)  are  given. 


RECENT  ADVANCE  IN  ANATOMY.  By  H.  Woollard, 
M.D.,  Elder  Professor  of  Anatomy,  University  of  Ade- 
laide. 302  pages,  73  figures,  4 colored  plates.  P.  Blak- 
iston’s  Son  & Co.,  Phila.,  $3.50. 

In  anatomy,  the  tendency  of  research  is  toward 
patient  description  of  structural  details.  Such  de- 
tails are  relatively  meaningless  in  themselves  and 
are  often  difficult  to  follow  by  those  who  are  not 
trained  anatomists.  Consequently,  the  practising 
physician  whose  source  book  is  Gray’s  Anatomy  or 
some  such  textbook  is  unaware  of  progress  in  the 
field.  Professor  Woollard  has  selected  from  many 
fields  of  research  those  topics  which  either  present 
important  physiological  relationships  or  are  associ- 
ated with  new  methods  of  research.  He  has  ig- 
nored the  purely  descriptive  subject  matter  of  con- 
ventional anatomy.  Some  of  the  sixteen  chapters 
deal  with : microdissection,  tissue  culture,  growth 

centers  in  development,  vital  staining,  the  changes 
of  the  female  generative  system,  the  cerebrospinal 
fluid,  and  the  origin  of  blood  cells.  Several  chap- 
ters deal  with  the  functional  anatomy  of  the  nervous 
system. 


NEUROLOGIC  MANIFESTATIONS  OF  HYPERINSUL- 
INISM  AND  OTHER  HYPOGLYCEMIC  STATES 

Edward  H.  Rynearson  and  Frederick  P.  Moersch,  Roches- 
ter, Minn.  ( Journal  A.  M.  A.,  Oct.  20.  1934),  limit  their 
discussion  to  conditions  that  are  the  antithesis  of  diabetes, 
in  which  symptoms  are  produced  by  an  insufficiency  of  sugar 
in  contrast  to  an  excess  and  they  concentrate  their  attention 
more  on  symptoms  than  on  pathologic  conditions  or  on  treat- 
ment, and  especially  on  the  preponderance  of  neurologic 
symptoms  in  these  conditions.  They  emphasize  the  universal 
occurrence  of  neurologic  and  psychic  symptoms  in  severe 
hypoglycemia  and  hope  that  through  the  cooperation  of 
neurologists  and  psychiatrists  many  heretofore  undiagnosed 
cases  of  hypoglycemia  may  be  discovered.  In  the  light  of 
present  inadequate  knowledge,  medical  treatment  is  unsatis- 
factory, and  it  is  only  by  early  surgical  exploration  in  these 
cases  of  hypoglycemia  that  adenomas  of  the  island  cells  of 
the  pancreas  may  be  found  and  successfully  removed.  It 
is  to  be  hoped  that  it  will  be  possible  to  separate  accurately 
the  various  types  of  hypoglycemia  and  to  treat  each  type 
better. 
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SURGERY  IN  THE  MANAGEMENT  OF  HEART  DISEASE* 


ELLIOTT  C.  CUTLER,  M.D.f 

BOSTON,  MASSACHUSETTS 


I appreciate  the  implied  compliment  in  asking  a surgeon  to  discuss  with  you  the  therapy 
of  heart  disease.  For  some  two  thousand  years  the  physician  has  looked  upon  the  heart 
as  a sacred  domain  into  which  the  surgeon  was  forbidden  to  enter.  Indeed,  even  among 
the  fraternity  of  surgeons,  to  touch  the  heart  was  considered  almost  unethical  not  longer 
than  fifty  years  ago.8  Now  you  embarrass  me  with  the  grand  title,  “Surgery  in  the 
Management  of  Heart  Disease.”  I take  it  that  you  wish  me  to  discuss  only  those  dis- 
orders of  the  heart  that  are  chronic  and  with  which  you  have  special  dealings. 

Since,  however,  you  have  given  me  a title 
so  broad  that  its  latitude  would  bring  dis- 
comfiture even  to  a politician,  I must  recall 
to  you  that,  as  usual,  surgery  entered  the 
domain  of  cardiac  surgery  by  way  of  trau- 
ma. Injuries  to  the  heart  in  the  days  pre- 
ceding gunpowder  were  not  immediately  and 
always  fatal  and  though  we  think  of  our 
day  as  full  of  wars  and  bickerings  we  must 
move  much  more  violently  to  approach  even 
the  quarrelling  record  of  a century  and  more 
ago.  Thus  it  seemed  wise  in  that  time  to  de- 
vote much  study  to  wounds  of  the  heart. 

The  result  of  all  this  culminated  in  the 
knowledge  that  the  heart  could  be  treated 
surgically  much  as  were  other  organs.  Slow- 
ly the  treatment  of  wounds  of  the  heart  by 
surgical  methods  became  an  accepted  proce- 


*From  the  Surgical  Clinic  of  the  Peter  Bent  Brigham 
Hospital,  Boston.  Presented  before  the  Michigan  State  Med- 
ical Society,  Battle  Creek,  Michigan,  September  13,  1934. 

fDr.  Elliott  Carr  Cutler  is  a graduate  of  Harvard,  A.B.,  1909; 
M.D.,  1913.  Surg.  H.  O.,  Peter  Bent  Brigham  Hospital, 
Nov.  1,  1913-March  1,  1915;  Resident  Surgeon,  Harvard 
Unit,  American  Ambulance  Hospital,  Paris,  France,  1915; 
Resident  Surgeon,  M.  G.  H.,  1915-16;  Alumni  Assistant  in 
Surgery,  Harvard,  1915-16;  Voluntary  Assistant,  Rockefeller 
Institute,  New  York,  1916-17;  Major  M.  C.,  U.  S.  Army; 
D.S..M.,  1917-19;  Instructor  in  Surgery,  Harvard,  1921-24; 
Resident  Surgeon,  Peter  Bent  Brigham  Hospital,  Aug.  1, 
1919-Sept.  1,  1921;  Associate  in  Surgery,  ibid.,  Sept.  1,  1921- 
July  1,  1924;  Chairman,  Department  of  Surgery,  and  Direc- 
tor of  Laboratory  of  Surgical  Research,  Harvard,  1922-24; 
Profe.csor  of  Surgery.  Western  Reserve  University  Medical 
School,  and  Chief  Surgeon,  Lakeside  Hospital,  Cleveland, 
Ohio,  1924-1932;  Moseley  Professor  of  Surgery,  Harvard; 
Surgeon-in-chief,  Peter  Bent  Brigham  Hospital. 


dure.  Out  of  this  beginning  has  sprung  a 
variable  progeny,  not  all  of  whom  have 
reached  years  of  discretion.  Thus  I wish  to- 
day to  emphasize  chiefly  the  youngest  child ; 
that  is,  the  application  of  the  procedure  of 
total  removal  of  the  thyroid  gland  to  angina 
pectoris  and  congestive  failure.  Many  off- 
spring have  preceded  this  infant  and  most 
of  them  are  accepted  and  need  no  sponsors 
at  this  time  but  this  procedure  of  total  thy- 
roidectomy stands,  like  the  baby  before  the 
baptismal  font,  not,  as  the  old  Church  of 
England  says,  “conceived  in  sin”  but  still 
surrounded  by  that  murky  haze  of  indecision 
and  worry  which  envelops  the  unknown. 

You  all  accept  pericardiostomy  for  acute 
pericarditis  and  I hope  that  the  recent  ex- 
cellent articles  concerning  pericardiectomy2 
for  chronic  adherent  pericardium  and  the 
splendid  experimental  work  demonstrating 
its  efficacy  have  been  accepted  and  digested 
by  you  all. 

Not  long  ago  division  of  the  sympathetic 
nervous  supply  to  the  heart  was  proposed  as 
a method  for  treating  angina  pectoris.9  A 
great  experience  in  this  lies  behind  this,  not 
entirely  digested  to  be  sure  but  definite  at 
least  in  the  conclusion  that,  no  matter  how 
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complete  the  procedure,  or  whether  the  inter- 
ruption of  the  nervous  pathways  be  accom- 
plished by  surgery  or  by  alcohol  injection  of 
the  nerves,  the  relief  of  pain  is  variable  and 
not  complete.  Surgery  is  perhaps  a more 
certain  therapeutic  measure  than  alcohol  in- 
jection and  less  apt  to  leave  undesirable 
sequelae,  but  it  can  be  stated  that  the  attack 
upon  the  sympathetic  nervous  system  for 
this  dilemma  is  still  an  unsatisfactory 
method  of  treatment.  The  great  enthusiasm 
which  surrounded  this  method  from  its  com- 
mencement has  resulted  in  an  enormous  in- 
crease in  our  knowledge  of  the  function  of 
the  sympathetic  nervous  system,  and,  since  it 
came  at  a time  when  other  disorders  of  the 
vascular  system  were  also  being  treated  by 
an  attack  upon  this  same  system,  we  have 
added  considerably  to  our  scientific  knowl- 
edge. For  this  we,  as  practitioners  of  the 
art,  should  he  very  grateful,  and  also  proud 
of  the  share  won  by  clinicians. 

Another  recent  example  of  the  application 
of  surgery  to  disorders  of  the  heart  is  seen 
in  the  attempt  to  treat  stenosis  of  the  mitral 
valve  by  enlarging  it  through  surgical  meth- 
ods.10 The  great  amount  of  experimental 
work  which  preceded  the  first  attempt  on  a 
human  being  revealed  the  feasibility  of  the 
procedure  and  established  the  technical 
method.  The  operation  consisted  of  the  in- 
sertion through  the  cardiac  muscle  of  an 
instrument  which  was  used  to  notch,  stretch 
or  enlarge  the  stenosed  valve  by  removing  a 
segment  of  it.  The  operation  is  one  of  con- 
siderable magnitude  and  to  date  has  not 
proven  either  safe  or  valuable  enough  to 
justify  further  discussion. 

This,  brings  us  to  the  matter  we  desire 
to  present ; that  is,  total  thyroidectomy  in 
the  treatment  of  angina  pectoris  and  con- 
gestive failure.  The  origins  of  this  proce- 
dure are  found  in  both  laboratory  investiga- 
tions and  bedside  observations.  The  investi- 
gations of  Blumgart5  into  the  factors  deter- 
mining the  rate  of  blood  flow  have  shown 
that  the  circulatory  rate  roughly  parallels 
the  metabolic  demands.  Thus  when  the  basal 
metabolic  rate  is  elevated,  as  in  Graves’  dis- 
ease, the  rate  of  blood  flow  is  accelerated 
and  when  the  basal  metabolic  rate  is  lowered, 
as  in  myxedema,  the  rate  of  blood  flow  is 
slowed.  It  occurred  to  him  and  his  collabora- 
tor, Levine,6  that  if  the  decompensation 
could  not  he  relieved  by  rest  and  drug  ther- 
apy, perhaps  the  lowering  of  the  basal  met- 


abolic rate  by  thyroidectomy  might  create 
a condition  where  the  demands  upon  the  cir- 
culation would  be  lessened  and  that  by  thus 
diminishing  the  demand  to  a fixed  and  low- 
ered supply  equilibrium  might  be  established 
and  compensation  occur. 

Meanwhile  our  clinical  experience  had 
shown  us  the  close  relation  between  cardiac 
action  and  thyroid  activity.  This  first  re- 
sulted in  the  recognition  of  the  so-called 
“thyro-cardiac”  group ; that  is,  patients  with 
cardiac  decompensation  in  whom  the  cardiac 
injury  is  due  to  repeated  bouts  of  thyroid 
intoxication.  As  a rule,  such  patients  suffer 
from  the  milder  form  of  thyroid  intoxica- 
tion that  occurs  with  toxic  adenomata  rather 
than  from  repeated  bouts  of  Graves’  disease. 
The  explanation  for  this  lies  in  the  fact  that 
with  the  adenomatous  gland  the  intoxication 
is  so  slight  that  it  is  not  easily  recognized 
and  thus  the  injury  to  the  heart  is  continued 
over  a long  period  of  time.  The  fact  that 
auricular  fibrillation  is  common  with  this 
form  of  heart  failure  is  in  keeping  with  the 
scientific  information  that  the  active  prin- 
ciple of  the  thyroid  gland  is  more  effective 
than  other  substances  in  bringing  about  this 
condition.  It  is  also  of  interest,  and  of  great 
importance  to  our  patients,  that  this  injury 
is  not  permanent  and  that  the  fibrillation  dis- 
appears with  removal  of  the  intoxication 
through  the  operation  of  thyroidectomy.  In 
this  group  are  found  some  of  the  most  satis- 
factory therapeutic  results  in  all  medicine, 
for  patients  who  have  been  bedridden  with 
all  the  signs  and  symptoms  of  advanced  car- 
diac failure  have  been  restored  to  an  active 
and  almost  normal  life  following  removal  of 
the  thyroid  gland. 

But  many  other  clinical  observations  have 
indicated  this  close  relation  between  the 
heart  and  the  thyroid  gland,  a matter  which 
was  first  fully  discussed  by  Francois  Franck 
as  early  as  1899. 13  Certain  of  the  tachy- 
cardias and  arrhythmias  have  been  benefited 
by  thyroidectomy  and  your  own  brilliant 
cardiologist,  Frank  Wilson,1  has  pointed  out 
that  toxic  thyroid  conditions  may  be  recog- 
nized by  a study  of  cardiac  manifestations 
long  before  there  is  a demonstrable  elevation 
of  the  basal  metabolic  rate.  This  latter  find- 
ing is  of  the  greatest  interest,  for,  as  we  will 
see  later,  it  is  this  recent  tendency  to  view 
those  thyroid  functions  relating  to  the  basal 
metabolic  rate  and  the  circulatory  manifesta- 
tions of  thyrotoxicosis  as  two  entities,  which 
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may  respond  to  proper  stimulation  either 
singly  or  in  unison,  that  may  explain  the 
benefit  which  accrues  to-  patients  with  heart 
disease  following  thyroidectomy. 

Thus,  we  can  see  not  only  that  surgery  is 
taking  part  in  the  treatment  of  disorders  of 
the  heart  but  that  the  recent  acquisition  of 
knowledge  concerning  the  thyroid  gland  has 
led  to  a justifiable  attempt  to  apply  this 
knowledge  to  heart  disease. 

Subtotal  thyroidectomy  for  cardiac  fail- 
ure was  first  practiced  in  1932  and  reported 
by  Blumgart,  Levine  and  Berlin.6  Improve- 
ment followed  the  procedure  but  their  stud- 
ies reported  that  within  a short  period  of 
time,  doubtless  as  the  remaining  fragment 
of  the  gland  regenerated,  the  previous  con- 
dition recurred.  However,  the  immediate  re- 
sults were  SO1  encouraging  that  they  justified 
the  proposal  that  total  thyroidectomy  be  car- 
ried out.  This  procedure  has  been  utilized 
for  two  years3-4-7, », i4, i6  anc[  seems  appro- 
priate to  summarize  and  study  its  accom- 
plishments. Our  own  experience  covers 
sixty-one  cases;  twenty-three  submitted  to 


the  operation  for  congestive  failure  and 
thirty-one  for  angina  pectoris.  The  other 
cases  were  submitted  to  this  operation  for 
conditions  not  to  be  discussed  at  this  time. 

Chart  I represents  the  total  cases  plotted 
against  the  time-interval  given  for  study. 
One  case  has  been  under  observation  for  as 
long  as  nineteen  months.  It  is  of  great  im- 
portance to  consider  this  interval,  since  the 
deliberate  attempt  to  create  myxedema  leaves 
one  open  to  the  criticism  that  an  unsupport- 
able  condition  may  be  created  in  our  pa- 
tients. We  have  found  that  this  fear  can 
be  dissipated,  for  with  thyroid  therapy  (usu- 
ally one-quarter  grain  tablet  of  Armour’s 
extract  daily  is  sufficient)  patients  can  be 
maintained  in  an  apparently  normal  condi- 
tion, at  least  as  long  as  our  observation  has 
been  carried  out. 

Chart  II  represents  the  immediate  sur- 
gical mortality  and  morbidity.  Attention 
should  first  be  called  to  the  fact  that  this 
being  a new  undertaking  we  are  presented 
only  with  the  most  formidable  type  of  case. 
Physicians  are  naturally  reluctant  to  essay 
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new  types  of  therapy,  particularly  when  it 
involves  taking  any  risk.  Thus,  in  spite  of 
the  scientific  background  already  presented, 
at  least  the  first  cases  submitted  to  total  thy- 
roidectomy, both  in  the  group  of  cardiac  de- 
compensation and  angina  pectoris,  were  pa- 
tients in  whom  life  expectancy  was  extreme- 
ly short.  Those  people  with  cardiac  decom- 
pensation were  practically  derelicts.  One  of 
the  patients  had  been  hospitalized  six  times 
in  the  previous  two  years  and  had  been  an 
inhabitant  of  hospitals  with  marked  mitral 
stenosis  for  some  six  to  eight  years.  This 
patient  was  bedridden  with  fluid  in  the  ab- 
domen and  chest  as  well  as  with  marked 
edema  of  the  legs,  orthopneic,  dyspneic  and 
with  a tremendously  reduced  vital  capacity. 
One  of  the  cases  of  hypertensive  myocardiac 
disease  was  practically  in  extremis,  being 
brought  to  the  hospital  in  coma  and  with 
a blood  pressure  over  200,  hemorrhages  in 
both  retinas,  fluid  in  the  abdomen  and  with 
complete  decompensation.  In  the  field  of 
angina  pectoris,  the  patients  were  equally 
serious  risks.  The  first  few  cases  had  had 
bouts  of  mild  coronary  closure,  were  suffer- 
ing from  daily  severe  attacks  of  angina  and 
the  anginal  attacks  occurred  when  the  pa- 
tient was  at  rest.  One  of  these  patients  re- 
fused to  get  up  in  a chair  for  examination, 
for  she  said  that  she  had  had  the  disease 
for  six  years  and  that  the  slightest  exertion 
brought  on  excruciating  attacks  which 
caused  her  the  greatest  anxiety. 


CHART  II. TOTAL  THYROIDECTOMY 

Surgical  Mortality  and  Morbidity  Statistics 


Total  Number  of  Cases..... 

54 

Cardiac  Decompensation 

Valvular  Disease  

—15) 

23 

Myocardial  Disease  

...  8f 

Deaths 

Immediate  Postoperative  

...  2 ( 8.7%)) 

8 

Late  Unrelated  to  Operation 

...  6(26.1%)  i 

Angina  Pectoris  

.31 

Deaths 

Immediate  Postoperative  

...  2(  6.5%)) 

7 

Late  LInrelated  to  Operation... 

...  5(16.1%)  { 

Complications 

Parathyroid  Tetanv  

...  5(  9.3%)) 

Q 

Recurrent  Laryngeal  Nerve  Injury  4(  7.4%)  j 

In  view  of  the  type  of  case  selected,  the 
mortality  statistics  are  not  alarming.  Had 
I not  the  greatest  confidence  in  my  medical 
colleagues,  and  had  I not  also  behind  me 
the  experience  of  attempting  to  treat  almost 
equally  incapacitated  people  by  the  far  more 
serious  surgical  procedure  of  mitral  val- 
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vulotomy,  I never  would  have  accepted  for 
operation  most  of  the  patients  now  pre- 
sented. 

The  immediate  postoperative  mortality  in 
the  cardiac  decompensation  group  of  8.7  per 
cent  and  in  the  angina  pectoris  group  of 
6.5  per  cent  is  surprisingly  satisfactory  in 
view  of  the  type  of  patient.  And  the  clinical 
benefit  to  the  survivors  was  so  great  as  to 
justify  entirely  the  procedure.  In  the  group 
of  cardiac  decompensation  cases  there  were 
no  particular  complications,  the  operations 
were  satisfactorily  performed  under  local 
anesthesia  without  apparently  burdening  the 
patient  unduly.  In  the  angina  pectoris  group 
we  were  confronted  with  an  even  less  diffi- 
cult task  and  the  only  complications  which 
confronted  us  from  the  surgical  point  of 
view  were  the  simple  mechanical  factors  of 
parathyroid  tetany  from  removing  all  of  the 
parathyroid  glands  or  injury  to  the  recurrent 
laryngeal  nerves.  Parathyroid  tetany  itself 
occurred  in  almost  10  per  cent  of  the  cases 
but  was  never  a very  serious  complication 
since  in  all  cases  we  were  able  to  control  the 
mild  signs  of  hypersensitivity  by  the  utili- 
zation of  five  drops  of  viosterol  once  or 
twice  daily  and  four  to  six  grams  of  calcium 
lactate  daily.  The  lowest  blood  calcium 
readings  were  6.6  mgm.  per  cent  and  6.8 
mgm.  per  cent  in  two  patients,  these  read- 
ings being  made  on  the  thirtieth  and  fif- 
teenth day  postoperative,  but  mild  signs  of 
tetany  were  noticed  in  one  case  as  early  as 
the  fourth  postoperative  day  and  in  another 
case  no  signs  were  noticed  until  the  patient 
was  in  myxedema  thirty  days  following  op- 
eration. When  the  mild  tetany  was  con- 
trolled by  the  above  medication,  the  exhibi- 
tion of  thyroid  extract  which  these  patients 
were  given  to  counteract  myxedema  usually 
produced  a further  fall  in  the  circulating 
blood  calcium  though  without  the  patient’s 
manifesting  signs  of  tetany. 

Injury  to  the  recurrent  laryngeal  nerves 
occurred  four  times;  a single  side  being  in- 
volved in  each  case  and  all  but  one  of  these 
unfortunate  happenings  coming  early  in  our 
surgical  experience.  This,  of  course,  relates 
to  the  technical  performance  of  total  thy- 
roidectomy and  though  the  operation  is  not 
at  all  formidable  it  must  be  carried  out  pre- 
cisely and  carefully.  We  elect  the  use  of 
novocaine  in  order  that  our  patients  may 
talk  to  us  during  that  part  of  the  procedure 
when  the  recurrent  nerves  are  being  iso- 
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lated,  for  it  is  certain  that  only  by  complete 
exposure  of  these  nerves  before  removal  of 
the  gland  and  the  separation  of  the  nerve 
from  the  posterior  capsule  can  this  accident 
be  avoided. 

We  have  tabulated  also  the  patients  who 
have  died  at  some  time  following  their  dis- 
charge from  the  hospital  from  causes  not 
related  to  the  operation,  since  it  is  wise  to 
have  a figure  for  the  expected  longevity  of 
people  of  this  type.  Not,  however,  until  a 
period  of  observation  has  been  carried  on 
for  five  years  can  one  say  whether  or  not 
cases  with  total  thyroidectomy  live,  on  the 
whole,  longer  than  similarly  affected  people 
without  the  procedure.  Insofar  as  one  can 
judge  now,  the  operation  in  no  way  con- 
tributed to  the  later  deaths, 

CHART  III. TOTAL  THYROIDECTOMY 

Clinical  Results  in  34  Patients  Who  Have  Lived 
More  Than  3 Months  Since  Operation 

Group  II  Cardiac  Decompensation  (10  Valvular 


Disease,  2 Myocardial) 

Excellent  5 

Good  4 

Fair  3 

Total  12 

Group  II  Angina  Pectoris 

Excellent  12 

Good  4 

Fair  6 

Total  — - 22 


Excellent — restored  to  active  life  without  complaints 
Good— greatly  improved  but  inactive  (decompensa- 
tion cases)  or  occasional  pain  (angina  cases) 
Fair — improved  but  still  incapacitated 

Chart  III  represents  an  appraisal  of  the 
results  we  have  achieved  thus  far.  We  have 
tabulated  only  those  patients  who'  have 
lived  more  than  three  months  since  the  op- 
eration though  our  experience  would  tend 
to  show  that  patients  who  show  improve- 
ment at  one  month  are  almost  certain  to 
show  the  same  or  more  improvement  at 
three  months.  Our  experience  has  demon- 
strated that  it  takes  from  eight  to  ten  weeks 
for  the  patient  to  enter  myxedema  and 
achieve  a basal  metabolic  rate  of  around 
— 20.  At  this  point  the  basal  metabolic  de- 
mands of  the  body  being  lowered,  the  de- 
mands upon  the  circulation  are  decreased 
and  those  patients  in  the  cardiac  decompen- 
sation group  gradually  come  into  compensa- 
tion, the  improvement  in  some  cases  being 
remarkable.  Several  patients,  previously 
bedridden  and  not  benefited  by  a long  period 
of  rest  and  digitalis  therapy,  have  follow- 


ing thyroidectomy  returned  to  a moderately 
active  life.  Edema,  cyanosis  and  dyspnea 
disappear,  the  vital  capacity  rises,  and  the 
patient’s  outlook  is  entirely  changed  as  com- 
pensation is  achieved.  In  the  group  of  car- 
diac decompensation  nine  of  the  twelve 
cases  showed  very  definite  improvement  and 
as  these  are  all  cases  in  which  rest  and  drug 
therapy  had  achieved  almost  no  relief  the 
increment  of  improvement  is  remarkable. 
In  the  angina  pectoris  group,  sixteen  of  the 
twenty-two  cases  gave  us  satisfactory  re- 
sults, and  again  let  me  remind  you  that  these 
were  practically  all  cases  of  angina  decubi- 
tus, taking  large  amounts  of  nitroglycer- 
ine daily.  Certainly  in  the  field  of  sympa- 
thectomy for  angina  pectoris  no  such  spec- 
tacular improvement  has  resulted. 

Discussion.  There  is  no  opportunity  to 
report  here  all  of  the  elaborate  chemical  and 
clinical  studies  that  have  been  carried  out. 
You  will  have  noted  that  in  the  congestive 
failure  group  I have  spoken  of  the  improve- 
ment of  the  vital  capacity  as  compensation 
was  achieved.  One  of  the  most  marked  con- 
comitants of  the  operation  is,  of  course,  a 
heightening  of  the  cholesterol  curve  as  myx- 
edema is  entered  and  our  studies  of  the  cho- 
lesterol content  in  the  blood  stream  have 
given  us  great  faith  in  the  level  of  this  sub- 
stance in  the  blood  stream  as  indication  of 
thyroid  activity.  In  fact,  when  it  has  con- 
tradicted basal  metabolic  rates,  a second  ba- 
sal metabolic  determination  has  usually  fall- 
en into  line  with  the  cholesterol  level  so  that 
we  have  utilized  this  test  as  an  indication  of 
whether  or  not  our  patients  are  really  in 
myxedema.  In  the  congestive  failure  group, 
it  has  been  necessary  to  allow  practically  all 
patients  to  enter  myxedema  before  improve- 
ment occurs.  We  have  then  gradually  fed 
them  thyroid  extract  to  the  highest  point  at 
which  they  can  hold  their  improvement. 
The  feeding  of  thyroid  extract  in  surgical 
myxedema  is  different  from  feeding  thyroid 
to  the  spontaneous  form  of  myxedema,  for 
it  seems  to  require  far  less  thyroid  extract.11 
One-half  grain  of  thyroid  extract  daily 
(Armour’s)  seems  sufficient  to  start  any  pa- 
tient’s basal  metabolic  rate  on  an  upward 
curve.  Once  a level  has  been  achieved  we 
have  been  able  to  hold  that  level  by  giving 
the  patient  one-quarter  grain  of  thyroid  ex- 
tract (Armour’s)  daily.  In  the  angina  pec- 
toris group,  a different  situation  has  oc- 
curred. In  the  first  place,  the  patients  ex- 
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perience  an  almost  immediate  relief  and  this 
relief  occurs  long  before  the  basal  metabolic 
rate  falls  so  that  a lessening  of  the  work 
phenomenon  cannot  be  the  correct  explana- 
tion. Moreover,  equally  early  comes  a shift 
in  the  response  to  injected  adrenalin.  Expe- 
rience with  the  utilization  of  adrenalin  sub- 
cutaneously as  a test  for  angina  before  and 
after  operation  led  us  to  the  interesting  ob- 
servation that  a dose  of  adrenalin  which 
would  provoke  anginal  pain  preceding  thy- 
roidectomy would  not  provoke  that  pain 
immediately  following  operation.12  This 
strongly  suggested  that  we  were  dealing 
with  something  different  from  an  effect  pro- 
duced by  a fall  in  the  basal  metabolic  de- 
mand. The  matter  was  then  taken  to  the 
laboratory  and  Dr.  Philip  Shambaugh  re- 
peated the  experimental  set-up  of  Sutton  and 
Lueth,  placing  ligatures  around  the  coronary 
artery  of  an  animal,  allowing  the  animal  to 
recover,  and  then  studying  the  pain  response 
by  tightening  the  ligatures  and  thus  imped- 
ing coronary  flow.  He  then  modified  this 
experiment  to-  study  the  effect  of  adrenalin. 
The  ligatures  were  led  over  pulleys  and  so 
arranged  that  they  could  be  weighted.  At 
this  point  a vasopressor  dose  of  adrenalin 
was  injected  without  causing  any  disturb- 
ance to  the  animal.  If,  however,  the  ligature 
was  weighted  with  100  gm.,  creating  partial 
coronary  obstruction,  then  the  same  dose  of 
adrenalin  called  forth  definite  painful  re- 
sponse. These  experiments  have  already 
been  published17  and  our  deductions  from 
our  clinical  studies  and  this  experimental 
work  are  that  thyroidectomy  seems  to  re- 
duce the  sensitivity  of  the  cardiac  apparatus. 
Previous  work15  has  already  shown  that 
thyroidectomy  does  not  modify  the  actual 
output  of  adrenalin  itself.  In  line  with  these 
observations  are  our  clinical  findings  in  the 
group  of  patients  with  angina  pectoris.  A 
lowered  metabolic  rate  is  apparently  not  al- 
ways a necessary  matter  and  only  rarely  do 
we  have  to  maintain  patients  in  this  group 
at  a level  producing  the  clinical  signs  of 
myxedema.  In  fact,  some  of  them  have  been 
kept  at  a practically  normal  basal  metabolic 
rate  following  operation  and  yet  have  shown 
marked  improvement  in  their  symptoma- 
tology. 

This  short  summary  of  the  achievements 
of  surgery  in  relation  to  heart  disease  should 
be  of  interest  to  medical  men  for  it  points 
out  that  the  limitations  of  cardiac  disease  to 


medical  therapy  alone,  in  the  light  of  mod- 
ern knowledge,  is  neither  proper  nor  wise. 
It  is  the  hope  that  some  of  these  data  pre- 
sented today  may  prove  of  interest  to  you 
and  of  possible  value  to  your  patients. 
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PERRIN  H.  LONG,  M.D.f 

BALTIMORE,  MARYLAND 

The  common  cold  is  one  of  the  most  prevalent  of  human  diseases  and,  while  it  is  not 
directly  responsible  for  a large  number  of  deaths,  it  is  frequently  the  precursor  of  serious 
or  fatal  ailments.  The  discomfort  attendant  upon  colds  is  in  itself  of  sufficient  impor- 
tance in  relation  to  the  general  well-being  of  mankind  to  warrant  any  steps  being  taken 
which  might  aid  in  the  relief  or  prevention  of  this  universal  malady.  It  is  probable  that 
colds  have  been  the  heritage  of  civilized  man  through  the  ages  but,  strangely  enough, 
very  little  attention  was  paid  to  this  distressing  disease  until  the  beginning  of  the  present 
century.  This  neglect  was  apparently  due  


to  the  belief  that  colds  were  necessary  evils 
and  that  little  could  be  done  about  them. 
The  rise  of  industry  as  a means  of  liveli- 
hood for  the  mass  of  individuals  has  un- 
doubtedly focused  attention  upon  upper  re- 
spiratory tract  infection,  because,  with  in- 
creased industrialization,  colds  occurred 
more  frequently  due  to  the  intimate  contact 
of  the  workers  and  absences,  due  to  upper 
respiratory  tract  infection,  became  a serious 
economic  problem  in  industry. 

If  the  ofttimes  curious  and  strange  theo- 
ries held  generally  by  individuals  are  put 
aside  it  is  found  that  there  are  three  main 
beliefs  regarding  the  cause  of  colds.  The 
first  and  oldest  of  these  beliefs,  that  colds 
are  due  to  exposure  to  cold  or  chilling,  was 
accepted  by  scientific  as  well  as  lay  opinion 
until  the  dawn  of  the  bacteriological  era  and 
even  today  has  many  adherents.  Everyone 
still  “catches  cold.’’  In  1786,  Thomas 
Hayes23  wrote  that  “A  cold  arises  from  the 
effect  of  cold  or  moist  air,  applied  to  the 
surface  of  the  body  and  lungs,  from  going 
too  thinly  clad,  or  exposing  the  body  to  cold 
air,  after  having  been  heated  bv  exercise, 
or  when  the  pores  are  open  from  drinking 
warm  liquors.”  Although  deductive  reason- 
ing gave  ample  support  to  this  belief,  no 
direct  experimental  evidence  of  the  effect 
of  chilling  was  available  until  1913  when  it 
was  demonstrated54  that  the  cooling  of  dis- 
tant members  of  the  body  resulted  in  reflex 
changes  in  the  nasal  mucosa.  A few  years 
later  Schade47  showed  that  reflex  vasomotor 
changes  leading  either  to  anemia,  hyperemia 
or  directly  to  irritative  changes  may  occur 
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in  the  nasal  mucosa  as  the  effect  of  the  ap- 
plication of  cold  to  various  body  tissues.  As 
far  as  the  nasal  mucosa  was  concerned  a 
true  cold  catarrh  accompanied  by  rawness 
and  secretion  might  occur  during  or  imme- 
diately after  the  cold  trauma.  Such  dis- 
turbances were  not  accompanied  by  fever 
and  disappeared  within  a day  or  two. 

These  observations  were  shortly  followed 
by  those  of  Muclcl  and  his  associates,40’ 41 
who  found  that  chilling  “causes  reflex  vaso- 
constriction and  ischemia  in  the  mucous 
membranes  of  the  palate,  faucial  tonsils, 
oropharynx,  and  nasopharynx.  ...  In  four 
instances,  exposure  was  followed  by  a cold 
or  sore  throat.”  It  did  not  seem  improbable 
to  these  observers  “that  the  ischemia  of  the 
mucous  membranes  resulting  from  cuta- 
neous chilling  might  so  disturb  the  equilib- 
rium between  the  host  and  the  bacteria  in 
the  tonsillar  crypts  and  folds  of  the  pharyn- 
geal mucosa  as  to  excite  infection.”  Green- 
burg22  confirmed  the  observations  of  Mudd 
and  his  co-workers  in  regard  to  the  effects 
of  chilling  on  the  nasal  mucosa,  and  in  1932 
Winslow  and  Greenburg58  reported  that 
there  was  nothing  to  indicate  that  localized, 
as  opposed  to  general,  draughts  had  any 
special  influence  on  respiratory  infection. 
They  conclude  by  saying:  “So  far  as  the 
work  here  reported  may  be  significant,  how- 
ever, it  does  not  confirm  the  general  belief 
that  chilling  of  the  feet  is  especially  harm- 
ful.” 

There  are  many  other  observers  who  are 
skeptical  of  the  role  played  by  chilling  in 
the  production  of  colds.  Leonard  Hill26 
has  long  inveighed  against  the  possible  ef- 
fects of  cold  and  holds  that  there  is  litue 
proof  that  exposure  to  chill  and  draughts 
causes  colds  in  healthy  persons  not  exposed 
to  infection.  He  believes  that  the  “cause  is 
not  to  be  sought  in  meteorological  condi- 
tions, but  rather  in  crowding  in  overheated 
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and  stuffy  rooms,  in  ill-feeding  and  in  ‘cod- 
dling.’ The  high  incidence  of  illnesses 
spread  by  droplet  infection  in  crowded 
dormitories”  is  cited  by  Hill  as  evidence  in 
favor  of  his  contention.  Observations,  de- 
signed to  test  the  effect  of  chilling  under 
natural  conditions,  such  as  those  of  Smillie52 
in  Boston  have  failed  to  produce  upper  re- 
spiratory tract  infection.  In  this  instance  a 
group  of  individuals  were  greatly  over- 
heated in  a small  room  and  then,  scantily 
clad,  were  exposed  to  the  rigors  of  mid- 
winter until  they  were  “chilled  to  the  bone.’ 
No  colds  resulted. 

The  second  belief  regarding  the  cause  of 
colds  is  that  certain  of  the  known  micro- 
organisms commonly  resident  in  the  throat 
may,  when  the  predisposing  factors  are 
operative,  set  up  the  infective  process 
known  as  a cold.  Soon  after  the  investiga- 
tions of  Pasteur  revealed  the  importance  of 
bacteria  in  disease,  Hitter27  described  a mi- 
crococcus which  he  believed  to  be  of  causal 
importance  in  colds.  Following  this  obser- 
vation numerous  reports  have  appeared  in 
which  roles  of  etiological  significance  have 
been  assigned  to  practically  all  of  the  micro- 
organisms that  have  been  described  as  resi- 
dents of  the  rhinopharynx.  Thus  we  find 
the  streptococci,  pneumococci,  micrococci, 
staphylococci,  influenza  bacilli,  diphtheroids, 
and  many  other  organisms  being  described 
as  the  causal  agents  of  colds.  A further 
complicating  factor  was  introduced  in  1921 
as  the  result  of  the  observations  of  Olitsky 
and  Gates42  that  a hitherto  unrecognized 
filter-passing  anaerobic  flora  existed  in  the 
rhinopharynx,  thus  offering  new  possibili- 
ties in  the  search  for  the  etiological  agent  in 
colds. 

There  were,  however,  certain  objections 
to  ascribing  causal  significance  to  any  one  or 
a combination  of  these  organisms.  In  the 
first  place,  there  was  no  convincing  evidence 
that  any  of  these  organisms  were  universally 
associated  with  colds  and  as  Bloomfield2 
pointed  out  in  1921  “cultural  studies  . . . 
fail  to  show  in  uncomplicated  cases  any 
variation  in  the  flora  which  would  enable 
one  to  select  any  organisms  or  group  of  or- 
ganisms as  the  cause  of  colds.”  This  inter- 
pretation of  the  observed  facts  was  later 
concurred  in  by  Dochez  and  his  associates49 
and  by  ourselves.36  It  has  also  been  shown 
by  Mills,  Shibley  and  Dochez39  and  by  our- 
selves33 that  there  is  little  evidence  that  the 


filter-passing  anaerobes  play  a causal  role  in 
the  production  of  colds. 

This  failure  to  produce  satisfactory  evi- 
dence of  the  etiological  role  of  a bacterial 
agent  in  colds  has  led  investigators  to  search 
for  a filtrable  agent  in  upper  respiratory 
tract  infection.  In  1914  Kruse30  reported 
that  he  had  produced  colds  in  human  volun- 
teers by  intranasal  inoculations  with  Berke- 
felcl  filtrates  of  the  nasal  secretions  from  in- 
dividuals ill  with  natural  colds.  The  nasal 
secretions  were  diluted  in  fifteen  volumes 
of  physiological  salt  solution  and  filtered 
through  a small  Berkefeld  candle.  A few 
drops  of  this  filtrate  were  instilled  into  the 
nostrils  of  twelve  Arolunteers.  After  an  in- 
cubation period  of  from  one  to  three  days, 
four  of  the  twelve  developed  colds.  Later 
in  the  same  year  the  experiment  was  re- 
peated and  of  the  thirty-six  persons  who 
were  inoculated,  fifteen  developed  colds  with 
an  incubation  period  varying  from  one  to 
four  days.  In  both  instances  it  was  not 
possible  to  demonstrate  bacteria  in  the  fil- 
trates by  means  of  aerobic  or  anaerobic  cul- 
ture methods.  These  results  led  Kruse  to 
conclude  that  the  infectious  agent  of  colds 
was  a filtrable  virus  and  to  this  virus  he  gave 
the  name — Aphanozoum  coryzae. 

A short  time  after  Kruse’s  note  appeared, 
Foster13  in  a careful  study  confirmed  and 
extended  Kruse’s  observation.  Foster  ob- 
tained the  nasal  secretions  from  early  acute 
colds  and  after  diluting  and  shaking  them 
in  salt  solution,  the  mixture  was  filtered 
through  a tested  Berkefeld  N candle.  Seven 
of  the  ten  healthy  young  men  inoculated  in- 
tranasallv  with  a few  drops  of  the  filtrate 
developed  typical  colds  within  forty-eight 
hours.  Human  blood-agar  plates  prepared 
from  the  filtrates  and  incubated  at  37°  C., 
under  both  aerobic  and  anaerobic  conditions, 
remained  sterile  at  the  end  of  seven  days. 
However,  in  anaerobic  cultures  prepared  ac- 
cording to  the  Smith-Noguchi  technic,  min- 
ute  spherical  bodies  were  observed  which 
were  considered  to  be  organisms  and  which 
in  the  first  subculture  generation  proved  in- 
fective, producing  colds  in  ten  out  of  eleven 
inoculated  volunteers.  In  conclusion,  Foster 
stated  that  he  believed  that  the  infectious 
agent  of  the  common  cold  was  a filtrable 
virus  and  that  by  utilizing  a specialized  cul- 
ture medium,  he  was  able  to  cultivate,  from 
filtrates  containing  active  virus,  a peculiar 
minute  filter-passing  microorganism  which 
had  a direct  causal  relation  to  colds. 
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In  1917  Dolcl10  reported  that  he  had  been 
able  to  transmit  an  upper  respiratory  infec- 
tion to  human  volunteers  by  means  of  a 
bacteria-free  Berkefeld  filtrate  of  the  nasal 
secretions  obtained  from  an  individual  ill 
with  a natural  “cold.”  The  nasal  secretions 
were  diluted  in  fifteen  volumes  of  physio- 
logical saline  and  then  filtered  through  a 
Berkefeld  candle  under  negative  pressure. 
In  the  first  group  of  experiments  seventeen 
volunteers  were  inoculated  with  the  Berke- 
feld filtrate.  Fifteen  students  who  worked, 
ate  and  slept  in  the  same  rooms  with  the 
volunteers  served  as  controls.  Seven  of  the 
inoculated  volunteers  (41  per  cent)  devel- 
oped typical  “colds”  within  seventy-two 
hours.  None  of  the  controls  developed  the 
affection  during  the  period  of  observation. 
In  a second  experiment  forty  patients  on  the 
surgical  wards  were  inoculated  with  a 
Berkefeld  filtrate  of  the  diluted  nasal  secre- 
tions from  an  individual  ill  with  a “cold.” 
The  results  were  essentially  negative  as  only 
one  developed  an  upper  respiratory  infec- 
tion. The  filtrates  were  cultured  in  serum 
agar,  ascitic  agar  and  in  ascitic  broth  under 
both  aerobic  and  anaerobic  conditions.  Spe- 
cial cultures  were  made  in  a modified  Smith- 
Noguchi  medium  in  which  ascitic  broth  re- 
placed the  usual  ascitic  fluid.  The  cultural 
results  were  negative  in  all  instances.  Di- 
luted material  from  a 48-hour  Smith-No- 
guchi  culture  of  the  filtrate  of  nasal  secre- 
tions obtained  from  a volunteer  in  the  first 
group  who  developed  a “cold”  subsequent  to 
inoculation,  was  used  in  the  third  experi- 
ment. Two  of  these  volunteers  inoculated 
with  this  material  developed  mild  upper  re- 
spiratory symptoms  which  endured  four  or 
five  days.  The  culture  from  which  this 
material  was  obtained  was  considered  to  be 
free  of  bacteria.  In  this  paper  experimental 
observations  are  also  reported  to  the  effect 
that  irritating  substances  (insect  powder) 
can,  when  inhaled,  produce  the  symptoms 
and  signs  of  an  acute  infectious  “cold.” 
During  the  influenza  epidemics  of  1919 
and  1920,  Schmidt48  inoculated  one  hundred 
and  ninety-six  persons  with  Berkefeld  fil- 
trates of  nasal  secretions  from  colds  and 
eightv-four  individuals  with  Berkefeld  fil- 
trates of  the  respiratory  tract  secretions 
from  individuals  ill  with  “grippe.”  In  the 
first  group,  twenty-one  developed  colds  and 
three  developed  grippe ; while  in  the  second 
group,  five  developed  grippe  and  four  colds. 
Of  forty-three  controls  who  had  been  inocu- 


lated with  sterile  physiological  salt  solutions 
eight  developed  colds.  No  information  is 
given  in  this  report  as  to  the  exact  size  of 
the  Berkefeld  filter  or  to  the  period  in  the 
disease  when  the  secretions  were  collected. 
Schmidt,  in  concluding  his  report,  expresses 
the  belief  that  more  human  beings  must  be 
inoculated  before  the  true  nature  of  the  in- 
fectious agent  is  determined. 

Shortly  after  this  communication  ap- 
peared, Williams,  Nevens  and  Gurley57  re- 
ported that  they  had  been  unable  to  infect 
forty-five  volunteers  with  Berkefeld  N fil- 
trates of  the  nasopharyngeal  washings  from 
seven  early  “cold”  cases  and  three  typical 
influenza  cases. 

During  investigations  concerning  the  eti- 
ology of  influenza,  Olitsky  and  McCartney4* 
studied  the  filtered  nasopharyngeal  secre- 
tions of  numerous  individuals  ill  with 
“colds.”  They  were  unable  to  produce  any 
characteristic  lesions  in  rabbits,  by  intra- 
tracheal inoculation  with  Berkefeld  V or  N 
filtrates  of  the  nasopharyngeal  washings 
from  these  subjects.  However,  they  were 
able  to  cultivate  several  groups  of  minute 
anaerobic  Gram-negative  organisms  from 
some  of  these  filtrates.  In  their  opinion, 
none  of  these  minute  organisms  was  con- 
stant enough  to  he  considered  the  incitant  of 
the  affection.  By  using  as  the  inoculum,  fil- 
tered nasopharyngeal  secretions  from  early 
cases  of  typical  infections,  they  were  able  to 
transmit  singly  and  in  series  upper  respira- 
tory infections  to  human  volunteers,  thus 
demonstrating  that  the  incitant  was  a filtra- 
ble  agent. 

Robertson  and  Groves46  collected  the 
nasal  secretions  of  persons  ill  with  uncom- 
plicated coryza  from  six  to  144  hours  after 
the  onset  of  the  infection.  After  diluting 
these  secretions  with  sterile  salt  solution,  the 
mixtures  were  filtered  through  Berkefeld 
candles.  The  filtrates  were  cultured  upon 
aerobic  and  in  anaerobic  media  and  in  every 
instance  the  cultures  remained  sterile. 
Smears  from  the  filtrates  invariably  showed 
coccoid  bodies  similar  to  those  described  by 
Foster.  No  significance  was  attached  to 
these  findings  since  the  same  bodies  could 
be  demonstrated  in  filtrates  of  the  nasal 
washings  from  normal  persons.  “Inocula- 
tions with  the  filtrates  were  made  into  the 
nostrils  of  volunteers  as  soon  after  filtration 
as  possible.  In  no  case  did  this  time  exceed 
twenty-four  hours  after  the  collection  of  the 
secretions,  which  in  the  meantime  were  kept 
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in  the  ice-box.”  One  hundred  human  volun- 
teers were  inoculated  with  the  various  fil- 
trates and  five  of  them  developed  upper  re- 
spiratory infections  following  the  inocula- 
tions. Because  of  the  small  number  of  posi- 
tive results,  these  observers  considered  them 
to  be  the  result  of  causes  entirely  independ- 
ent of  the  inoculations,  and  concluded  that 
their  experiments  presented  no  convincing 
evidence  indicative  of  a filtrable  agent  as 
being  the  exciting  factor  in  acute  coryza. 

In  1929,  Dochez,  Shibley  and  Mills8  re- 
ported that  in  the  course  of  their  investiga- 
tion on  human  upper  respiratory  infections, 
they  were  able  to  produce  in  apes,  by  means 
of  inoculations  with  Berkefeld  V filtrates 
of  the  nasopharyngeal  washings  from  in- 
dividuals ill  with  “colds,”  a condition  which 
bore  a striking  resemblance  to  the  human 
disease.  In  this  communication  they  stated 
that  as  yet  the  active  filtrable  agent  was  un- 
known, but  that  from  the  filtrate  in  all  posi- 
tive experiments  a Gram-negative  anaerobic 
bacillus  of  the  type  described  by  Olitsky  and 
Gates  had  been  cultivated.  In  a further  re- 
port50 they  stated  that  they  had  been  unable 
to  infect  apes  with  the  filtrates  of  naso- 
pharyngeal washings  from  normal  individ- 
uals, notwithstanding  the  fact  that  from  75 
per  cent  of  these  filtrates  they  cultivated 
Gram-negative  anaerobes.  These  findings 
led  them  to  believe  that  the  type  of  upper 
respiratory  infection  under  consideration 
was  caused  by  a filtrable  virus. 

In  two  subsequent  reports  Dochez  and  his 
associates9’ 51  describe  the  results  of  their 
transmission  experiments  in  apes  and  in 
human  beings.  Of  twenty-eight  ape  experi- 
ments concerned  directly  with  the  testing  of 
the  hypothesis  that  colds  may  be  caused  by 
filtrable  agents,  washings  from  individuals 
with  colds  were  used  in  twenty  instances  and 
normal  washings  in  eight.  Four  animals  in 
the  first  group  were  excluded  for  statistical 
purposes.  Seven  of  sixteen  animals  con- 
tracted colds  subsequent  to  inoculation  with 
filtered  nasal  washings  from  individuals  ill 
with  natural  colds.  In  the  group  of  eight 
animals  inoculated  with  filtrates  of  nasal 
washings  from  normals,  none  developed 
colds,  although  75  per  cent  of  these  filtrates 
contained  Gram-negative  filter-passing  mi- 
croorganisms. Several  miscellaneous  ex- 
periments were  performed  including  two 
successful  ape  to  ape  transmissions  in  which 
filtered  ape  washings  were  used  and  two  un- 
successful experiments  in  which  an  attempt 


was  made  to  transfer  colds  by  means  of  liv- 
ing cultures  of  the  filter-passing  anaerobes 
obtained  from  a filtrate  which  had  been  used 
in  a successful  transmission  experiment.  In 
the  course  of  their  experimental  transmis- 
sion tests  in  apes  several  positive  results 
were  obtained  with  filtrates  in  which  the  fil- 
ter-passing anaerobes  were  absent,  thus  sub- 
stantiating their  view  that  the  filter-passing 
anaerobes  were  not  the  primary  etiological 
agents  in  the  production  of  “colds.” 

The  human  transmission  tests  were  car- 
ried out  under  a most  rigorous  system  of 
quarantine  in  which  every  precaution  was 
taken  to  protect  the  subjects  from  direct  or 
indirect  contact  with  natural  colds.  Nine 
completed  experiments  are  reported  in 
which  transmission  was  attempted  by  means 
of  filtered  nasal  washings  and  of  these  four 
were  successful.  As  a result  of  their  ex- 
perimental observations  these  investigators 
conclude  that  “the  contagious  cold  in  human 
beings  is  caused  by  an  invisible,  uncultiv- 
able,  filtrable  agent  which  in  all  likelihood 
belongs  to  the  group  of  so-called  submicro- 
scopic  virus.” 

In  the  months  of  June  and  July,  we32  un- 
dertook certain  experiments  designed  to  test 
the  validity  of  the  hypothesis  that  a filtrable 
agent  was  of  etiological  significance  in  the 
production  of  colds.  Intelligent  college  girls 
were  used  as  experimental  subjects.  These 
girls  were  placed  in  as  rigid,  individual  iso- 
lation as  could  be  devised.  After  five  day 
control  periods  the  volunteers  were  inocu- 
lated with  bacteria-free  filtrates  of  the  rhi- 
nopharyngeal  washings  obtained  from  in- 
dividuals ill  with  typical  colds.  We  were 
able  to  transmit  to  these  volunteers,  both 
singly  and  in  series,  through  two  and  four 
passages,  upper  respiratory  tract  infections 
which  did  not  differ  from  natural  common 
colds.  In  all,  nine  out  of  fifteen  inoculated 
individuals  developed  colds.  The  presence 
and  type  of  infection  was  confirmed  in  each 
instance  by  three  independent  observers. 
Thus,  a further  confirmation  of  Kruse’s 
original  observation  was  established. 

The  next  contribution  to  our  knowledge 
of  this  filtrable  agent  in  colds  was  made  by 
Dochez  and  his  associates7  when  they  an- 
nounced that  they  had  been  able  to  propa- 
gate this  agent  in  a tissue  medium  and  that 
remote  generations  of  such  a culture  were 
capable  of  producing  colds  in  inoculated 
human  subjects.  This  observation  was 
quickly  confirmed  by  Powell  and  Clowes.45 
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Thus  it  seemed  rather  clear  until  the 
spring  of  1934  that  a filtrable  agent  was  the 
primary  cause  of  colds.  At  that  time  Kerr 
and  Lagen29  reported  that  under  controlled 
conditions  of  environment,  in  air-condi- 
tioned rooms,  they  were  unable  to  transmit 
colds  to  presumably  susceptible  subjects 
either  by  exposure  or  by  direct  inocidation. 
In  their  conclusions  they  suggested  that  in  a 
controlled  environment  the  common  cold  is 
not  transmissible.  It  is  impossible  at  the 
present  time  to  evaluate  these  preliminary 
observations,  but  if  they  are  confirmed  the 
possibility  of  employing  air-conditioning  in 
the  prophylaxis  of  colds  is  of  greatest  im- 
portance. 

EPIDEMIOLOGY 

It  seems  quite  definite  that  common  colds 
are  infectious,  but  that  they  are  also  con- 
tagious is  still  a matter  of  dispute  because 
many  observers  believe  that  waves  of  upper 
respiratory  tract  infection  can  be  correlated 
with  changes  in  climatic  conditions.  On  the 
basis  of  observations  made  in  Holland,  Van 
Loghem31  holds  that  the  primary  predispos- 
ing factor  to  the  infection  lies  in  disturb- 
ances of  the  air  temperature  and  feels  that 
he  has  been  able  to  establish  a direct  rela- 
tionship between  falling  air  temperature  and 
peaks  of  respiratory  disease.  He  further  in- 
terprets the  apparent  synchronism  of  peaks 
in  different  parts  of  Holland  as  evidence 
against  the  contagiousness  of  colds  and 
finally  he  points  out  that  the  average  num- 
ber of  colds  per  reporting  individual  varied 
little  and  that  the  average  number  of  cases 
was  the  same  in  small  families  as  in  large 
families,  which  he  believes  would  not  occur 
if  colds  were  contagious. 

Opposed  to  these  views  are  those  held  by 
various  investigators  in  this  country.  Gafa- 
fer16  lias  shown  in  Baltimore  during  the 
October- April  period  that  there  is  no  asso- 
ciation between  the  measurable  elements  of 
the  weather  and  the  upper  respiratory  attack 
rate.  Gover  and  her  associates21  “find  no 
definite  association  of  respiratory  attack 
rates  with  marked  variations  in  climate  as 
represented  by  six  American  cities  with 
wide  geographic  and  climatic  variations.” 
These  six  cities  were  Boston,  Washington, 
Columbus,  Ohio,  Chicago,  New  Orleans  and 
San  Francisco.  Earlier  studies  upon  the 
same  material14’ 56  showed  that  the  peaks  of 
upper  respiratory  tract  infection  occurred 
almost  simultaneously  in  these  six  cities. 


These  observations  in  such  widely  differing 
localities,  as  far  as  climate  was  concerned, 
are  opposed  to  Van  Loghem’s  theory  that 
falling  air  temperature  can  be  correlated 
with  waves  of  upper  respiratory  tract  infec- 
tion. Then,  too,  the  synchronism  of  the 
peaks  of  pandemic  influenza  in  these  cities 
in  1918  renders  Van  Loghem’s  interpreta- 
tion in  regard  to  the  influence  of  climate 
untenable. 

Despite  objections  to  the  contrary,  the 
common  cold  is  generally  considered  to  be 
contagious  and  this  opinion  seems  to  be  sup- 
ported by  the  accumulated  evidence  of  clin- 
ical experience  and  laboratory  observation. 

The  most  common  source  of  the  conta- 
gion is  contact  with  an  infected  individual. 
This  is  generally  direct.  It  is  probable  that 
colds  are  most  contagious  during  the  early 
stages  of  the  infection  and  recently  we34 
have  shown  that  an  individual  may  spread 
the  infection  during  the  incubation  period 
of  a common  cold.  It  has  also  been  shown1 
that  food  handlers  suffering  from  colds  may 
contaminate  food  and  in  this  manner  trans- 
mit the  infection  to  another  person. 

The  factor  or  factors  which  determine 
whether  or  not  an  individual  contracts  a cold 
following  a definite  exposure  are  unknown. 
Gafafer  and  Doull20  have  pointed  out  in  a 
very  careful  study  that  stability  of  resistance 
or  susceptibility  to  colds  is  not  a character- 
istic of  mankind.  Their  continuous  obser- 
vation made  upon  a group  of  111  volunteers 
over  a period  of  three  years  show  that  in- 
dividuals tend  to  have  the  same  number  of 
colds  for  two  successive  years  but  that 
otherwise  colds  seem  to  be  distributed  by 
chance  and  that  “the  trend,  in  general,  of 
the  average  number  of  colds  reported  by 
those  suffering  few  or  many  colds  when 
projected  into  the  future  or  back  into  the 
past  is  towards  the  average  or  mean  re- 
ported by  the  entire  population. 

As  far  as  it  is  known17  there  is  no  racial 
susceptibility  to  colds  and  there  is  no  evi- 
dence that  a catarrhal  diathesis  exists.  While 
it  is  widely  believed  that  upper  respiratory 
tract  infection  is  more  frequent  and  severe 
in  individuals  possessing  abnormalities  of 
the  upper  respiratory  tract,  Doull  and  his 
associates11  found  in  a study  of  groups  com- 
prised of  462  and  601  individuals  (one- 
quarter  of  which  were  children)  that 
“Taken  as  a group,  individuals  exhibiting 
one  or  more  abnormalities  were  found  not 
to  suffer  a greater  frequency  of  attack  than 
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normals.  . . . With  regard  to  the  relative 
severity  of  the  attack  in  normals  and  ab- 
normals,  respectively,  it  was  found  that  . . . 
attacks  among  the  abnormals  were  of  ap- 
proximately the  same  severity  as  those 
among  normals.  . . . Among  children,  the 
average  duration  of  attack  was  longer  for 
those  with  each  class  of  defect  than  for 
those  who  were  recorded  as  normal.”  Gafa- 
fer18  has  further  shown  that  in  so  far  as 
adults  are  concerned  individuals  without 
tonsils  and  adenoids  have  the  same  fre- 
quency, severity  and  type  of  upper  respira- 
tory tract  infection  as  those  with  tonsils  and 
adenoids. 

The  mean  attack  rate  for  colds  as  deter- 
mined from  a two  years  study  in  Balti- 
more57 is  three  colds  per  person  per  year. 
The  highest  attack  rate  existed  in  children 
between  the  ages  of  one  and  four  years. 
From  this  period  the  attack  rate  declined 
until  the  age  of  nineteen  years  was  reached. 
Following  this  age  group  a rise  in  the  at- 
tack rate  occurred  until  a secondary  peak 
was  reached  in  the  twenty-five  to'  thirty-five 
year  age  group.  Then  a general  decline  in 
the  attack  rate  was  found  throughout  the  re- 
maining decades  of  life.  No  marked  differ- 
ence was  found  in  the  attack  rate  between 
males  and  females.  A seasonal  picture  of 
high  incidence  in  the  fall  and  winter  months 
with  minimum  rates  in  June  and  July  was 
found  to  exist.  From  early  autumn  and 
through  the  winter  the  attack  rate  while 
generally  above  the  yearly  mean  was  found 
to  be  highly  variable,  thus  indicating  that  a 
series  of  epidemics  occurred  which  were  ir- 
regular in  spacing  and  magnitude. 

It  is  known  that  the  common  cold  exists 
throughout  the  civilized  world.  Remote, 
isolated  communities  are,  however,  quite 
free  from  this  type  of  disease.  Gafafer15 
has  recently  reprinted  the  following  para- 
graph from  Rev.  Kenneth  MacCaulay’s 
eighteenth  century  ‘‘Flistory  of  Saint 
Kilda”:  “Another  very  remarkable  disease 
that  attacks  this  place  occasionally  is  a 
severe  cold,  sometimes  attended  with  spit- 
ting of  bloody  viscous  matter,  every  time 
the  Harris  people  come  among  them  or 
strangers  from  other  quarters.”  Saint 
Kilda  is  a small,  isolated  island  well  off  the 
western  coast  of  Scotland,  which  is  sparsely 
populated  and  rarely  visited.  It  is  of  great- 
est interest  to  find  this  early  observation 
upon  the  relation  of  contact  with  the  outside 
world  to  the  development  of  upper  respira- 


tory tract  infection  in  isolated  communities. 

It  has  also  long  been  recognized  that  in 
groups  of  isolated  individuals  such  as  Arctic 
explorers,  common  colds  tend  to  disappear 
after  contact  with  civilization  has  been 
severed.  Nansen  has  described  how  he  and 
his  men  never  developed  “colds”  although 
their  clothes,  saturated  with  perspiration, 
froze  into  a solid  mass  of  ice  during  the 
day,  and  at  night  gradually  thawed,  thus 
chilling  the  explorers  to  the  bone.  All 
members  of  this  expedition  were  without 
upper  respiratory  ‘tract  infection  in  the 
Arctic  regions  but  all  caught  “colds”  when 
they  reached  Norway.  Shackleton  record- 
ed similar  experiences  in  regard  to  “colds” 
in  the  Antarctic,  with  the  exception  that  his 
men  developed  colds  upon  opening  bales  of 
clothes  packed  in  London. 

Under  ordinary  conditions  Eskimos  are 
not  subject  to  upper  respiratory  tract  infec- 
tions although  they  are  exposed  to  the  rigors 
of  an  Arctic  existence.  However,  in  1928, 
Heinbecker  and  Jones24  observed  during  a 
trip  up  the  west  coast  of  Greenland  that  the 
communities  of  Arctic  Eskimos  with  which 
their  ship  came  in  contact,  all  developed  up- 
per respiratory  tract  infections  within  48  to 
72  hours  after  the  contact  had  been  effected. 
They  also  noted  that  the  basal,  rhinopharyn- 
geal  bacterial  flora  in  these  isolated  Ekimos 
was,  to  all  intents,  identical  with  that  found 
in  crowded  civilized  communities. 

Recently  Smillie  and  his  associates3’ 38’ 44’ 54 
have  conducted  extensive  etiological  and  ep- 
idemiological studies  upon  uppef  respiratory 
tract  infection  in  such  widely  separated  and 
isolated  communities  as  Andalusia,  Ala- 
bama, St.  Johns  in  the  Virgin  Islands, 
Northwest  River,  Labrador  and  upon  the 
island  of  Spitzbergen  off  the  North  Coast  of 
Norway.  Their  observations  are  of  great 
interest  in  that  they  found  very  little  varia- 
tion in  the  normal  bacterial  flora  of  the 
throat  in  these  widely  separated  places. 
They  noted  that  in  Alabama,  epidemics  of 
colds  were  associated-  with  a rise  in  the 
pneumococci,  while  in  Labrador  influenza 
bacilli  became  prominent  during  an  epidemic 
of  respiratory  tract  infection.  In  St.  Johns 
and  in  Spitzbergen  no  particular  organisms 
became  predominant  during  waves  of  colds. 
In  St.  Johns,  the  colds  were  mild  and  in 
Alabama  and  in  Labrador  fairly  severe.  In 
Spitzbergen  upper  respiratory  tract  infec- 
tion tended  to  disappear  after  the  island  be- 
came ice-locked  and  contact  with  the  outside 
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world  ceased.  In  the  spring,  however,  when 
the  ice  went  out  and  the  first  ship  arrived, 
a veritable  explosion  of  upper  respiratory 
tract  infection  occurred  in  the  resident  popu- 
lation and  within  a month  seventy-five  per 
cent  of  the  people  suffered  from  colds.  Al- 
though many  of  the  colds  were  severe,  no 
changes  in  the  bacterial  flora  in  the  throats 
of  the  affected  individuals  could  be  demon- 
strated. 

PATHOLOGY 

There  are  very  few  observations  concern- 
ing the  histopathology  of  colds.  In  1885 
MacKenzie37  first  described  the  histological 
appearance  of  the  nasal  mucous  membranes 
during  acute  coryza.  He  found  an  intense 
engorgement  of  the  cavernous  tissue  which 
was  especially  well  marked  over  the  lower 
halves  of  the  middle  and  posterior  portions 
of  the  inferior  turbinates  with  rupture  of 
the  vessels.  Along  the  inner  walls  of  the 
dilated  spaces  were  congregations  of  lymph- 
oid cells  and  in  some  of  them  collections  of 
fibrinous  exudate.  A moderate  cellular  in- 
filtration was  present  below  the  basement 
membrane. 

Forty-five  years  after  this  report,  Hild- 
ing25  published  his  observations  upon  the 
histopathology  of  the  nasal  mucous  mem- 
branes in  “colds.”  He  found  that  “the 
pathologic  process  is  that  of  a mucous  mem- 
brane inflammation  showing  rather  marked 
tissue  changes,  including  the  loss  of  many 
of  the  surface  cells  and  a proliferative  reac- 
tion in  the  submucosa.  The  epithelium  is 
regenerated  and  repaired  by  the  growth  and 
multiplication  of  the  stellate  cells  normally 
found  deep  in  the  epithelium.” 

While  studying  the  nasal  secretions,  Hild- 
ing  noted  that  the  cellular  content  changed 
rapidly.  Early  in  colds  the  secretion  was 
watery  and  contained  few  cells.  Ciliated 
epithelial  cells  appeared  during  the  first 
twenty- four  hours  and  became  more  numer- 
ous by  the  second  day.  The  deeper  epithe- 
lial cells,  polyblasts  and  polymorphonuclear 
cells  appeared  in  the  secretions  on  the  sec- 
ond day  and  rapidly  became  numerous. 
Within  a few  days  the  polymorphonuclears 
made  up  most  of  the  cellular  content  of  the 
secretions. 

Hilding  did  not  believe  that  the  cellular 
content  of  the  secretions  or  the  pathological 
picture  in  the  nasal  mucous  membranes  was 
related  to  anv  one  causal  agent  in  colds,  but 
interpreted  the  observed  changes  as  a re- 


sponse to  any  one  of  or  a combination  of 
etiological  factors. 

Recently  we35  have  reported  upon  the 
changes  observed  in  the  cellular  constituents 
of  the  nasal  secretions  in  the  various  stages 
of  colds.  Two  main  types  of  cellular  re- 
sponse were  found.  In  the  first  type  the 
monocytes  and  epithelial  cells  predominated 
during  the  early  stages  of  the  cold,  and  in 
the  second  type  polymorphonuclear  neutro- 
philic leukocytes.  Gradations  between  these 
two  types  commonly  occurred.  In  the  later 
stages  of  colds  the  polymorphonuclear  neu- 
trophilic leukocytes  were  predominant. 
Further  studies  upon  the  nasal  secretions 
have  demonstrated  that  these  cellular 
changes  occur  without  reference  to  the  pres- 
ence or  absence  of  bacteria  in  the  nasal  se- 
cretions. These  observations  have  led  us  to 
believe  that  it  may  be  possible  in  uncompli- 
cated colds  to  have  the  entire  symptoma- 
tology generated  by  the  virus  infection  with- 
out participation  of  the  so-called  secondary 
invaders. 

CLINICAL  SIGNS  AND  SYMPTOMS 

Colds  are  protean  in  nature  and  in  the 
course  of  an  epidemic  of  upper  respiratory 
tract  infection  many  variations  from  the 
prevailing  type  of  disease  are  encountered. 
However,  the  studies  of  Doull  and  his  asso- 
ciates,11 and  those  of  Van  Volkenburgh  and 
Frost,57  upon  more  than  2,000  cases  of  colds 
occurring  in  Baltimore  during  1929-30, 
have  made  it  possible  to  ascertain  the  fre- 
quency of  certain  signs  and  symptoms  and 
to  outline  the  general  clinical  course  of  up- 
per respiratory  tract  infections. 

The  incubation  period  of  a cold  is  from 
one  to  three  days  and  the  onset  is  more  fre- 
quently sudden  than  gradual.  Aching  either 
localized  or  general  occurs  in  about  one- 
quarter  of  affected  individuals.  The  throat 
is  generally  sore  (although  frequently  little 
can  be  seen  objectively)  and  headache  is 
common.  Nasal  discharge  occurs  in  nine 
out  of  ten  individuals  ill  with  upper  respira- 
tory tract  infection  and  about  three-fourths 
of  the  patients  develop  a cough  during  the 
course  of  their  infection.  One-fourth  of 
the  affected  persons  take  to  their  beds  at 
some  period  of  their  colds.  Fever  occurs 
in  one-quarter  of  the  cases.  In  general,  the 
leukocyte  count  is  normal  although  a leu- 
kocytosis or  a leukopenia  may  occur.  Labial 
herpes  (cold  sores)  occur  in  but  1 per  cent 
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of  the  cases.  The  mean  duration  of  a cold 
is  about  fifteen  days  and  from  10  per  cent 
to  12  per  cent  of  the  attacks  are  accompa- 
nied by  one  or  more  complications.  There 
is  little  evidence  than  an  immunity  is  estab- 
lished after  a cold. 

TREATMENT 

There  is  no  specific  remedy  for  the  treat- 
ment of  colds.  Our  observations  have  led 
us  to  believe  that  the  only  rational  treatment 
for  this  malady  is  for  the  infected  individual 
to  be  put  to  bed  at  the  onset  of  the  infec- 
tion and  to  remain  there  for  two  or  three 
days.  Diet  has  little  effect  in  the  treatment 
of  colds  but  it  is  wise  to  force  fluids  mod- 
erately. A mild  laxative  is  of  value  if  con- 
stipation exists  and  it  is  a good  plan  to  treat 
the  distressing  features  of  the  disease  symp- 
tomatically. If  such  a regime  is  followed, 
many  infections  will  be  aborted,  many  com- 
plications averted  and  many  contact  infec- 
tions avoided. 

Colds  are,  however,  generally  regarded  as 
necessary  evils  and  one  cannot  prevail  upon 
patients  to  follow  the  above  regime,  so 
therefore  one  must  attempt  other  methods 
of  therapy.  Recently  Diehl6  has  reported 
that  from  74  per  cent  to  78  per  cent  of  his 
patients  believed  that  they  had  been  greatly 
benefited  by  the  administration  of  papaver- 
ine and  codeine  or  dilaudid  and  papaverine 
during  their  colds.  We  have  had  no  ex- 
perience with  this  type  of  treatment  but 
Diehl  suggests  “that  it  may  be  possible  with 
codeine  and  papaverine  to  reduce  very  mate- 
rially the  time  lost  as  a result  of  colds.” 

PROPHYLAXIS 

The  multiplicity  of  the  measures  designed 
to  prevent  colds  attests  to  their  lack  of  re- 
liability. At  the  present  time  “hardening” 
exercises,  vitamin  feeding,  ultra-violet  light 
therapy,  and  bacterial  vaccines,  occupy  the 
first  rank  of  popularity  as  prophylactic 
measures  designed  to  protect  one  against 
colds. 

Hardening  exercises  are  thought  by  many 
to  increase  one’s  resistance  to  colds.  When, 
however,  the  relation  of  the  hardness  of  in- 
dividuals is  correlated  with  their  resistance 
to  upper  respiratory  tract  infection  it  is 
found  that  the  degree  of  hardness  or  soft- 
ness of  an  individual  has  nothing  to  do  with 
susceptibility  to  colds.19 

The  extension  of  our  knowledge  concern- 
ing the  vitamins,  especially  vitamin  “A”  and 


vitamin  “D”  gave  rise  to  the  hope  that  in 
these  accessory  food  factors  a sovereign 
remedy  would  be  found  for  the  prevention 
of  colds.  Carefully  controlled  observations 
upon  the  use  of  these  agents  are,  however, 
disappointing  and  in  a recent  report,  Clau- 
sen4 has  suggested  that  too  much  vitamin 
“A”  may  predispose  a child  to  respiratory 
tract  infection.  The  very  careful  clinical 
studies  of  Colebrook0  in  England  and  of 
Doull  and  his  associates12  in  this  country 
have  quite  definitely  demonstrated  that 
irradiation  with  ultra-violet  light  does  not 
reduce  the  incidence  of  upper  respiratory 
tract  infections,  nor  does  it  decrease  the 
duration  or  severity  of  such  diseases.  The 
failure  of  vitamin  therapy  as  a prophylactic 
measure  in  colds  can  be  understood  if  one 
bears  in  mind  that  in  general  our  national 
dietary  is  not  lacking  in  these  essential  sub- 
stances. 

The  introduction  of  bacterial  vaccines  as 
prophylactic  agents  in  the  prevention  of 
cold  was  greeted  with  widespread  enthu- 
siasm. Early  reports  seemed  to  show  that 
the  incidence,  severity  and  duration  of  upper 
respiratory  tract  infection  were  materially 
lessened  in  inoculated  subjects.  During  the 
past  fifteen  years,  however,  carefully  con- 
trolled studies28’ 52  have  demonstrated  that 
there  is  but  little  basis  for  the  claims  of  the 
enthusiastic  exponents  of  bacterial  vaccines. 
The  reason  for  the  failure  of  bacterial  vac- 
cines in  the  prophylaxis  of  colds  can  be  ex- 
plained upon  the  basis  that  the  ordinary  bac- 
teria of  the  rhinopharynx  have  nothing  to  do 
with  the  initiation  of  the  primary  upper  re- 
spiratory tract  infection  known  as  the  com- 
mon cold.  That  these  vaccines  have  little  ef- 
fect in  reducing  the  severity  or  duration  of 
the  infection  can  be  understood  if  it  is  re- 
membered that  in  man  there  is  little  evidence 
of  pathogenic  activity  by  the  so-called  sec- 
ondary invaders  in  uncomplicated  common 
colds. 

In  concluding  we . may  say  that  at  the 
present  time  the  only  prophylaxis  against 
colds  is  the  aA^oidance  of  contact  with  in- 
fected individuals.  There  is  no  other 
method. 
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It  is  generally  evident  that  neither  the  external  phase  of  water  balance,  represented 
by  excretion — anuria,  diuresis,  and  their  variations — nor  the  internal  phase — chiefly 
edema  and  dehydration — are  to  any  great  degree  dependent  upon  ability  of  the  kidneys 
to  excrete  water,  but  parallel  much  more  closely  the  state  of  the  protoplasm,  represented 
by  cellular  activity,  electrolyte  distribution,  metabolic  disturbances,  and  activities  of  vari- 
ous glands  of  internal  secretion. 

In  particular  I propose  to  deal  with  the  tissue  element  in  conditions  such  as  edema, 
especially  of  Bright’s  Disease,  and  to-  sub- 
mit for  your  consideration  the  point  of 
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view  which,  as  the  essence  of  extra-renal 
theories,  directs  attention  to  the  activities 
and  functions  of  a single  cell  as  a represen- 
tative of  the  tissue  phase. 

We  have  largely  abandoned  the  gross 
pathologic  viewpoint,  which  for  generations 
overshadowed  other  methods-  of  investiga- 
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tion.  Consider  how  many  of  us  acquired  a 
thorough  understanding  of  pneumonia 
through  discussion  of  gray  and  red  hepatiza- 
tion, or  of  nephritis  as  represented  by  small 
red  or  large  white  kidneys,  in  contrast  to  the 
present  immunological  and  functional  trends. 

Progress  in  medical  sciences  is  now  to  be 
achieved  by  greater  understanding  of  path- 
ological physiology,  with  the  application  of 
physical  chemistry  and  by  investigation  and 
understanding  of  the  behavior  of  a single 
cell.  For  example,  if  one  asks  concerning 
the  mechanism  of  infectious  disease  and  the 
damage  to  various  organs — such  as  follows 
diphtheria  or  streptococcus  infection — it  is 
quite  simple  to  reply  that  the  offending  or- 
ganism elaborates  a soluble  toxin  which  is 
carried  in  the  circulation  to  the  central  nerv- 
ous system,  or  liver,  or  kidneys,  and  there, 
in  intimate  contact  with  the  cells,  is  able  to 
exert  its  toxic  action  and  produce  the  dam- 
age. However,  the  question  is  far  from 
being  answered.  What  does  the  toxin  do  to 
a cell  ? How  does  it  cause  this  injury? 
What  functions  of  the  cell  are  thus  de- 
stroyed ? Since  we  do  not  know,  as  yet, 
much  regarding  such  individual  functions 
and  are  rarely  able  to  measure  them  quan- 
titatively, the  difficulty  in  estimating  varia- 
tions from  normal  can  be  readily  under- 
stood. We  must  rely  upon  results  obtained 
from  large  aggregates  of  cells,  from  which 
we  may  individualize  to  a limited  extent. 

Edema  is  thus  not  a result  of  failure  or 
inability  of  kidneys  to  excrete  water,  but 
is  primarily  an  increased  tissue  or  cellular 
aviditv  for  water  with,  at  times,  a contribut- 
ing element  in  inability  of  the  blood  and 
vessels  to  retain  fluid,  and  rapid  and  extreme 
fluctuations  in  water  balance  represent,  not 
improvement  or  aggravation  of  renal  func- 
tion, but  changes  in  the  colloidal  state  of 
the  cells,  reflected  in  changing  tissue  thirst. 
It  is  true  that  in  extensive  edema  only  a 
small  portion  of  the  fluid  is  within  the  cells. 
The  largest  part,  the  intercellular  tissue 
fluid,  has  accumulated  in  the  spaces  in  os- 
motic equilibrium  with  the  cellular  fluid  and, 
therefore,  while  not  strictly  a cellular  edema, 
is  dependent  upon  changes  in  cell  chemistry. 

From  a clinical  and  etiological  standpoint, 
the  major  causes  of  the  constitutional 
changes  producing  edema  are: 

1.  Infection. — The  final  mechanism,  as 
previously  indicated,  is  obscure,  but  it  is 
probable  that  interference  with  the  oxida- 


tion within  the  cell,  by  the  toxins  depressing 
or  destroying  certain  catalytic  substances  or 
oxydases,  is  the  basis  for  this  effect.  In  the 
edemas  of  acute  Bright’s  Disease,  whether 
following  specific  infections  such  as  scarlet 
fever,  or  the  more  general  type,  as  in  in- 
fluenza or  colds,  or  as  persisting  foci,  the 
principal  search  and  greatest  promise  of  re- 
lief come  in  ascertaining  and  overcoming  the 
source  of  infection. 

2.  Lack  of  oxidation  due  to  mechanical 
causes. — Primarily,  this  is  seen  in  obstruc- 
tion of  venous  flow  ffiie  to  right  heart  fail- 
ure ; that  is,  congestive  heart  disease.  Again 
it  is  important  to  emphasize  that  edema  in 
venous  stasis  is  due  to  the  oxidative  failure 
and  not  to  the  increased  venous  pressure, 
as  in  a standpipe.  Edema  from  localized 
mechanical  obstruction,  such  as  injury  to 
vessels,  obstruction  to  return  flow  from 
scars,  external  pressure,  and  from  the  stasis 
of  varicose  veins,  is  in  its  mechanism  no 
different  from  the  more  general  tvpe.  Fur- 
thermore, the  allergic  reactions  such  as  urti- 
caria follow  irritation  of  the  blood  vessels, 
resulting  in  vascular  spasm  and  inadequate 
nutritional  and  oxygen  supply.  It  is  evident 
that  anoxemia  is  not  the  sole  result  of  either 
circulatory  stasis  or  of  ischemia.  While  the 
supplying  of  oxygen  to  the  cells  is  impor- 
tant, it  is  second  only  to  supplying  nourish- 
ment and  to  deportation  of  C02  and  accu- 
mulated products  of  metabolism,  and  to  a 
great  degree  the  edema  is  caused  by  the  total 
of  all  these  factors. 

Also  to  a degree  the  clinical  syndrome 
of  nephrosis,  if  it  is  a pure  type,  or  the 
nephrotic  type  of  Bright’s  Disease,  falls 
within  this  classification,  for  in  many  in- 
stances the  administration  of  glucose  and  in- 
sulin is  sufficient  to  markedly  influence  this 
condition. 

3.  Lack  of  oxidation  due  to  metabolic 
deficiencies.- — In  this  instance,  myxedema  is 
the  outstanding  example  and  the  type  of 
edema  is  of  no  great-  importance  in  this  dis- 
cussion. However,  it  is  of  significance  when 
the  metabolic  depression  of  hvpothvroidism 
is  superimposed  upon  one  of  the  other  causes 
of  edema,  such  as  the  nephrotic  type,  and 
may  be  an  unrecognized  source  of  persistent 
edema  in  such  cases. 

4.  Electrolytic  or  mineral  balance. — 
While  in  many  respects  the  most  complex, 
the  factor  of  mineral  balance  is  probably  the 
most  easily  and  successfully  manipulated, 


December,  1934 


EDEMA  AND  WATER  BALANCE— THOMAS 


665 


but  largely  on  an  empirical  basis.  Funda- 
mentally two  groups  of  basic  cations — cal- 
cium and  potassium  as  opposed  to  sodium — 
are  directly  antagonistic  regarding  edema, 
or  tissue  thirst.  Sodium,  not  chloride,  is 
preeminently  the  salt  causing  edema,  while 
calcium  and,  to  a lesser  degree,  potassium 
exert  their  influence  by  dehydrating  tissues. 
When  present  in  proportions  encountered  in 
normal  protoplasm,  there  is  a wide  margin 
of  water  balance,  so  that  water  and  water- 
soluble  substances  may  move  freely  in 
either  direction  with  respect  to  cell  mem- 
branes and  to  tissue  and  blood.  With  an  ex- 
cess of  sodium  over  this  proportion,  the  cell 
becomes  hydrophilic,  increasing  its  water 
content  at  the  expense  of  other  sources — 
both  free  water  of  the  blood,  and  fluid  from 
tissue  spaces.  Later,  with  this  water  valence 
satisfied,  the  fluid  in  the  tissue  spaces  in- 
creases at  the  expense  of  blood  water  until 
the  cell-tissue  space  equilibrium  is  estab- 
lished. Meanwhile  there  is  decreased  urinary 
output  due  simply  to  the  diminished  free 
water  available  in  the  blood.  Conversely,  ex- 
cess of  calcium  decreases  water  content  of 
cell,  reflected  in  lessened  intercellular  water 
with  consequent  increased  blood  water  and 
diuresis,  all  this  independent  of  renal 
changes. 

It  is  also  true  that  chloride  balance  paral- 
lels water  balance  and  this  fact  has  fur- 
nished a ground  for  much  discussion.  For 
nearly  twenty  years  blood  chlorides  have  been 
diligently  determined  and  arguments  re- 
garding chloride  retention  are  still  heard  in 
many  fields.  The  estimation  of  chloride  is 
extremely  simple ; that  of  sodium  extraor- 
dinarily arduous  and  unreliable.  My  feel- 
ing in  the  matter  is  that  to  a large  degree 
we  have  been  determining  sodium  effects  by 
chloride  determinations.  Since  the  two  are 
practically  inseparable,  the  results  are  em- 
pirically justified,  but  are  not  correct.  For 
the  opposition,  however,  it  must  be  admitted 
that  potassium,  which  in  cases  of  long  stand- 
ing congestive  heart  disease  is  very  effective 
in  reducing  edema  when  administered  as  the 
chloride,  appears  to  be  even  more  so  when 
given  as  the  acetate  or  citrate,  eliminating 
altogether  the  chloride. 

These  factors  can  frequently  be  utilized 
to  advantage  clinically.  In  cases  of  renal  in- 
sufficiency, particularly  without  edema  and 
with  increased  concentration  of  metabolites 
in  the  tissues,  as  reflected  by  blood  chemis- 


try, a washing  out  process  may  be  accom- 
plished by  administration  of  sodium  chloride 
and  Ringer’s  solution  by  mouth  and  intra- 
venously until  massive  generalized  edema  re- 
sults, after  which  a salt-free  diet,  together 
with  glucose  (either  subcutaneously  or  intra- 
venously) and  ammonium  nitrate  to  the 
point  of  definite  acidosis  will  result  in  a 
surprising  degree  of  diuresis,  in  addition 
to  which  enormous  ascites  appear,  which 
fluid,  with  a concentration  of  metabolites  ap- 
proximately that  of  the  Mood,  may  be  with- 
drawn, thus  accomplishing  to  some  extent 
the  work  which  the  kidneys  are  incapable  of 
performing.  This  process  may  be  repeated 
indefinitely  and  in  some  cases  seems  to  have 
prolonged  for  many  months  the  life  in  ex- 
treme renal  insufficiency. 

5.  Endocrine. — Less  well  understood,  but 
of  increasing  interest,  are  the  influences  on 
water  balance  of  certain  endocrine  glands, 
notably  the  pituitary.  The  anti-diuretic  ef- 
fect of  posterior  pituitarv,  as  exhibited  in 
diabetes  insipidus,  is  well  known,  and  re- 
cently I have  reported  a group  of  interest- 
ing but  obscure  cases  of  menstrual  edema, 
in  which  subjects  regularly  developed  gen- 
eralized, massive  edema,  with  gain  in  weight 
up  to  fourteen  pounds  for  the  two  or  three 
days  of  the  menstrual  period,  and  respond- 
ing in  a most  surprising  manner  to  the  ad- 
ministration, not  of  anterior  pituitarv  ex- 
tract, but  of  the  so-called  anterior  pituitary- 
like  substance,  or  prolan,  obtained  from 
urine  of  pregnant  women,  and  now  supposed 
to  be  a product  of  placental  or  syncytial 
tissue. 

6.  Serum  proteins. — Reduction  of  serum 
protein,  especially  albumin,  to  certain  criti- 
cal levels  has  been  presumed  by  some  to  be 
a primary  cause  of  edema.  It  is  true  that 
experimentally,  by  plasmapheresis,  edema 
appears  in  dogs  when  these  levels  are 
reached,  but  clinically  such  wide  fluctuations 
in  water  balance  occur  without  appreciable 
variation  in  serum  protein  that  this  theory 
must  be  relegated  to  a minor  position,  since 
the  osmotic  pressure  exerted  by  the  protein 
has  been  shown  to  be  almost  negligible.  Re- 
cently a case  of  nephrosis,  in  as  pure  form 
as  can  he  seen,  after  being  two'  months  in 
Cook  County  Hospital  on  a supposedly  salt- 
free  diet,  was  transferred  to  a research  bed 
at  Presbyterian  Hospital.  In  spite  of  a total 
serum  protein  of  0.37  gm.  per  100  c.c.,  about 
one-twentietb  of  normal,  and  the  lowest  to 


666 


EDEMA  AND  WATER  BALANCE— THOMAS 


Jour.  M.S.M.S. 


r 


come  within  my  observation,  he  lost  fifty 
pounds  in  fifteen  days,  without  medication 
of  any  sort,  on  a diet  that  was  absolutely 
salt- free.  During  this  fifteen  day  period 
there  was  no  change  in  his  serum  protein. 
This  and  other  less  striking  instances  con- 
vince me  that  the  level  of  blood  proteins  is 
not  of  primary  importance  in  the  produc- 
tion of  edema. 

The  edemas  of  starvation  and  nutritional 
deficiency  have  been  placed  in  this  class  of 
protein  deficiency,  but  critical  analysis  usual- 
ly shows  a generalized  tissue  or  metabolic 
disturbance,  frequently  simulating  hypothy- 
roidism, and  the  high  protein  diet  found  to 
be  so  effective  acts  in  all  probability  more 
through  its  specific  dynamic  action  than  by 
its  effect  in  increasing  serum  protein. 

7.  Extremes  of  temperature. — While  ex- 
cessive heat  is  generally  recognized  as  a 
cause  of  edema,  not  only  in  precipitating 
acute  attacks  in  nephritis,  but  in  the  well 
known  swelling  of  feet  in  hot  weather,  chill- 
ing is  a much  more  important  factor,  and, 
almost  without  exception,  this  has  been 
found  to  precede  either  original  appearance 
or  recurrences  in  the  cases  of  nephrosis 
which  our  group  has  investigated. 

Edema  as  such  is  in  most  cases  a distinct 
asset  to  the  individual,  and  it  becomes  neces- 
sary to  distinguish  between  the  unfavorable, 
morbid  process  of  which  it  is  a reflection, 
and  the  fact  that  the  edema  is  diluting  the 
toxins  within  the  tissues,  holding  them  to 
some  extent  in  solution  and  protecting  the 
cells  from  a greater  degree  of  damage. 
Edema  as  such  should  not  be  reduced  any 
more  than  fever  should,  both  being  protec- 
tive, and  accessories  to  the  process  of  re- 
covery. Especially  significant  is  the  word 
of  Dr.  Aldrich  on  the  nephritic  service  of 
the  Children’s  Memorial  Hospital,  Chicago. 
After  years  of  observation  in  cases  of  acute 
tubular  nephritis  with  edema,  having  a dis- 
tressingly high  mortality  on  the  conventional 
treatment  requiring  restriction  of  fluids,  he 
began  to  push  fluids  in  all  such  cases,  with 
the  result  that,  in  the  last  three  years,  there 
have  been  no  deaths  from  this  cause  alone. 
Similarly  in  adults,  aggravation  of  toxic 
symptoms  will  follow  restriction  of  fluids 
in  all  but  a few  cases,  and,  where  the  in- 
fectious or  toxic  source  persists,  fluids 
should  be  administered  in  large  quantities 
and  by  all  routes  necessary  to  insure  the 
tissue  demand  being  satisfied. 

The  contra-indications  to  the  generous  use 


of  water  in  edema  are  cardiac  decompensa- 
tion, cerebral  edema  (since  the  increased  in- 
tracranial pressure  more  than  outweighs  the 
toxin  diluting  factor),  and  the  appearance 
of  ascites,  or  polyserous  effusion.  In  this 
latter  situation  the  use  of  McClure  and  Al- 
drich’s skin  absorption  test  is  of  tremendous 
value.  Frequently,  as  edema  begins  to  sub- 
side there  is  a massive  accumulation  of  fluid 
in  the  peritoneal  pleural,  and  pericardial  cavi- 
ties, even  before  diminution  of  the  general 
edema  can  be  ascertained,  and  it  becomes 
necessary  to  know  whether  fluids  should  be 
continued  or  decreased.  Any  lengthening  of 
the  skin  absorption  time  indicates  that  the 
tissue  thirst  has  been  satisfied ; that  the  tis- 
sues are  releasing  water ; and  that  further 
fluid  will  find  its  way,  not  into  the  tissue 
cells,  but  to'  the  serous  cavities,  whereas  if 
the  absorption  time  remains  short,  indicat- 
ing tissue  thirst,  fluid  for  the  purpose  of 
diluting  toxins  and  promoting  excretion  may 
still  be  given  with  the  knowledge  that  no 
disproportionate  amount  will  reach  the  se- 
rous cavities. 

When  it  becomes  necessary  or  expedient 
to  reduce  edema,  various  methods  are  avail- 
able. Naturally,  improvement  of  cardiac 
edema  depends  on  restoration  of  integrity 
of  the  heart  muscle  with  rest,  digitalis,  etc. 
In  addition,  the  purine  diuretics,  such  as  the- 
obromine, theocine,  and  theocalcine,  are  of 
particular  value,  not  only  in  promoting 
elimination,  but  in  their  role  of  coronary 
dilators  increase  the  efficiency  of  the  myo- 
cardium. Limitation  of  sodium  chloride, 
substitution  of  potassium  chloride  for  table 
salt,  and  large  dosage  of  calcium,  with 
viosterol  or  its  equivalent  to  promote  utiliza- 
tion— all  are  indicated.  In  cerebral  edema, 
magnesium  sulphate  intravenously,  as  well 
as  glucose  in  concentrated  solution,  are  our 
two  most  effective  procedures,  other  than 
spinal  tapping. 

Extremely  effective,  particularly  in  con- 
gestive heart  disease,  much  less  so  in  edemas 
of  nephritis,  are  the  mercurial  diuretics  in 
conjunction  with  ammonium  salts.  With 
preliminary  administration  of  ammonium 
nitrate  or  ammonium  chloride — 6-10  grams 
daily  for  three  days — followed  by  the  intra- 
venous administration  of  salyrgen,  these  old 
chronic  edemas  of  cardiac  failure  may  be 
kept  fairly  comfortable  and  water-free  for 
long  periods.  Despite  the  pathologists,  who 
say  they  can  identify  the  kidney  of  any  per- 
son who  has  had  one  injection  of  salyrgen. 


December,  1934 


EDEMA  AND  WATER  BALANCE— THOMAS 


66  7 


we  proceed  to  give  this  diuretic  once  or  twice 
weekly  for  as  long  as  three  years  without 
demonstrable  impairment  of  renal  function. 
One  more  remedy  deserves  consideration — 
formerly  popular,  at  present  practically 
ignored.  Squills,  in  its  various  forms,  will 
at  times  prove  to  be  the  miracle  so  ardently 
sought,  both  in  cardiac  and  renal  cases,  when 
all  other  expedients  have  failed. 

The  subject  of  water  balance  cannot  be 
left  without  brief  mention  of  the  antithesis 
of  edema,  dehydration.  Seen  almost  exclu- 
sively either  as  a disease  of  infants  or  as 
a corollary  to  alkalosis,  it  has  been  over- 
looked and  ignored  as  an  entity.  It  is  in  fact 
as  much  a tissue  phenomenon  as  edema,  due 
to  alterations  which  make  tissues  hydro- 
phobic  rather  than  hydrophilic.  In  infants 
the  predisposing  cause  is  usually  infection. 
Diarrhea  is  not  primary,  but  is  due  to  the 
absorption  into  the  irritated  bowel  of  fluid 
released  from  tissues.  It  is  fundamentally 
important  to  realize  that  this  extremely  criti- 
cal condition  is  not  due  to  depletion  of  tis- 
sues by  diarrhea  but  that  the  diarrhea  is 
nothing  less  than  an  avenue  of  exit  of  fluid 
no  longer  held  by  the  cells,  and  close  ob- 
servers will  note  that  diuresis  precedes  or  ac- 
companies alkalosis,  due  either  to  loss  of 
hydrochloric  acid  from  prolonged  vomiting, 
or  excessive  use  of  certain  alkalis,  partic- 
ularlv  in  the  treatment  of  gastric  or  duo- 
denal ulcer.  At  autopsy  the  tissues,  espe- 
cially muscle,  resemble  a piece  of  smoked 
meat,  dry  and  stringy.  In  recent  years  ulcer 
powders  of  sodium  bicarbonate,  oxide  of 
magnesia,  and  bismuth,  have  been  largely 
replaced  by  calcium  preparations,  and  it  is 
in  these  cases  that  we  meet,  not  alkalosis,  but 
dehydration,  as  the  result  of  the  previously 
mentioned  action  of  calcium  in  decreasing 
cellular  water  content.  In  such  cases,  we 
may  see  extreme  manifestations  of  dehvdra- 
tion  with  alkalosis,  as  determined  by  blood 
C02  of  only  moderate  degree,  whereas  alka- 
losis alone  of  high  grade  mav  be  encountered 
without  the  severe,  uremic-like  dehydration. 

One  night  recently  I saw  a patient  who 
had  wakened  to-  find  himself  totally  blind. 
By  the  time  I reached  his  home  he  was  in 
coma,  and  in  the  ambulance  going  to  the 
hospital  he  had  three  convulsions.  He  was 
of  middle  age,  without  any  basis  for  such  a 
condition.  On  questioning,  his  wife  told  the 
following  facts.  For  a week  she  had  feared 
he  was  losing  his  eyesight  because  of  his 
driving.  Usually  a careful  driver,  he  had 


been  grazing  other  cars,  striking  curbs,  and 
cursing  other  drivers  for  their  incompetence. 
The  previous  night,  driving  three  miles  to 
their  home,  he  had  stopped  five  times  to 
urinate;  had  arisen  numerous  times  during 
the  night  for  the  same  purpose;  and  had 
finally  called  to  her  for  help,  unable  to  see 
a bright  light  directly  before  him.  Four 
weeks  previously  he  had  compared  symp- 
toms with  a neighbor  who  was  under  treat- 
ment for  ulcer;  invested  in  a large  quantity 
of  tri-basic  calcium  phosphate  and  calcium 
carbonate  which  he  had  mixed ; and  took  a 
heaping  teaspoon  ful  six  or  eight  times  daily. 
Blood  chemistry  revealed  C02  of  86  per 
cent  and  chlorides  of  310  mg.  per  100  c.c. 
Hydrochloric  acid  by  stomach  tube  and 
sodium  chloride  intravenously  were  begun 
and  skin  absorption  time  taken.  After  three 
hours  the  intradermal  wheal  was  still  palpa- 
ble and  salt  solution  given  subcutaneously 
was  not  absorbed  after  six  hours.  Retinal 
examination  revealed  normal  eye  grounds. 
Not  before  twelve  hours  did  the  degree  of 
coma  diminish,  during  which  time  he  had 
several  more  convulsions.  Forty-eight  hours 
later  he  could  read  the  largest  headlines  of 
the  newspaper;  skin  absorption  time  had 
been  reduced  to  ninety  minutes;  and  sub- 
cutaneous salt  solution  was  slowly  absorbed. 
After  ten  days  vision  was  practically  normal 
and  recovery  was  eventually  complete.  This 
condition  was  not  so  much  alkalosis  as  a 
true  dehydration;  not  a deprivation  of  fluid 
but  a true  inability  of  tissues  to  take  or  hold 
water — the  exact  rer^erse  of  edema.  The 
treatment  was  directed  partially  toward 
overcoming  the  moderate  degree  of  alkalosis, 
but  in  particular  to  those  methods  that  would 
produce  edema — that  is,  tissue  thirst,  with- 
out which  no  fluid  would  be  retained.  Thus 
dehydration,  in  its  true  sense,  is  a rather 
unusual  but  definite  condition,  the  exact  op- 
posite of  edema,  and  is  due  to  chemical  con- 
ditions which  render  the  cells  incapable  of 
retaining  fluids.  It  has  occurred  to  us  that 
one  method  of  attacking  edema,  especially  of 
the  cardiac  and  nephrotic  type,  would  be  to 
induce  dehydration  of  this  type.  Results  in 
the  few  cases  available  have  been  unsatis- 
factory because  of  inability  to  push  the  pro- 
cedure to  the  point  of  obtaining  a true  de- 
hydration, due  principally  to  the  failure  of 
the  patients  to  cooperate.  However,  if  the 
theories  supporting  the  conception  are  valid, 
it  should  prove  to  be  of  some  value. 
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Occiput  posterior  is  one  of  the  common  bugbears  of  obstetric  practice.  Much  has  been 
written  about  it  and  it  is  sometimes  looked  upon  as  a condition  always  requiring 
operative  interference.  It  is  with  the  purpose  of  dispelling  this  conception  and  at  the 
same  time  suggesting  a useful  and  relatively  non-traumatic  method  of  converting  to  an- 
terior position  those  cases  in  which  spontaneous  anterior  rotation  does  not  occur  that 
this  report  is  presented. 

Three  years  ago  I described  a method  of  manual  rotation  for  use  in  cases  in  which 
the  occiput  fails  spontaneously  to  undergo 


anterior  rotation.  This  has  been  of  great 
service  to  my  associates  and  myself  and  I 
wish  at  this  time  to  present  a further  con- 
sideration of  this  procedure  based  upon  a 
larger  number  of  cases.  Many  of  the  recent 
publications  upon  the  management  of  occi- 
put posterior  positions  advocate  a rather  ac- 
tive form  of  treatment,  intervention  being 
carried  out  at  stage  of  labor  which  is  too 
early  to  permit  spontaneous  anterior  rota- 
tion to  occur.  In  this  study  about  70  per 
cent  of  posterior  positions  spontaneously  be  - 
came anterior.  It  is  possible  that  this  num- 
ber would  be  slightly  increased  were  all 
cases  left  alone  a still  longer  time. 

The  dread  with  which  posterior  positions 
are  regarded  by  many  physicians  is  prob- 
ably based  upon  the  fact  that,  in  the  hands 
of  many  practitioners  of  deficient  obstetric 
training,  only  those  cases  are  recognized  as 
posterior  which  fail  to  rotate  and  never  re- 
quire operative  treatment.  Those  which  ro- 
tate spontaneously,  nearly  three  quarters  of 
the  entire  number,  escape  recognition.  As  it 
is  tbe  smaller  number  which  do  not  rotate 
anteriorly  which  cause  trouble,  the  condition 
is  regarded  with  a greater  dread  than  it  ac- 
tually merits. 

In  the  management  of  these  the  total  of 
maternal  and  fetal  injury  still  remains  far 
too  great  and  the  loss  of  infant  life  as  a re- 
sult of  various  forms  of  operative  delivery 
is  still  far  larger  than  it  should  be.  A large 
amount  of  morbidity  follows  the  traumatic 
deliveries  to  which  these  women  are  some- 
times subjected.  Much,  if  not  most,  of  this 
may  be  avoided. 

For  the  purpose  of  this  study  I have  dis- 
carded all  cases  upon  the  ward  service  and 
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have  not  considered  the  private  work  of  my 
associates  and  have  taken  only  private  cases 
delivered  by  myself  in  the  past  nine  years. 
These  number  1,565.  In  443  of  these  a pos- 
terior position  was  present,  or  27.1  per  cent. 
This  is  a larger  incidence  than  appears  in 
many  reports.  This,  I believe,  may  be  ex- 
plained by  the  fact  that,  as  all  the  cases 
were  private,  the  diagnosis  of  posterior  po- 
sition was  made  early  in  labor.  In  many 
services,  in  which  observations  are  made  and 
recorded  by  internes,  the  cases  in  which  an- 
terior rotation  occurs  spontaneously  are  re- 
corded as  anterior  positions  and  the  primary 
posterior  position  escapes  recognition. 


TABLE  i 


Total  number 

Posterior  position 

R.  O.  P 

L.  O.  P 


.1,565 
..  443- 
. 386 
. 57 


(27.1%) 


During  the  first  stage  of  labor  no  inter- 
ference should  be  attempted  unless  some  un- 
usual condition  demands.  Dilatation  should 
be  allowed  to  proceed  normally  and  should 
be  accomplished  by  the  forces  of  nature.  It 
is  a clinical  fact  that  labor  in  the  presence 
of  a posterior  position  tends  to  proceed 
more  slowly  and  the  obstetrician  should  not 
allow  the  woman  to  become  exhausted  phys- 
ically or  nervously.  The  management  of  la- 
bor in  occipito-posterior  positions  begins  in 
the  first  stage.  Pain  must  be  relieved  during 
the  first  stage  by  some  effective  method. 
The  woman  should  be  brought  into  the  sec- 
ond stage  with  her  physical  and  nervous 
forces  as  nearly  intact  as  possible.  If  possi- 
ble the  membranes  should  be  preserved  in- 
tact until  the  first  stage  is  complete  or  nearly 
so.  Only  rarely  will  completion  of  dilatation 
manually  or  by  Duhrssens  incisions  be  re- 
quired. These  procedures  should  only  be 
used  after  careful  weighing  of  indications. 

It  is  probable  that  in  many,  if  not  in 


December,  1934 


MANAGEMENT  OF  OCCIPUT  POSTERIOR— DANFORTH 


669 


most,  cases,  the  head  enters  the  pelvis  in  the 
transverse  position.  As  descent  proceeds,  the 
occiput  rotates  anteriorly  or  posteriorly, 
most  frequently  the  former.  The  most  de- 
pendent portion  of  the  presenting  part  tends 
to  rotate  anteriorly.  Flexion  is  often  defi- 
cient in  posterior  positions  and  this  may  ex- 
plain the  tendency  of  the  occiput  in  these 
cases  to  turn  toward  the  back. 

Certain  variations  in  the  pelvis  may  in- 
crease the  likelihood  of  a posterior  position. 
These  have  been  discussed  by  Thoms  and 
by  Caldwell  and  Molloy.  Melhado  suggests 
that  possibly  some  alteration  in  the  uterus 
itself  may  play  a part  and  refers  to  its  de- 
velopment from  the  bilateral  Mullerian 
tracts,  of  which  one  may  have  developed  less 
well  than  the  other.  It  is  not  desired  to  dis- 
cuss the  mechanism  extensively. 

At  the  beginning  of  the  second  stage  of 
labor  the  obstetrician  must  observe  the  fur- 
ther progress  of  labor  carefully.  It  is  de- 
sired that,  if  possible,  the  descent  and  ante- 
rior rotation  of  the  head  shall  proceed  nor- 
mally and  spontaneously.  The  labor  must 
not  be  permitted  to  proceed,  however,  so 
long  a time  that  a contraction  ring  develops. 
The  second  stage  should  never  be  allowed  to 
go  on  longer  than  three  hours,  and,  in  my 
own  work,  I rarely  wait  more  than  two 
hours.  In  our  experience  contraction  rings 
have  developed  in  less  than  two  hours  but 
this  is  unusual.  If  labor  is  permitted  to  con- 
tinue much  over  two  and  a half  hours  the 
danger  of  the  development  of  a contraction 
ring  becomes  notably  greater. 

It  should  be  emphasized,  and  the  figures 
shown  in  this  report  will  show,  that  opera- 
tive procedures  of  any  sort  for  the  correc- 
tion of  posterior  positions  are  needed  in  only 
a minority  of  cases. 

If  descent  and  anterior  rotation  occur, 
either  spontaneous  delivery  or  a simple  out- 
let forceps  terminates  the  labor.  This  oc- 
curred in  300  cases  or  69.03  per  cent.  It  is 
with  the  remainder  that  I am  concerned  in 
this  report. 

There  have  been  a number  of  ways  of 
dealing  with  posterior  positions  which  have 
achieved  popularity.  All  forms  of  operative 
intervention  must  await  the  completion  of 
dilatation. 

The  second  stage  proceeds,  in  many  cases, 
more  slowly  than  when  the  occiput  is  ante- 
rior. Burger  of  Budapest  points  out  that,  as 
the  anterior  wall  of  the  pelvis  is  shorter  than 
the  posterior,  when  the  presenting  part  has 


traversed  a given  distance  in  anterior  posi- 
tions it  is  nearer  the  pelvic  floor  than  it 
would  be  after  travelling  a similar  distance 
when  occupying  one  of  the  posterior  quad- 
rants. In  the  majority  of  cases  this  is  of 
little  moment  but  in  those  cases  in  which 
progress  is  slow  it  becomes  of  importance. 
Should  the  forces  of  labor  fail  before  de- 
scent and  anterior  rotation  are  accom- 
plished, operative  interference  must  be 
considered. 

Rotation  by  means  of  the  forceps  was  de- 
scribed by  Smellie  in  1790  and  rediscovered 
by  Scanzoni  in  the  latter  half  of  the  nine- 
teenth century.  This  procedure  requires  a 
double  application  of  forceps,  anterior  rota- 
tion and  descent  of  the  head  being  accom- 
plished at  the  same  time.  Bill  of  Cleveland 
has  suggested  a modification  of  this  proce- 
dure. Fie  makes  use  of  the  Tucker-McLane 
solid  bladed  forceps.  These  are  applied  to 
the  head  when  it  is  still  above  the  mid-plane, 
usually  soon  after  the  completion  of  dilata- 
tion. Rotation  is  accomplished  before  down- 
ward traction  is  begun,  if  necessary,  the 
head  being  displaced  slightly  upward  into 
the  plane  of  widest  diameters.  Double  ap- 
plication of  the  forceps  is  required  in  this 
procedure  as  in  the  Scanzoni  operation.  The 
operation,  after  the  second  application  of 
forceps,  is  completed  according  to  the  usual 
rules  of  forceps  technic.  On  account  of  the 
level  at  which  the  head  often  is,  many  oper- 
ators prefer  to  use  an  axis  traction  instru- 
ment. The  operation  is  not  one  which  can 
be  recommended  for  the  inexperienced  ob- 
stetric surgeon.  It  frequently  produces  ex- 
tensive high  vaginal  tears.  These  are  caused 
by  the  twisting  strain  to  which  the  vaginal 
walls  and  their  attachments  are  subjected. 
In  any  form  of  forceps  rotation  it  must  be 
remembered  that,  if  the  rotation  is  done 
while  holding  the  handles  of  the  instrument 
in  the  same  plane,  the  tips  of  the  instrument 
will  describe  a considerable  arc.  This  in- 
creases materially  the  danger  of  vaginal  in- 
jury. If  the  handles  of  the  instrument  be 
caused  to  pass  through  the  arc  of  a small 
circle  while  performing  the  rotation  the  tip 
of  the  instrument  will  remain  in  the  same 
plane,  thus  decreasing  the  leverage  to  which 
the  vaginal  wall  is  subjected.  Trial  with  the 
instrument  in  the  hands  will  illustrate  this 
and  indicate  the  size  of  the  arc  through 
which  the  handles  should  pass. 

In  some  clinics  Aversion  is  used  extensive- 
ly in  the  management  of  occiput  posterior. 
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This  seems  a rather  radical  procedure  for 
frequent  use.  It  has  a useful  though  not  fre- 
quent place  in  the  management  of  those 
cases  in  which  spontaneous  anterior  rotation 
does  not  occur  and  in  which  operative  rota- 
tion has  failed.  Its  frequent  employment  by 
those  of  small  experience  in  operative  ob- 
stetrics cannot  be  advocated.  When  manual 
rotation  has  failed,  version  is  a very  useful 
resource.  If  it  is  to  be  done  with  safety  the 
second  stage  must  not  be  allowed  to  con- 
tinue until  a retraction  ring  has  formed. 
Should  this  condition  be  encountered,  deep 
anesthesia  may  cause  it  to  disappear  or  be- 
come less.  The  suggestion  of  Rucker,  that 
in  such  cases  five  minims  of  adrenalin  be 
given  intramuscularly,  appears  to  be  of 
value.  I have  tried  it  in  four  cases,  in  which 
a retraction  ring  had  definitely  made  its  ap- 
pearance and  believe  that  it  was  of  material 
assistance.  In  cases,  also,  in  which  the  am- 
niotic  fluid  has  drained  away,  and  in  which 
it  is  necessary  to  perform  version,  the  sug- 
gestion of  Piper,  that  a weak  sterile  solution 
of  green  soap  be  injected  into  the  uterus  to 
replace  the  absent  fluid,  should  be  seriously 
considered.  This  may  easily  be  introduced 
through  a small  rectal  tube  carried  in  with 
the  hand  which  is  to  grasp  the  feet  to  turn 
the  child.  Three  to  five  hundred  cubic  cen- 
timeters may  be  used.  Such  experience  as  I 
have  had  with  this  procedure  has  been  satis- 
factory. If  the  second  stage  is  not  allowed 
to  continue  too  long,  a retraction  ring  will 
not  often  be  found. 

TABLE  II 
Management 

Spontaneous  rotation  and  delivery 1251 

Spontaneous  rotation  and  forceps 175)  ' 0 

Manual  rotation  and  forceps 98 

Version  only 14 

Failure  of  manual  rotation  and  forceps....  11 

Forceps  rotation  2 

Cesarean  (for  indications  other  than 
posterior  position)  _ 13 

My  procedure  of  election  is  a form  of 
manual  rotation  which  has  been  so  useful 
that  I wish  again  to  urge  its  merits.  In  most 
methods  of  manual  rotation  which  have 
been  described  it  is  necessary  to  use  either 
the  left  or  the  right  hand  to  perform  the  ro- 
tation, the  choice  of  hands  depending  upon 
the  side  upon  which  the  occiput  lies.  This 
brings  with  it  the  necessity  in  some  cases  of 
holding  the  occiput  in  the  anterior  position 
by  means  of  tenacula,  as,  if  the  hand  is  re- 
moved, it  tends  to  resume  its  original  posi- 


tion. Again,  in  some  cases  the  right  blade 
of  the  forceps  must  be  introduced  first. 
This  necessitates  an  awkward  readjust- 
ment of  the  blades  before  they  can  be 
locked.  By  the  method  which  I have  used 
it  has  been  possible  to  perform  the  rotation 
in  all  cases  with  the  right  hand  and  to  intro- 
duce in  all  cases  the  left  blade'of  the  forceps 
first,  thus  obviating  the  tendency  of  the 
head  to  turn  to  its  original  position  and  ren- 
dering it  possible  always  to  use  the  left  blade 
first. 

After  having  completed  the  rotation  with 
the  hand,  the  thumb  is  withdrawn,  leaving 
the  fingers  of  the  right  hand  in  contact  with 
the  lateral  aspect  of  the  head.  In  the  more 
frequent  R.  O.  P.  this  contact  of  the  fingers 
should  be  against  the  cheek  or  jaw  of  the 
infant.  If  the  rotation  has  been  done  from 
a left  posterior  position  it  should  be  against 
the  lateral  aspect  of  the  occiput.  This  pre- 
vents the  occiput  from  turning  back  to  its 
original  posterior  position. 

Rotation  should  not  be  attempted  before 
dilatation  is  complete  nor  should  it  be  done 
until  the  head  is  well  engaged.  If  interfer- 
ence becomes  necessary  before  engagement 
has  occurred  some  other  procedure  must  be 
chosen.  If  it  is  necessary  for  the  head  to 
mould  before  engagement  can  occur,  labor 
must  go  on  until  this  is  brought  about.  The 
elongation  of  the  head,  which  is  found  in 
marked  moulding,  often  causes  an  inexpe- 
rienced obstetrician  to  assume  that  the  head 
is  lower  in  the  pelvis  than  it  really  is.  This 
error  is  particularly  likely  to  occur  if  a well 
developed  caput  succedaneum  is  present,  as 
this  increases  the  length  of  the  moulded 
head  and  consequently  its  apparent  depth  in 
the  pelvis.  If  too  much  time  is  consumed  in 
the  process  of  moulding  and  engagement  it 
may  be  wiser  to  adopt  some  other  means  of 
delivery.  If  after  two,  or  at  most  two  and 
a half,  hours  of  active  second  stage  labor, 
rotation  has  not  occurred,  or  only  partial  ro- 
tation to  a transverse  position  has  taken 
place,  or  if,  as  occasionally  may  happen,  the 
occiput  has  rotated  into  the  hollow  of  the 
sacrum,  active  interference  is  indicated. 

The  position  of  the  head  should  always 
be  accurately  determined  by  palpation  of  the 
posterior  ear  so  that  one  may  begin  with 
an  accurate  knowledge  of  the  position. 

The  right  hand  then  grasps  the  head, 
spreading  the  fingers  as  widely  as  possible 
and  pronating  or  turning  the  hand  as  far  to 
the  left  as  possible  in  order  that,  when  the 
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forearm  is  again  supinated  or  turned  to  the 
right,  the  head  may  be  caused  to  rotate 
through  as  much  of  the  necessary  arc  as 
possible.  It  may  be  necessary  to  grasp  the 
head  a second  time  if  the  maneuver  is  not 
completed  with  the  first  grasp.  If  the  thin 
fetal  skull  gives  under  the  fingers  the  grasp 
may  be  shifted.  The  position  should  be 
slightly  over-corrected  so  that  the  occiput  at 
the  conclusion  of  the  maneuver  will  lie 
slightly  to  the  left  of  the  midline.  This  is  to 
allow  for  some  tendency  to  turn  back.  If 
the  head  will  not  rotate  easily  at  the  level 
at  which  it  lies  at  the  beginning  of  the 
maneuver  it  may  be  necessary  to  displace  it 
upward.  In  some  cases  this  has  been  done 
to  the  point  of  complete  disengagement. 
This  brings  with  it  the  risk  of  prolapse  of 
the  cord.  This  occurred  in  only  one  case.  If 
the  cord  prolapse  occurs  it  is  best  to  proceed 
to  immediate  version. 

While  the  rotation  of  the  head  is  being 
carried  out  with  the  right  hand  it  is  of  mate- 
rial advantage  to  push  the  shoulder  of  the 
infant  toward  the  maternal  midline  by  pres- 
sure of  the  left  hand  exerted  through  the 
right  side  of  the  mother’s  abdomen.  After 
completion  of  rotation  the  hand  of  the  oper- 
ator may  be  replaced  by  that  of  an  assistant 
or  a nurse,  who  will  maintain  pressure  until 
the  forceps  have  grasped  the  head  and  pre- 
vented resumption  of  the  posterior  position. 
In  an  occasional  case,  if  the  head  is  difficult 
to  move,  the  right  hand  may  be  passed  be- 
yond the  head  and  the  shoulder  may  be 
pushed  around.  This  is  only  exceptionally 
necessary. 

If  the  posterior  position  is  a left  one  the 
same  maneuver  serves.  The  movements  are 
reversed  and  the  abdominal  hand  pulls  rath- 
er than  pushes  the  shoulder  toward  the 
midline. 

It  should  be  emphasized  that  for  success- 
ful accomplishment  of  rotation  the  uterine 
musculature  must  be  relaxed.  This  requires 
an  ether  anesthetic.  To  accomplish  rotation 
when  the  fetal  body  and  head  are  firmly 
grasped  by  the  uterine  musculature,  is  often 
impossible,  and,  in  any  event,  requires  a 
very  much  greater  expenditure  of  force. 

It  is  remarkable  with  what  ease  the  head 
in  the  corrected  position  will  sometimes 
come  down.  Even  when  disengagement  of 
the  head  has  been  necessarv  re-engagement 
readily  takes  place.  This  is  easily  under- 
stood, as  the  moulding  which  has  already 
occurred,  if  a slight  disproportion  existed, 


has  caused  the  head  to  fit  the  pelvis.  It 
should  be  emphasized  again,  that,  if  mould- 
ing is  needed,  it  should  take  place  before 
rotation  is  attempted. 

If  manual  rotation  fails,  or  if,  after  ac- 
complishing it,  it  is  difficult  to  bring  down 
the  head  with  the  forceps,  version  should  be 
done.  One  should  not  persist  in  attempting 
to  do  something  which  is  obviously  difficult 
and  which  will  require  much  expenditure 
of  force. 

In  1,565  cases  there  were  443  posterior 
positions,  or  27.1  per  cent.  Of  these,  386 
were  right  posterior  and  57  left  posterior. 
Of  the  posterior  positions,  125  rotated  and 
delivered  spontaneously.  In  175  other  cases 
anterior  rotation  and  descent  occurred  and 
delivery  was  completed  by  a simple  outlet 
forceps.  In  69.03  per  cent  of  the  total  num- 
ber spontaneous  anterior  rotation  and  de- 
scent took  place,  followed  either  by  sponta- 
neous delivery  or  outlet  forceps.  This  seems 
to  be  a strong  argument  in  favor  of  at  least 
a degree  of  conservatism. 

The  procedure  described  above  was  car- 
ried out  successfully  in  98  cases,  delivery  be- 
ing immediately  accomplished  by  forceps. 
In  11  additional  cases  rotation  failed  and 
version  was  performed.  In  14  cases  version 
was  done  as  a primary  procedure,  manual 
rotation  not  being  attempted.  In  a recent 
case  in  which  version  was  done  as  a primary 
procedure,  as  the  membranes  had  ruptured 
early  in  labor  and  the  fluid  had  drained 
away,  600  c.c.  of  weak  sterile  green  soap 
solution  was  injected  into  the  uterine  cavity 
to  replace  the  absent  amniotic  fluid.  In  this 
case  the  version  seemed  quite  definitely  to 
be  facilitated  by  the  presence  of  the  soap 
solution.  In  two  cases  forceps  rotation  was 
done.  In  twelve  cases,  in  which  the  occiput 
lay  in  one  of  the  posterior  quadrants,  cesare- 
an section  was  done.  In  none  of  these  cases 
was  the  posterior  position  the  indication  for 
abdominal  delivery.  It  was  merely  an  inci- 
dental finding. 

TABLE  III 
Morbidity 


One  rise  to  100.4 

Total  number  65 — 14.8% 

Manual  rotation  12 

Version  8 


Spontaneous  delivery  or  low  forceps....  34 

The  morbidity  in  this  series  has  been  es- 
timated bv  a very  exacting  standard,  everv 
case  in  which  a temperature  of  100.4  ap- 
peared at  any  time  being  placed  in  the  mor- 


672 


ADVANCES  IN  NEURO-SURGERY— DAVIS 


Jour.  M.S.M.S. 


bid  list.  If  the  standard  suggested  by  the 
American  College  of  Surgeons  and  the  Brit- 
ish Medical  Association  were  followed,  the 
number  of  cases  in  the  morbid  list  would  be 
much  smaller.  This  standard  demands  that 
a case  should  he  considered  as  febrile  if  a 
temperature  of  100.4  appears  on  any  two 
consecutive  days,  excluding  the  first.  By  the 
more  rigorous  standard  stated  above  there 
were  14.8  per  cent  of  cases  included,  a total 
of  65.  In  17  cases  manual  rotation  had  been 
done,  in  8 cases  version,  while  in  34  delivery 
was  spontaneous  or  by  simple  outlet  forceps, 

TABLE  IV 
Mortality 


Maternal  , 0 

Fetal  1 


(one  premature  child) 

No  maternal  loss  of  life  occurred  in  this 
series.  Only  one  infant  was  lost.  This  was 
a premature  seven  months  infant  which  was 
delivered  spontaneously.  This  case  was  in- 
cluded in  a previous  report  made  of  this 
procedure.  No  infant  deaths  occurred  in  the 
additional  cases  which  appear  in  this  com- 
munication. The  great  majority  of  infant 
deaths  which  occur  in  operative  deliveries 
are  the  result  of  intracranial  hemorrhage. 
It  would  appear  that  this  complication  is 
well  avoided  by  this  method  of  delivery.  As 


has  already  been  explained,  if  the  soft  fetal 
skull  is  felt  to  give  under  the  rotating  hand 
the  grip  may  be  shifted  so  as  to  minimize 
cerebral  trauma  to  the  greatest  degree.  For- 
ceps are  not  applied  until  the  head  is  in  the 
position  in  which  it  may  be  caused  to  ad- 
vance with  the  least  application  of  force. 

One  noteworthy  advantage  of  this  proce- 
dure is  the  absence  of  high  vaginal  tears 
which  may  accompany  forceps  rotation.  In 
our  own  work  it  has  been  so  useful  that  the 
posterior  position  at  present  causes  little 
anxiety,  as  in  the  great  majority  of  cases  of 
failure  of  rotation,  or  of  partial  rotation 
into  the  transverse  position,  the  situation 
can  be  successfully  dealt  with. 

I would  emphasize  the  conditions  named 
in  my  first  paper: 

1.  The  head  must  be  engaged.  If  mould- 
ing is  needed,  interference  must  not  be  at- 
tempted until  it  has  taken  place. 

2.  Interference  must  precede  the  devel- 
opment of  a contraction  ring.  For  this  rea- 
son the  second  stage  must  not  be  allowed  to 
continue  too  long. 

3.  Relaxation  of  the  uterine  musculature 
is  essential.  Ether  anesthesia  is  needed. 
This  is  one  of  the  few  remaining  conditions 
in  obstetrics  in  which  ether  anesthesia  is 
still  essential. 
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Neurological  surgery  has  come  a long  way  since  the  first  removal  of  a spinal  cord 
tumor  by  McEwen  in  1888.  American  surgery  may  be  given  the  largest  part  of  the 


credit  for  the  advance  in  this  special  field  o 
attention  to  meticulous  details  in  diagnosis  a 
gical  one  and  the  danger  today,  it  seems  to  m 
logical  diagnostician,  or  is  skilled  in  neuropa 
eminently  fitted  to  practice  the  art  of  neuro- 
logical surgery  without  having  a surgical 
background,  or,  what  is  much  more  impor- 
tant, a surgical  conscience  and  surgical  judg- 
ment. As  in  every  type  of  surgical  therapy, 
it  should  be  the  aim  of  the  surgeon  to  re- 
store his  patient  to  as  near  the  normal  phys- 
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f surgery,  the  exact  nature  of  which  requires 
nd  technic.  The  field  is  fundamentally  a sur- 
, is  to  assume  that  if  one  is  a good  neuro- 
•hological  technic  and  diagnosis,  he  is  pre- 

iological  condition  as.  is  humanly  possible. 
To  do  this  to  the  best  of  one’s  ability  means 
the  employment  of  surgical  principles  which 
apply  just  as  forcibly  to  neurological  sur- 
gery as  they  do  to  general  surgery.  With- 
out belaboring  the  argument  further,  a 
neurological  surgeon  should  first  of  all  be 
a surgeon  and,  secondly,  a surgeon  who  has 
been  trained  in  neurological  diagnosis,  neu- 
rophysiology, neuro-anatomy  and  neuro- 
pathology. Tear  away  the  qualifying  word 
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neurological  in  that  statement  and  you  will 
find  the  basis  for  the  education  of  a sur- 
geon. 

Late  in  the  last  century  a young  man  who 
had  just  recently  finished  his  surgical  resi- 
dency at  the  Johns  Hopkins  Hospital  asked 
his  chief  if,  after  spending  some  time  in 
study  abroad,  he  might  return  to  handle  the 
neurosurgical  cases  which  came  to  that  hos- 
pital. Rather  grudgingly  he  was  told  that  he 
would  certainly  starve  to  death  but  if  he 
chose  there  would  he  no  objection.  Harvey 
Cushing’s  interest  in  the  surgery  of  the 
nervous  system  had  been  stimulated  by  a 
poor  negro  patient  who  had  been  shot  in 
the  back  and  as  a result  had  a paraplegia. 
After  removing  the  bullet  from  the  spinal 
canal,  Cushing  had  the  pleasure  of  watch- 
ing the  return  of  motion  and  sensation  in 
that  patient  to  the  point  of  complete  recov- 
ery. He  went  to  Kocher’s  laboratory,  where 
he  finished  a physiological  experiment  upon 
the  intracranial  pressure.  Sir  Victor  Hors- 
ley was  devoting  his  time  to  the  surgery  of 
the  nervous  system  in  England  and  Krause 
of  Germany  and  Hartley  of  New  York  had 
described  a surgical  operation  for  the  re- 
moval of  the  gasserian  ganglion  in  cases  of 
trigeminal  neuralgia,  but  there  were  no  well 
organized  clinics  in  neurological  surgery  to 
which  a young  surgeon  could  go.  With 
such  a comparatively  discouraging  start 
Cushing  embarked  upon  the  practice  of  his 
chosen  field,  but  only  after  a fine  training  in 
surgery.  After  going  to  Boston  his  clinic 
became  the  mecca  for  young  men  interested 
in  this  field  of  surgery  and  above  all  others 
he  has  served  as  the  stimulus  and  guiding 
genius  which  has  stamped  neurological  sur- 
gery as  pre-eminently  American.  To  him 
alone  must  go  the  credit  for  the  group  of 
neurological  surgeons  who  are  at  work  in 
this  country  and  abroad. 

It  would  he  impossible  to  cover  the  entire 
field  of  neurological  surgery  in  an  exhaus- 
tive manner  in  a brief  communication.  Per- 
haps you  may  be  interested  in  our  present 
conceptions  of  a few  of  the  experimental 
and  clinical  problems  with  which  my  asso- 
ciates and  I have  been  concerned  during  the 
past  few  years. 

PERIPHERAL  NERVES 

Peripheral  nerve  surgery  received  a great 
stimulus  from  the  experimental  and  clinical 
studies  which  were  made  during  and  fol- 
lowing the  Great  War.  Organized  groups 
of  investigators  carried  out  experiments 


upon  the  histological  features  of  degenera- 
tion and  regeneration,  and  in  addition  de- 
voted a great  deal  of  their  attention  to  the 
microscopic  and  clinical  results  which  might 
be  obtained  by  the  use  of  various  types  of 
nerve  transplants.  There  can  be  no  ques- 
tion that,  from  both  a microscopic  and  func- 
tional standpoint,  an  end-to-end  suture  is  the 
ideal  method  of  uniting  a divided  peripheral 
nerve.  However,  there  are  a group  of  cases 
even  in  civil  life  in  which  so  much  destruc- 
tion has  occurred  that  the  defect  in  the  con- 
tinuity of  the  nerve  cannot  be  bridged  by 
any  of  the  methods  in  common  use  to  effect 
an  end-to-end  union.  When  flexion  or  ex- 
tension of  adjacent  joints,  transposition  of 
the  nerve  from  its  normal  anatomical  course 
to  a shorter  one  fail  to  make  such  a union 
possible,  a serious  problem  in  surgical  pro- 
cedure is  presented.  Several  operations 
have  been  suggested,  such  as  nerve  crossing, 
cable  transplants,  suture  a distance,  nerve 
flap,  tubulization  and  nerve  transplantation. 
All  of  these  with  the  exception  of  nerve 
crossing  and,  possibly,  nerve  transplantation 
have  been  proven  to  he  very  definite  clinical 
failures.  In  peripheral  nerve  surgery,  nerve 
crossing  is  not  as  feasible  a.s  it  has  proven 
to  be  under  other  circumstances  because  the 
nerve  necessary  to  he  sacrificed  is  usually  as 
physiologically  important  as  the  one  to  be 
repaired. 

Although  nerve  transplantation  experi- 
ments upon  animals  have  proven  quite  suc- 
cessful, the  clinical  results  reported  in  the 
literature  have  not  been  as  promising.  This 
is  due  to  the  fact  that  the  largest  number 
of  the  patients  operated  upon  by  transplan- 
tations were  observed  during  and  imme- 
diately following  the  Great  War.  The  con- 
ditions under  which  the  operations  were  per- 
formed were  far  from  ideal ; the  patients 
have  not  been  followed  accurately ; observa- 
tions were  made  for  the  most  part  by  men 
not  trained  in  neurological  examinations,  or 
by  individuals  who  had  not  examined  the 
patient  previously  and  had  not  witnessed  the 
operation.  Again,  criteria  of  the  success  of 
peripheral  nerve  operations  vary  greatly  be- 
tween various  individuals.  Recovery  of  pin 
prick  sensation  accompanied  by  a proto- 
pathic  response,  which  occurs  very  early  in 
many  cases  in  the  anatomical  distribution 
of  the  in  hired  nerve,  has  been  interpreted 
as  clinical  evidence  of  regeneration.  Yet, 
Pollock  has  proven  very  definitely  that  such 
is  not  the  case,  but  that  it  is  evidence  only 
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of  sensory  overlap  from  the  adjacent  unin- 
jured nerves.  Many  case  reports  of  recov- 
ery of  motor  function  following  peripheral 
nerve  suture  or  transplantation  are  in  the 
literature  which  are  invalidated  because  the 
movements  recorded  are  those  of  supple- 
mentary motility  produced  by  unparalyzed 
muscles.  Therefore,  it  may  be  said  that  no 
true  picture  now  exists  concerning  our 
knowledge  of  the  failure  or  success  of 
nerve  transplantation  and,  perhaps,  even  of 
end-to-end  suture. 

In  an  effort  to  add  some  knowledge  to 
this  subject  of  nerve  transplantation,  experi- 
ments were  carried  out  upon  animals.  A 
portion  of  the  sciatic  nerve  was  removed, 
varying  from  two  to  four  inches  in  length, 
and  then  resutured  into  the  nerve  trunk.  In 
some  instances  the  transplant  was  reversed 
and  in  other  animals  a transplant  was  ob- 
tained from  the  sciatic  nerve  of  another 
animal  of  the  same  species.  We  found  that 
whereas  nerve  fibers  passed  through  the 
proximal  suture  line  very  readily  and  could 
be  found  within  the  nerve  transplant,  by  the 
time  they  reached  the  distal  suture  line  so 
much  scar  tissue  had  formed  that  they  were 
turned  back  and  blocked.  Consequently, 
after  varying  intervals  of  time,  dependent 
entirely  upon  the  length  of  the  transplant, 
we  re-operated  upon  the  animals,  resected 
the  distal  suture  line  and  again  sutured  it. 
We  then  found  later  that  the  nerve  fibers 
passed  completely  through  the  transplant 
and  into  the  distal  segment  of  the  nerve 
trunk.  We  believe  this  may  very  logically 
be  the  cause  for  the  poor  results  reported 
following  nerve  transplantation,  because 
after  an  exhaustive  search  of  the  literature 
we  have  been  unable  to  find  any  reference 
to  the  employment  of  such  a procedure. 

Only  recently  we  have  had  an  opportunity 
of  using  this  method  in  the  case  of  a patient 
whose  tibial  nerve  was  injured  in  an  acci- 
dent with  a cultivator.  A defect  of  three 
inches  in  the  continuity  of  the  nerve  just 
above  the  ankle  could  not  be  bridged  by  any 
method.  A transplant  was  used  from  the 
sciatic  nerve  of  an  individual  whose  leg  had 
been  amputated.  About  100  days  after  the 
first  operation,  the  second  stage  was  per- 
formed. The  transplant  was  in  excellent 
condition,  had  not  shrunken  in  size  and  the 
proximal  suture  line  showed  a satisfactory 
gross  appearance.  Sufficient  time  has  not 
elapsed  to  be  able  to  report  upon  the  func- 
tional results  in  this  patient. 


FACIAL  NERVE 

Of  the  cranial  nerves,  the  facial  or 
seventh  nerve  is  the  one  most  commonly  in- 
jured. Stab  or  gunshot  wounds,  and  inad- 
vertent division  of  the  nerve  during  a mas- 
toid operation  are  the  most  frequent  eti- 
ological factors.  In  only  a very  few  cases 
can  an  end-to-end  suture  be  employed  to  re- 
pair the  nerve  and  recourse  must  be  had  to 
other  methods.  Here,  in  contradistinction 
to  the  peripheral  nerves,  the  method  of 
nerve  crossing  may  be  used  without  fear  of 
producing  more  damage  than  benefit. 

A review  of  the  many  experimental  and 
clinical  reports  upon  the  repair  of  facial 
nerve  lesions  in  the  literature  emphasizes 
the  fact  that  the  spinal  accessory  and  hypo- 
glossal nerves  have  been  the  two  cranial 
nerves  most  frequently  and  successfully 
used  in  such  operations.  I have  operated 
upon  four  such  cases,  in  three  of  which  I 
have  anastomosed  the  hypoglossal  and  facial 
nerves  and  in  the  other  a spinal  accessory- 
facial  nerve  crossing  was  performed.  I am 
quite  comdnced  that  the  results  obtained 
with  the  hypoglossal  nerve  are  superior  to 
those  which  followed  the  use  of  the  spinal 
accessory  nerve.  In  any  case,  however,  it  is 
extremely  important  that  the  tone  of  the 
facial  muscles  be  preserved  so  that  when  the 
nerve  fillers  have  regenerated,  an  effector 
mechanism  will  exist  and  be  in  readiness  to 
carry  out  the  impulses  transmitted  to  the 
muscles.  Consequently,  immediately  fol- 
lowing a facial  nerve  paralysis  one  of  two 
methods  should  be  employed.  A simple  ad- 
hesive tape  splint  should  he  worn  to  hold  the 
muscles  up  and  keep  them  from  sagging,  or 
a facial  transplant  should  be  placed  into  the 
subcutaneous  tissues  attached  from  the 
zygomatic  process  to  the  angle  of  the  mouth 
and  the  lips.  In  neglected  cases  the  latter 
procedure  should  be  employed  immediately. 
I believe  that  the  final  result  following  the 
nerve  anastomosis  will  be  more  successful  if 
the  combination  of  fascial  transplant  and 
nerve  crossing  operations  be  used.  There 
is  little  or  no  discomfort  to  the  patient  as  a 
result  of  the  atrophy  of  the  tongue  which 
follows  section  of  the  hypoglossal  nerve. 

The  first  evidence  of  return  of  function  to 
the  facial  muscles  will  be  noted  after  about 
six  to  eight  months,  when  the  tone  of  the 
muscles  begins  to  improve  and  it  is  noted 
that  the  facial  asymmetry  is  less  marked. 
This  occurs  first  usually  in  the  orbicularis 
oculi  muscle  and  later  in  the  lower  facial 
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muscles.  Recovery  may  require  eighteen 
months  to  two  years  and  in  one  patient  oper- 
ated upon  definite  evidences  of  progress  are 
to  be  seen  twenty-two  months  following  the 
operation.  At  the  beginning  contractions 
of  the  facial  muscles  accompany  movements 
of  the  tongue.  Later  the  patient  learns  to 
dissociate  these  movements  successfully. 
During  all  of  the  period  of  recovery  regular 
and  intensive  physical  therapy  should  be 
employed.  Gentle  massage  and  electrical 
stimulation  to  the  facial  muscles  play  a very 
important  role  in  recovery  here  as  well  as  in 
peripheral  nerve  surgery. 

In  view  of  the  mediocre  results  reported 
in  the  use  of  large  nerve  trunks  as  trans- 
plants in  the  repair  of  defects  in  peripheral 
nerves,  it  is  difficult  to  believe  that  a trans- 
plant can  be  laid  between  the  divided  ends 
of  the  facial  nerve  in  its  bony  canal  and  be 
followed  by  the  successful  results  which 
have  been  reported  in  the  literature  recently. 
Certainly  the  surgical  field  is  a small  and 
difficult  one  and  there  is  no  reason  to  believe 
that  scar  tissue  would  not  block  the  down- 
growing axons  of  the  facial  nerve  even  to  a 
greater  extent  than  is  true  in  peripheral 
nerve  transplants,  since  no  direct  end-to-end 
apposition  is  made  between  the  nerve  and 
the  transplant. 

TRIGEMINAL  NEURALGIA 

Although  it  was  described  accurately  as 
a clinical  entity  in  1776  by  John  Fothergill, 
the  surgical  treatment  of  trigeminal  neural- 
gia has  a more  recent  history.  The  early 
attempts  to  attack  the  gasserian  ganglion  by 
a procedure  which  involved  resection  of  the 
zygomatic  process  were  attended  by  an  enor- 
mous and  prohibitive  mortality.  As  a re- 
sult, palliative  procedures  such  as  alcoholic 
injections  and  resection  of  the  peripheral 
branches  of  the  nerve  became  popular.  Un- 
fortunately, neither  of  these  methods  pro- 
duced a permanent  relief  from  the  pain  and 
the  patients  always  returned  complaining 
bitterly.  Then  in  1890,  Hartley  and  Krause 
almost  simultaneously  proposed  the  ap- 
proach to  the  ganglion  through  the  temporal 
bone  which  formed  the  basis  for  the  present- 
day  highly  successful  operation  which  in 
the  hands  of  trained  neurological  surgeons 
entails  an  operative  mortality  of  less  than 
one  per  cent.  As  you  know,  the  present 
operation  consists  in  dividing  the  sensory 
root  posterior  to  the  gasserian  ganglion,  a 
procedure  suggested  by  Spiller  of  Philadel- 


phia, who  demonstrated  that,  since  the  fibers 
had  no  neurilemmal  sheaths  as  they  entered 
the  pons,  regeneration  could  never  take 
place.  Refinements  in  technic  have  been  de- 
veloped so  that  it  has  become  possible  to 
perform  a subtotal  division  of  the  sensory 
root  which  allows  one  to  conserve  those 
divisions  of  the  nerve  not  involved  and  to 
preserve  intact  the  motor  root  which  inner- 
vates the  pterygoid  and  masseter  muscles. 

Recently  it  has  been  suggested  that  the 
sensory  root  should  be  exposed  by  a sub- 
occipital  craniotomy  because  division  of  the 
root  in  the  region  of  its  entrance  zone  into 
the  pons  is  followed  by  a loss  of  the  pain, 
but  there  is  no  resulting  loss  of  sensation. 
If  this  were  true  it  would  indeed  be  an  ideal 
operation.  Experimental  and  clinical  facts 
are  in  evidence  which  speak  strongly  against 
such  a supposition.  It  is  an  axiom  that  sev- 
erance of  nerve  fibers,  whether  they  be  sen- 
sory or  motor  in  character,  is  followed  by  a 
loss  of  that  function.  Such  results  might 
well  be  possible  if  within  the  sensory  root 
of  the  trigeminal  nerve  there  were  an  ar- 
rangement of  fibers  in  a topographic  man- 
ner. It  has  been  shown  rather  conclusively 
by  the  work  of  Gasser  and  Erlanger,  Ran- 
son,  Ingvar  and  others  that  unmyelinated 
and  the  smallest  myelinated  nerve  fibers  con- 
duct pain  stimuli,  while  the  larger  myelin- 
ated fibers  conduct  touch  stimuli.  With  these 
facts  in  mind,  cross  sections  of  the  sensory 
root  of  the  trigeminal  nerve  from  both  cats 
and  human  being  were  studied.  It  was  found 
that  the  small  and  large  fibers  are  more  or 
less  regularly  intermingled  without  any  defi- 
nite arrangements  into  topographic  division. 
This  was  true  in  the  sections  near  the  gan- 
glion as  well  as  in  those  near  the  brain  stem. 
From  this  experimental  work,  it  was  con- 
cluded that  there  is  no  physiologic  founda- 
tion for  an  operation  aimed  at  the  differen- 
tial interruption  of  certain  functions  by  par- 
tial section  of  the  sensory  root  near  the 
brain  stem.  From  a study  of  the  develop- 
mental and  gross  anatomy  of  the  sensory 
root  of  the  fifth  nerve  in  the  human,  it  is  ob- 
vious that  the  fibers  which  come  from  the 
various  divisions  of  the  ganglion  occupy 
a definite  position  in  the  root  in  the  region 
of  its  entrance  zone  into  the  pons.  The 
fibers  from  the  ophthalmic  division  lie  in 
the  inferior  and  medial  position;  those 
from  the  mandibular  division  occupy  the  su- 
perior and  lateral  position;  and  those  from 
the  maxillary  division  occupy  the  interme- 
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diate  zone.  In  a series  of  degeneration  ex- 
periments which  were  performed,  it  seems 
quite  evident  that  division  of  the  inferior 
portion  of  the  sensory  root  at  its  entrance 
into  the  pons,  as  has  been  suggested,  would 
sever  the  fibers  of  the  ophthalmic  portion  of 
the  ganglion.  If  three:- fourths  of  the  infe- 
rior portion  of  the  root  were  severed  by  a 
suboccipital  approach,  as  has  been  recom- 
mended, most  of  the  maxillary  and  a few 
of  the  mandibular  fibers  would  also  be  sac- 
rificed. On  the  other  hand,  if  only  a small 
section  of  the  inferior  portion  of  the  root 
were  made,  a small  number  of  the  ophthal- 
mic fibers  would  be  severed  and  a rather 
large  proportion  of  the  mandibular  and 
maxillary  fibers  would  be  left  intact.  Only 
under  this  condition,  in  the  light  of  our  in- 
vestigations, is  it  conceivable  that  sensation 
can  be  conserved  over  most  of  the  area  sup- 
plied by  the  trigeminal  nerve.  It  remains 
to  be  proved  whether  or  not  the  pain  of  tri- 
geminal neuralgia  can  be  relieved  perma- 
nently under  such  conditions. 

SENSATION  OF  TRANSPLANTED  SKIN 

An  interesting  and  fertile  field  for  the 
study  of  problems  in  sensation  may  be  found 
in  the  records  of  the  returns  of  sensation  to 
transplants  of  skin.  Although  the  oppor- 
tunities have  been  present  for  a long  time, 
there  are  but  few  scattered  reports  upon  the 
subject  in  the  literature.  It  has  been  my 
good  fortune  to  have  been  associated  with 
Dr.  Allen  B.  Kanavel  and  his  pupils  who 
have  followed  him  in  the  study  of  the  surgi- 
cal problems  of  the  hand.  As  a result  dur- 
ing the  past  fourteen  years,  it  has  been  pos- 
sible to  study  repeatedly  the  pedicle,  free 
full  thickness  and  Thiersch  grafts  of  skin 
which  they  have  transferred  from  various 
portions  of  the  body.  All  of  these  trans- 
plants were,  of  course,  completely  severed 
from  their  nerve  supply.  Some  were  placed 
over  areas  the  nerve  supply  of  which  had 
been  severed  by  the  original  injury  and  it 
became  interesting  to  determine  whether 
sensory  overlap  occurred  in  the  transplants 
of  skin  as  it  does  normally. 

Briefly,  it  can  be  said  that  sensation  re- 
turns to  skin  transplants  in  a definite  and 
unvarying  manner.  Sensibility  to  pin  prick 
returns  first,  followed  closely  by  cold  and 
then  later  by  tactile  sensation.  Almost  in- 
variably the  patient  experiences  an  unpleas- 
ant, very  painful  sensation  early  in  the 
course  of  the  return  of  pin  prick  sensibility 


This  reaction  is  analogous  to  that  described 
by  Henry  Head  as  protopathic  sensation. 
As  tactile  sensibility  recovers,  this  proto- 
pathic response  disappears  until  finally  sen- 
sation to  pin  prick  is  appreciated  in  a normal 
manner.  The  pattern  of  return  of  sensation 
proceeds  from  the  periphery  of  the  trans- 
plant and  advances  distally.  This  pattern 
is  modified  if  the  transplant  has  been  placed 
over  an  area  part  of  which  has  a normal 
nerve  supply  and  the  rest  of  which  is  insen- 
sitive. Under  such  circumstances  the  ad- 
vance of  sensation  comes  only  from  that 
portion  of  the  transplant  which  lies  over  the 
innervated  area.  It  has  been  our  experience 
that  return  of  sensibility  occurs  more  com- 
pletely and  sooner  in  the  pedicle  flaps  than 
in  free  full  thickness  or  Thiersch  grafts,  but 
the  rapidity  of  return  also  depends  upon 
the  amount  of  subcutaneous  tissue  which  is 
included  in  the  transplant.  The  early  ped- 
icle transplants  which  were  thick  showed  a 
much  slower  return  of  sensibility. 

Evidence  is  difficult  to  present  as  to  the 
exact  manner  in  which  the  nerve  fibers  grow 
into  the  transplants  but  we  have  some  rea- 
son to  believe  that  the  regenerating  fibers 
do  not  enter  protoplasmic  bands  within  the 
transplant.  It  is  more  likely  that  they  enter 
the  transplanted  skin  as  naked  unmyelinated 
fibers,  which  explains  the  character  of  the 
early  response  to  pin  prick  stimulation, 
which  disappears  as  myelin  sheaths  are  ac- 
quired. 

VISCERAL  SENSATION 

Some  years  ago  while  at  work  in  Ran- 
son’s  laboratory,  it  became  of  some  interest 
to  know  whether  or  not  painful  impulses 
from  the  viscera  traveled  over  the  same 
pathways  within  the  spinal  cord  as  somatic 
painful  impulses.  Ranson  and  his  workers 
had  proved  that  somatic  painful  impulses 
enter  the  spinal  cord  through  the  lateral  di- 
vision of  the  posterior  spinal  roots  and  then 
ascend  in  the  spinal  cord  within  the  lateral 
columns  of  the  white  matter. 

Stimulation  of  the  thoracic  sympathetic 
trunk  was  used  as  a method  of  producing 
visceral  afferent  impulses.  It  was  found  that 
although  impulses  entered  the  spinal  cord 
through  the  posterior  spinal  roots,  they  were 
conducted  upward  by  relays  of  short  spinal 
paths  with  synapses  in  the  gray  matter  of  the 
spinal  cord  and  that  only  a complete  trans- 
verse section  of  the  spinal  cord  would  oblit- 
erate them.  It  was  realized  that  these  ex- 
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periments  should  be  repeated,  using  stimuli 
more  closely  analogous  to  physiological  vis- 
ceral impulses.  Dilation  of  the  cystic  duct 
and  gall  bladder  was  accomplished  by  a rub- 
ber balloon  and  this  procedure  was  accom- 
panied by  marked  inhibition  of  respiration, 
vomiting,  struggling  and  other  evidences  of 
pain.  The  results  which  were  obtained  were 
identical  in  every  respect  with  the  earlier  ex- 
periments. 

These  experimental  facts  have  a definite 
and  direct  application  in  clinical  surgery. 
For  several  years,  anterolateral  sections  of 
the  spinal  cord  have  been  performed  for  the 
relief  of  intractable  pain.  Although  these 
chordotomy  operations  relieved  pain  of  so- 
matic origin,  the  pain  of  the  visceral  crises 
of  tabes  dorsalis,  for  example,  was  un- 
affected. In  other  words,  if  the  section  is 
limited  to  the  anterolateral  tracts,  visceral 
pain  will  not  be  relieved,  but  if  the  section  be 
carried  deeper  to  include  the  gray  matter, 
visceral  pain  may  be  relieved  successfully. 

It  was  quite  natural  to  become  interested 
in  the  mechanism  of  the  reference  and  rec- 
ognition of  pain  from  visceral  disease  in  the 
periphery.  A number  of  theories  exist  for 
the  explanation  of  just  why,  for  example, 
the  pain  of  gall  bladder  colic  is  referred  to 
the  scapular  area.  It  has  been  proven  that 
the  original  idea  of  Lennander  that  all  vis- 
ceral pain  was  mediated  through  the  parietal 
peritoneum  was  incorrect.  Ross  has  stated 
that  either  true  visceral  pain  may  be  pres- 
ent alone  or  it  may  occur  in  association  with 
pain  in  the  skin,  muscles  and  connective  tis- 
sue innervated  by  the  same  spinal  segments. 
Another  theory  accounted  for  pain  in  vis- 
ceral disease  as  purely  reflex  in  origin.  Im- 
pulses were  traced  through  the  afferent 
fibers  of  the  vegetative  nervous  system  to  the 
spinal  cord,  where  it  was  stated  that  radia- 
tion occurred  along  the  sensory  tracts  to  the 
abdominal  wall.  Spiegel  states  that  the  im- 
pulses pass  to  the  posterior  horns  of  the  gray 
matter  of  the  spinal  cord  and  are  there  dif- 
fused to  the  roots  of  the  corresponding  so- 
matic nerves.  Among  others,  Henry  Head 
believes  that  in  visceral  disease  a form  of 
irritation  is  produced  in  the  spinal  cord  and 
that  sensory  impulses  from  other  parts  pass- 
ing into  this  segment  are  so  exaggerated  as 
to  be  painful. 

Recently,  Weiss  and  Davis,  and  Lemaire 
have  been  able  to  relieve  the  pain  of  angina 
pectoris,  gall  bladder  colic  and  other  intra- 
abdominal lesions  by  the  subcutaneous  infil- 


tration of  procaine  hydrochloride  solution  in 
the  peripheral  area  to  which  the  pain  is 
referred.  Pollock  and  I have  some  experi- 
mental evidence  to  support  these  clinical  ob- 
servations in  that  the  evidences  of  pain  pro- 
duced in  an  animal  by  dilation  of  the  cystic 
duct  are  definitely  altered  by  section  of  the 
intercostal  nerves.  As  a result  of  other  ex- 
periments, the  details  of  which  need  not  be 
given  here,  Pollock  and  I have  suggested 
that  visceral  painful  impulses  produce  ef- 
ferent cutaneous  reflex  effects,  which  in 
turn  liberate  a metabolite  in  the  skin  which 
is  painful.  These  painful  impulses  are  in 
turn  carried  into  the  cord  and  to  conscious- 
ness over  the  well  known  somatic  afferent 
pathways. 

Emphasis  on  the  role  of  the  sympathetic 
nervous  system  in  the  production  of  pain 
has  resulted  from  the  clinical  reports  of  the 
relief  of  such  types  of  pain  as  angina  pec- 
toris, causalgia  and  other  abdominal  pains 
by  various  surgical  operations.  For  ex- 
ample, Jonnesco  has  relieved  the  pain  of 
angina  pectoris  by  the  removal  of  the  mid- 
dle, inferior  cervical  and  first  thoracic  gan- 
glions of  the  left  sympathetic  chain.  Abdom- 
inal pains  have  been  relieved  by  section  of 
the  abdominal  sympathetic  nerves,  and  the 
sacral  portion  of  the  sympathetic  trunk  has 
been  resected  for  the  relief  of  pain  in  in- 
operable carcinoma  of  the  uterus.  Although 
pain  may  be  produced  by  stimulation,  or 
relieved  by  severance  of  suitable  parts  of 
the  sympathetic  nervous  system,  there  is  no 
agreement  as  to  the  physiologic  mechanism 
involved.  Painful  impulses  may  be  con- 
ducted along  the  sympathetic  nerve  fibers,  or 
the  viscero-motor  or  other  reflex  activities 
may  produce  conditions  which  in  turn  are 
responsible  for  conscious  pain.  On  the  other 
hand,  both  mechanisms  may  be  present. 

In  a series  of  experiments  to  determine 
the  role  of  the  sympathetic  fibers  in  the  pro- 
duction of  pain  in  the  face,  Pollock  and  I 
found  that  ( 1 ) stimulation  of  the  cervical 
sympathetic  trunk  does  not  produce  pain 
and  that  (2)  stimulation  of  the  superior  cer- 
vical Sympathetic  ganglion  produces  pain. 
The  latter  fact  holds  true  after  section  of  a 
large  number  of  anterior  and  posterior  spi- 
nal roots,  beginning  with  the  first  cervical 
segment.  It  is  also  true  after  section  of  the 
anterior  spinal  roots  and  section  of  the  sen- 
sory root  of  the  trigeminal  nerve.  Pain 
could  not  be  produced,  however,  by  stimula- 
tion of  the  isolated  ganglion  after  section 
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of  the  posterior  spinal  roots  and  the  sensory 
root  of  the  trigeminal  nerve.  It  is  probable, 
therefore,  that  stimulation  of  the  superior 
cervical  sympathetic  ganglion  produces  an 
effect  which  is  carried  by  way  of  postgan- 
glionic efferent  fibers  to  the  structures  in- 
nervated by  the  sympathetic  fibers.  These 
efferent  impulses  produce  an  effect  on  the 
skin  and  other  structures  the  exact  nature 
of  which  is  as  yet  unknown.  It  is  quite  pos- 
sible that  this  effect  is  linked  with  the  sym- 
pathetic innervation  of  the  blood  vessels  and 
that  a metabolite  is  liberated  which  in  turn 
stimulates  the  ordinary  sensory  nerve  end- 
ings of  the  fifth  nerve.  This  impulse  is  then 
transmitted  centrally  and  is  recognized  as 
pain.  The  relief  of  pain  of  visceral  disease 
elsewhere  in  the  body  by  severing  sympa- 
thetic fibers  may  very  well  be  upon  an  anal- 
ogous basis. 

SURGERY  OF  SYMPATHETIC  NERVOUS  SYSTEM 

The  sympathetic  system  was  discovered 
only  recently  by  the  surgeon  and,  although 
surgical  empiricism  may  be  fraught  with 
danger,  in  some  instances  it  has  provided 
the  stimulus  for  sound  physiological  work 
which  has  either  corroborated  or  disproved 
the  rationale  of  a given  operation.  The 
most  recent  wave  of  surgical  interest  in  the 
autonomic  nervous  system  dates  from  the 
conception  that  spastic  paralysis  might  be  re- 
lieved by  section  of  the  sympathetic  supply 
to  the  involved  limbs.  That  this  was  a mis- 
conception has  been  proved  by  a large  num- 
ber of  investigators  in  both  clinical  and  ex- 
perimental fields.  However,  it  was  noted 
that  the  skin  of  the  extremities  became 
warmer  after  such  an  operation  and  if  the 
removal  of  sympathetic  supply  was  com- 
plete this  effect  would  persist.  Consequently, 
attention  was  directed  to  the  vascular  dis- 
eases of  the  extremities  the  pathogenesis  of 
which  was  little  understood,  and  the  classi- 
fication confused ; but  the  treatment  of 
which  was  uniformly  unsuccessful.  The 
fever  test,  injection  of  peripheral  nerves, 
and  other  methods  now  provide  accurate 
means  of  determining  before  operation 
whether  or  not  sympathectomy  will  ’be  fol- 
lowed by  vasodilatation.  Certainly  it  has 
been  well  established  that  periarterial  sym- 
pathectomy will  not  remove  the  sympathetic 
nerve  supply  to  a vessel  except  in  the  local 
segment  operated  upon.  Therefore,  removal 
of  ganglia  or  the  sympathetic  trunks  are  the 
types  of  operation  which  offer  the  most  suc- 
cessful results  in  this  group  of  cases. 


Just  how  far  surgical  attacks  upon  the 
sympathetic  nervous  system  may  go  is  hard 
to  say,  particularly  if  we  think  in  terms  of  a 
few,  as  yet  uncompleted,  experimental  facts 
which  I wish  to  present  to  you  in  conclu- 
sion, concerning  the  interrelation  between 
the  various  glands  of  internal  secretion,  the 
autonomic  system  and  carbohydrate  metab- 
olism. 

Interest  in  the  pituitary  gland  was  stim- 
ulated greatly  by  the  work  of  Cushing,  first 
in  the  experimental  laboratory  and  later  in 
his  clinic.  Later,  ‘Philip  Smith,  working 
with  rats,  was  able  to  show  that  if  he  re- 
moved the  hypophysis  without  injury  to1  the 
neighboring  structures  he  produced  an  ani- 
mal far  below  weight,  of  diminutive  stature, 
with  atrophied  testicles  and  atrophy  of  the 
other  glands  of  internal  secretion,  particu- 
larly the  thyroid.  If,  on  the  other  hand,  he 
produced  a lesion  of  the  tuber  cinerum  the 
rat  became  enormously  obese.  There  fol- 
lowed also  a hypogonadism  but  the  other  en- 
docrine glands  remained  normal.  Smith  and 
also  Evans  were  able  to  produce  in  rats  the 
symptoms  of  gigantism  and  acromegaly  by 
feeding  anterior  lobe  extracts  daily.  The 
importance  of  these  experiments  in  connec- 
tion with  the  clinical  symptoms  of  hypo- 
pituitarism and  hyperpituitarism  character- 
ized by  acromegaly,  gigantism  and  Froeh- 
lich’s  syndrome  cannot  be  overemphasized. 

Recently,  Houssay  reported  a group  of 
experiments  on  dogs  in  which  he  removed 
the  hypophysis  and  then  later  performed  a 
pancreatectomy  on  the  animal.  To  the  as- 
tonishment of  scientists  those  hypophysec- 
tomized  animals  did  not  develop  a diabetes 
mellitus  as  do  otherwise  normal  animals. 
Houssay  was  able  to  show  that  if  he  later 
fed  these  hypophysectomized-pancreatecto- 
mized  dogs  anterior  pituitary  lobe  extract  he 
could  produce  a hyperglcemia  and  glycosuria 
of  extremely  high  grade. 

The  controversy  as  to  whether  or  not  the 
effects  produced  following  experimental 
hypophysectomy  are  due  to  removal  of  the 
gland  or  to  injury  of  adjacent  parts  of  the 
mid-brain,  such  as  the  tuber  cinerum,  has 
been  a long  and  bitter  one.  There  is  no 
question  but  that  it  is  difficult  to  remove  the 
hypophysis  experimentally  in  animals  unless 
one  chooses  the  lower  vertebrates  for  exper- 
imentation. In  the  dog  or  cat  it  is  a difficult 
procedure.  Therefore,  we  have  undertaken 
a series  of  experiments  in  which  we  have 
made  lesions  of  the  hypothalmus,  that  is  in 
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the  tuber  cinerum,  with  the  Clark-Horsley 
stereotaxic  instrument.  This  is  a device  by 
which  a minute  electrolytic  lesion  may  be 
placed  at  any  point  within  the  entire  brain 
by  the  adjustment  of  micrometer  scales  and 
the  use  of  an  anatomical  chart  prepared  in 
Ranson’s  laboratory  for  the  cat’s  brain. 
Such  lesions  were  made  and  after  the  ani- 
mals had  completely  recovered  and  the  blood 
sugars  were  normal,  the  pancreas  was  re- 
moved completely.  Whereas,  in  the  normal 
cat,  following  removal  of  the  pancreas,  a 
very  high  blood  sugar  results  immediately 
and  the  animal  dies  unless  kept  upon  large 
doses  of  insulin,  such  animals  ran  normal 
blood  sugars  on  a standard  laboratory  diet. 
The  very  careful  serial  neuropathological 
sections  of  these  animals’  brains  showed  no 
lesions  in  the  hypophysis.  Houssay’s  exper- 
iments were  corroborated  on  several  cats  in 
which  a lesion  of  the  hypophysis  was  made 
deliberately.  These  experiments  suggested 
that  perhaps  in  making  a lesion  of  the  hypo- 
thalmus  we  interrupted  the  nerve  supply  to 
the  pituitary  gland,  which  has  long  been  es- 
tablished anatomically.  On  such  an  ex- 
planation both  groups  of  experiments  could 
be  correct. 

It  has  been  shown  by  Dandy  that  the  pi- 
tuitary body  received  a supply  of  sympathetic 
nerve  fibers  which  undoubtedly  had  their 
cells  of  origin  in  the  superior  cervical  gan- 
glion. Cushing,  Goetsch  and  Jacobson  had 
also  shown  that  stimulation  of  this  ganglion 
with  a faradic  current  for  a few  seconds 
was  followed  by  a glycosuria,  provided  the 
animal  had  an  available  glycogen  supply. 
At  that  time  these  observers  did  not  have  at 
their  command  simple  or  accurate  methods 
for  determining  blood  sugars  and,  therefore, 
were  unable  to  report  upon  that  aspect  of 
their  problem.  They  did  show  further,  how- 
ever, that  stimulation  of  the  sympathetic 
trunk  was  not  followed  by  glycosuria.  These 
experiments  have  been  repeated  and  elabo- 
rated. There  is  no  question  but  that  a pro- 
nounced glycosuria  and  a rise  in  blood  sugar 
to  double  the  normal  value  can  be  produced 
by  faradic  stimulation  of  the  superior  cervi- 
cal ganglion.  This  cannot  be  produced  by 
stimulation  of  the  trunk,  by  stimulation  of 
the  vagus  or  other  peripheral  nerves.  We 
have  also  produced  a glycosuria  and  hyper- 
glycemia by  stimulation  of  the  stellate  gan- 
glion, although  the  effect  is  not  as  marked. 
This  result  is  obtained  regardless  of  whether 
or  not  the  sympathetic  trunk  is  divided  above 


or  below  the  ganglion.  In  another  series  of 
experiments,  a lesion  was  made  in  the  hypo- 
thalamus and  the  superior  cervical  sympa- 
thetic ganglion  was  then  stimulated.  Pro- 
vided the  lesion  is  made  in  the  correct  area, 
a glycosuria  or  hypoglycemia  do  not  develop. 
Glycosuria  does  not  develop  after  stimula- 
tion of  the  superior  cervical  sympathetic 
ganglion  if  both  sympathetic  splanchnic 
nerves  are  removed. 

It  is  always  difficult  to  correlate  knowl- 
edge provided  by  the  laboratory  with  clini- 
cal experience.  Many  times  our  records  of 
patients  fail  to  record  what  later  becomes  of 
great  interest  to  us  to  know ; in  other  in- 
stances we  do  not  know  for  what  to  search. 
There  are  many  clinical  examples  of  the  re- 
lationship between  the  various  lobes  of  the 
hypophysis  and  a neural  mechanism  in  the 
hypothalamus.  Besides  the  question  of  car- 
bohydrate metabolism,  there  is  the  occur- 
rence of  diabetes  insipidus,  adiposity,  ther- 
mal regulation,  pathological  sleep  and  states 
of  hypoglycemia.  On  the  contrary,  it  may 
be  asked  why  does  one  see  many  cases  of 
intracranial  tumor,  in  which  as  a result  of 
secondary  hydrocephalus  the  walls  of  the 
third  ventricle  may  be  so  ballooned  out  and 
thinned  that  degeneration  must  invariably 
occur,  without  any  recognizable  clinical 
manifestations?  To  the  influence  upon  car- 
bohydrate metabolism  of  this  rather  well- 
defined  neuro-hypophyseal  mechanism,  is 
added  the  relationship  of  the  autonomic  ner- 
vous system  and  the  thoracic  and  abdominal 
viscera. 

We  have  as  yet  no  evidence  which  would 
lead  to  any  information  regarding  the  source 
of  the  carbohydrates  mobilized  in  these  ex- 
periments. The  work  of  Griffith  led  him 
to  believe  that  hyperglycemia  may  develop 
from  stimulation  experiments  without  in- 
volving the  pancreas,  thyroid,  parathyroid 
or  the  hypophysis,  provided  the  adrenals  are 
intact.  As  a corollary,  Houssay,  Biasotti 
and  Rietti  have  reported  that  the  diabeto- 
genic action  of  anterior  lobe  extract  may  be 
observed  in  the  absence  of  the  pancreas,  hy- 
pophysis, thyroid,  ovaries,  testicles,  splanch- 
nic nerves,  lumbar  sympathetic  chains,  adre- 
nals, or  a lesion  of  the  tuber  cinereum.  They 
concluded,  however,  that  the  liver  alone  was 
necessary. 

Certain  it  is  that  there  is  evidence  enough 
to  throw  some  doubt  upon  the  idea  that  the 
islets  of  the  pancreas  have  an  independent 
secretory  control  over  carbohydrate  metab- 
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olism.  It  is  well  established  that  typical 
lesions  exclusively  characteristic  of  diabetes 
have  not  been  found  in  the  pancreas.  In 
fact,  Allen  has  observed  changes  in  the  pan- 
creas described  as  characteristic  of  diabetes 
in  almost  fifty  per  cent  of  cases  in  which 


there  was  no  diabetes.  It  would,  indeed,  be 
strange  if  Nature  had  concentrated  the  con- 
trol of  such  a vital  function  in  one  organ. 
It  is  more  logical  to  believe  that  sugar  dis- 
posal is  more  carefully  safeguarded  by  per- 
haps multiple  mechanism. 


HOSPITAL  INSURANCE;  INDUSTRIAL 
SURGERY 

(New  England  Journal  of  Medicine) 

Throughout  the  past  week  the  American  College 
of  Surgeons  has  been  in  our  midst,  and,  as  always, 
countless  clinics  have  been  given,  and  addresses 
have  been  delivered.  It  has  been  well  done,  and 
especially  worthwhile.  Foreign  guests  came  to  give 
and  perhaps  learn,  and  there  were  meetings  for 
lay  education  and  for  discussion  of  hospital  stand- 
ards and  hospital  betterment.  Of  all  this,  without 
going  into  detail,  one  mav  onlv  o:ai°e  the  extent  of 
enterprise  and  the  executive  ability  shown  in  achiev- 
ing its  ends. 

Somewhat  out  of  the  ordinary,  however,  are  two 
matters  touched  upon  in  Dr.  Greenough's  excellent 
inaugural  address.  First,  a frank  facing  of  the 
problem  of  hospital  costs  for  the  less  well-to-do, 
and  a recognition  of  the  fact  (logically  inescapable 
as  a fact  finding)  that  for  vast  numbers  of  people 
under  present  conditions  the  cost  of  hospitalization 
in  severe  illness  or  in  the  case  of  a major  surgical 
operation  cannot  be  met  as  a current  expenditure. 
This  being  so,  as  he  points  out,  the  only  alternative 
to  a collapse  of  independent  high-grade  people  into 
the  class  of  indigents  is  some  form  of  prepaying 
arrangement.  One  may  as  well  say  insurance,  for 
that  it  must  be,  by  definition.  But  Dr.  Greenough 
clearly  voiced  the  opinion  of  the  profession  that 
such  adjustment  of  expenditure  to  paying  ability 
must  not  be  exploited.  The  profession,  not  the 
commercial,  exploiter,  should  be  the  director  of 
such  “insurance.” 

Already  we  have  seen  exploitation  of  this  sort. 
It  is  condemned  by  us  without  reserve,  and  all  will 
agree  with  Dr.  Greenough  in  his  treatment  of  the 
subject.  But,  unfortunately,  in  our  reaction  against 
such  commercial  abuses,  we  are  in  danger  of  for- 
getting the  problem  stdl  before  us. 

Some  scheme  of  adjustment  of  income  to  ex- 
pense we  must  have  in  fairness'  to  the  public  and 
the  profession.  This  implies  that  the  profession 
should  work  out  the  means  rather  than  that  un- 
worthy schemes  should  be  “put  over”  on  them.  And 
there  lies  the  danger  ! 

The  College  seems  to  be  facing  this  problem 
squarely,  though  with  no  detailed  panacea  to  urge 
on  us  at  this  time. 

Probably  a field  survey  of  experiments  in  this 
line,  made  and  in  the  making  in  many  communities, 


should  come  before  any  hard  and  fast  recommenda- 
tions can  be  offered  as  to  details. 

The  second  matter  in  Dr.  Greenough’s  address 
which  should  have  especial  mention  here  is  the 
coming  of  the  College  into  the  field  of  Industrial 
Surgery. 

There  is  no  question  but  that  there  has  been  vast 
wastage  of  life  and  of  usefulness  from  inadequate 
surgical  care  in  this  field,  due  to  external  condi- 
tions very  often,  but  sometimes  to  bad  surgery. 

Fortified  by  several  years  of  quiet  investigation, 
Dr.  Besley’s  “Board  of  Industrial  Medicine  and 
Traumatic  Surgery”  made  a report,  issued  this 
spring  as  a bulletin  of  the  College,  giving,  first,  the 
best  resume  of  current  conditions  so  far  brought  to 
our  attention ; secondly,  a minimum  standard  of 
equipment  and  organization  for  the  performance  of 
good  work ; and  thirdly,  the  minimum  standard  of 
training  and  experience  fairly  to  be  required  of 
men  assuming  professional  responsibility  for  such 
serious  work. 

Very  lately,  contact  has  been  made  by  the  Col- 
lege with  a duly  qualified  insurance  “council”  inter- 
ested as  we  all  are  in  seeing  that  the  workman  in- 
jured in  industry  shall  get  the  best  of  care,  “sold” 
on  the  proposition  that  the  best  surgical  care  is  the 
cheapest  in  the  end. 

There  is  reason  to  believe  that  these  two  groups, 
working  together,  may  do  much  in  raising  stand- 
ards of  efficient  care. 

And  so  the  College,  besides  its  more  obvious  ac- 
tivities, instanced  in  this  recent  meeting,  is  going 
forward  quietly  working  to  raise  standards  of  sur- 
gical training  and  fitness,  standards  of  hospital 
equipment,  staff  quality,  administration,  standards  of 
diagnosis  and  care  of  malignant  disease,  standards 
of  fracture  treatment,  and,  now,  standards  of  indus- 
trial surgery. 

If  the  College  means  anything  it  means  insistence 
on  quality  and,  in  the  results  of  such  insistence,  it 
seems  to  have  shown  no  little  success. 

Editorial  Note:  This  is  an  editorial  which  ap- 
peared in  the  New  England  Journal  of  Medicine  of 
October  twenty-fifth  under  the  title  “The  Visit  of 
the  American  College  of  Surgeons”  which  met  in 
Boston  in  October.  We  have  here  reference  to  two 
very  important  subjects,  “The  Provision  of  Hospital 
Care  at  a Price  that  Will  not  Cause  Financial  Dis- 
tress,” and,  secondly,  “The  Improvement  of  Indus- 
trial Surgery.” 
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EDITORIAL 

MEDICAL-SOCIAL  ECONOMICS 

Upon  the  recommendation  of  the  com- 
mittee on  committee  reports,  the  House  of 
Delegates  of  our  society,  at  the  Battle  Creek 
meeting,  voted  not  to  experiment  at  present 
with  the  mutual  health  service  plan  pre- 
sented by  the  Committee  on  Economics. 
Whether  this  was  best  or  not  time  alone  will 
tell.  It  was,  however,  the  only  rational  de- 
cision that  could  have  been  made  under  the 
circumstances.  It  was  apparent  that  the  pro- 
fession of  the  state  is  not  ready  to  begin 
something  that  might  eventuate  in  so  decided 
a change  in  practice,  despite  the  fact  that 
serious  sociological  cpiestions  are  pressing 
for  solution  and  that  the  great  majority  of 
physicians  are  carrying  on  with  difficulty  un- 
der drastic  reduction  of  income.  The  ad- 
ministration at  Washington  is  formulating 
plans  to  relieve  unemployment,  povertv  and 
the  distress  of  old  age  and  sickness  all  too 
prevalent  today,  and  constituting  perhaps 
the  country’s  most  pressing  social  and  eco- 
nomic problems.  Medical  care  occupies,  of 
course,  a conspicuous  place  in  such  pro- 
grams. Judging  from  what  is  heard  I be- 
lieve we  may  safely  assume  that  the  plans 
are  being  most  carefully  considered  and 
with  the  intent  to  serve  both  the  interests  of 
the  recipients  of  medical  care  and  those  who 
dispense  it.  Should  these  plans,  whatever 
they  may  be,  go  forward  and  into  operation 


our  profession  will  be  vitally  affected — for 
good  or  evil  who  can  say?  We,  in  Michi- 
gan, will  not  be  caught  unawares,  thanks  to 
the  work  of  our  Survey  Committee  and  the 
Committee  on  Medical  Economics  that  fol- 
lowed it.  We  know  the  problems  here  and 
have  even  outlined  tentatively  a mutual 
health  service  plan  to  meet  them.  It  will 
stand  us  in  good  stead  whatever  may  de- 
velop. 

The  recent  decision  of  the  House  of  Del- 
egates, reflecting,  as  it  does,  the  general  sen- 
timent of  the  profession  throughout  the 
state,  demonstrates  in  no  uncertain  manner 
that  we,  as  practicing  physicians,  desire  to 
continue  in  the  traditional  way  to  maintain 
the  physician-patient  relationship,  our  inde- 
pendence, the  control  of  our  practice,  and 
the  opportunity  to  succeed  individually  ac- 
cording to  character,  energy  and  merit,  re- 
ceiving such  remuneration— often  meager 
and  inadecpiate — as  our  patients  can  give 
us.  We  prefer  this  to  regimentation  and 
its  uncertainties,  a greatly  increased  amount 
of  medical  work,  a more  regular  income  and 
possibly — though  here  opinions  vary — a 
much  more  remunerative  one. 


LEADERSHIP 

A certain  spirit  of  independence  has  char- 
acterized members  of  the  medical  profes- 
sion. W e are  physicians  or  members  of  a 
profession  among  other  reasons  because  we 
prefer  to  regiment  our  own  lives  as  far  as 
possible.  The  punching  of  a time  clock  is 
distasteful  to  us  even  though,  when  necessity 
demands  it,  regular  hours  mean  nothing  to 
us.  We  can  work  twenty-four  hours  a day 
when  necessary  without  complaint.  We 
take  kindly  to  such  terms  as  “rugged  in- 
dividualism’’ and  “laissez  faire,”  and  feel 
that  if  outside  factors  will  not  interfere,  we 
can  make  good  and  render  useful  service. 
The  fact  that  under  normal  times  and  condi- 
tions and  even  under  abnormal  conditions 
we  can  carry  on,  asking  no  favors  from 
societv  that  we  do  not  compensate,  has  ren- 
dered us  somewhat  oblivious  of  changes  that 
have  been  going  on  around  us.  Almost  until 
the  past  two  or  three  years  it  was  considered 
undignified  and  commercial  to  discuss  at  a 
medical  meeting  any  subject  that  did  not 
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pertain  to  the  scientific  phases  of  medicine. 
Today  we  find  ourselves  confronted  with 
economic  and  social  problems  that  threaten 
our  very  existence  as  respectable  members 
of  organized  society.  * 

We  are  very  much  in  need  of  leadership, 
which  does  not  seem  to  be  forthcoming  as 
one  would  wish.  A group  of  individualists 
is  made  up  of  all  leaders  so  to  speak,  while 
real  leadership  implies  also  followers.  There 
must  he  followers  if  there  is  to  be  leader- 
ship, and  this  means  subordination  of  one’s 
individualism  for  the  sake  of  the  greater 
good  of  the  group. 

There  has  been  a movement  towards  the 
socialization  of  almost  everything,  indus- 
trial, commercial ; even  professional  voca- 
tions have  not  been  exempt.  This  does  not 
mean  what  is  politically  known  as  socialism, 
far  from  it.  The  socialist  candidate  for 
public  office  has  not  met  with  much  favor; 
yet  the  spirit  of  collectivism  is  in  the  air. 
W e cannot  stand  aloof.  Medicine  is  a basic 
necessitv,  second  only  to  food  and  shelter. 
What  the  solution  of  the  problem  will  he, 
cannot  be  predicted  at  this  time.  In  mat- 
ters involving  public  health  and  medical  care 
the  initiative  should  come  from  those  who 
know  most  about  the  subject.  We  should 
therefore  compromise  our  individual  views 
in  the  interests  of  effective  leadership  and 
that  leadership  should  be  from  the  medical 
profession. 


DR.  BRUCE  APPOINTED 

Dr.  James  D.  Bruce,  Vice-President  of 
the  University  of  Michigan  and  Director  of 
the  Department  of  Post-Graduate  Medicine, 
has  been  appointed  to  President  Roosevelt’s 
Committee  on  Economic  Security.  While 
men  prominent  in  organized  medicine  have 
been  selected,  no  organized  body  of  the 
medical  profession  such  as  county,  state,  or 
national  has  been  officially  recognized  in  this 
work.  Official  recognition  would  mean  an 
appeal  to  the  organization,  which  would  in 
turn  select  its  own  representative.  How- 
ever, the  selection  has  demonstrated  the  wis- 
dom of  the  choice.  The  men  chosen  from 
the  medical  profession  are  all  men  who  are 
high  up  in  the  confidence  of  the  various 
organizations  to  which  they  belong  and  can 
be  depended  upon  to  bring  to  the  task  sane 
and  seasoned  judgment. 

Dr.  Bruce  comes  from  the  ranks  of  Mich- 


igan doctors  and  is  thoroughly  conversant 
with  medical  conditions  as  they  prevail  in 
this  state  at  present.  He  can  be  depended 
upon  to  view  the  matter  in  hand,  whatever 
it  may  be,  without  that  emotion  that  too 
often  befogs  such  discussions.  Dr.  Bruce’s 
major  interest  the  past  few  years  has  been 
education  and  more  particularly  that  branch 
of  education  which  goes  to  making  the 
physician  a better  practitioner  of  the  art 
after  he  has  completed  his  formal  medical 
training.  His  long  experience  as  councilor 
of  the  Michigan  State  Medical  Society 
has  given  him  an  insight  into  the  social  and 
economic  condition  of  the  physician  and  sur- 
geon, as  well  as  the  matter  of  quality  of 
medical  care  and  the  effort  towards  its  im- 
provement in  this  state. 


PRACTICE  IN  OTHER  COUNTRIES 

Elsewhere  in  this  number  of  the  Journal 
we  print  an  interview  given  out  by  the  Sec- 
retary of  the  British  Medical  Association 
on  the  medical  situation  in  England.  In 
the  November  number  appeared  a short  in- 
terview with  one  of  our  own  members.  Dr. 
F.  E.  Hansen,  who  had  returned  after  a two 
months’  sojourn  in  Denmark.  Dr.  Hansen 
is  himself  Danish  and  with  his  thorough 
knowledge  of  the  language  he  was  able  to 
enter  intelligently  into  the  spirit  of  the 
Danes.  The  January  (1934)  number  of  this 
Journal  contained  a paper  on  the  “Prac- 
tice of  Medicine,”  in  Germany;  the  author, 
Dr.  A.  H.  Molhnan,  who  had  practiced  in 
Germany,  is  now  located  in  Grand  Rapids. 
“Medical  Impression  of  Soviet  Russia,”  by 
Dr.  I.  E.  Waddington,  appeared  in  this 
Journal  (Vol.  XXX,  page  25).  It  is  our 
purpose  to  present  as  accurate  account  of 
medical  practice  in  European  countries  as 
may  be  available,  from  time  to  time,  not 
necessarily  for  the  purpose  of  endorsing  any 
of  them.  The  Luce-Sinai  mission,  while 
convinced  that  the  panel  system  suited  per- 
haps the  majority  of  the  British  people  as 
well  as  British  physicians,  did  not  recom- 
mend it  for  the  United  States. 

The  problem  of  medical  care  for  the 
United  States  is  not  so  easy  of  solution  con- 
sidering the  geographical  area  and  diversi- 
fied climate  and  industrial  conditions  that 
prevail  here.  It  should  be  remembered  that 
a morning  paper  published  in  London  may 
he  read  within  less  than  twenty-four  hours 
in  the  remotest  regions  of  the  British  Isles. 
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A newspaper  likewise  published  in  an ■-  other 
capital  in  Europe  except  Moscow  can  .-each 
the  confines  of  the  country  in  les  ran 
twenty-four  hours.  This  is  not  true  ;hc 
United  States,  where,  due  to  the  gre 
graphical  reaches,  the  interests  of  the 
are  apt  to  be  more  or  less  diversifi  and 
sectional.  We  have  the  extremes  again,  from 
the  highly  complicated  industrial  centers  to 
the  purely  pastoral,  or  agricultural,  or  min- 
ing. Some  of  our  states  are  much  larger 
than  many  of  the  old  world  cormtries.  These 
very  facts  complicate  the  problem  here  so 
that  the  operation  of  medical  systems  in 
Europe  can  constitute  for  us  only  a matter 
of  interest.  Homogeneity  of  population  is 
a factor  favorable  to  European  countries. 
Much  as  it  would  be  desirable,  for  instance, 
from  the  doctor’s  viewpoint,  as  Dr.  Hansen 
intimates  in  Denmark,  that  the  municipality 
would  come  good  for  delinquent  patients’ 
bills,  the  idea  would  be  too  fantastic  to  even 
mention  in  this  country. 

Michigan  has  done  thorough  work 
through  its  economic  committee.  The  sug- 
gested plan  of  Health  Service  is  held  in 
abeyance  with  instructions  from  the  House 
of  Delegates  to  be  prepared  to  meet  any 
move  on  the  part  of  the  state  or  national 
government.  The  House  of  Delegates  of 
the  American  Medical  Association  has  crys- 
tallized its  position  in  the  following  ten 
points,  or  “Ten  Commandments,”  as  one 
editor  has  facetiously  called  them ; though 
they  have  already  appeared  in  this  Journal, 
we  repeat  them: 

(1)  All  features  of  medical  service  in  any  meth- 
od of  medical  practice  should  be  under  the  control 
of  the  medical  profession.  No  other  body  or  in- 
dividual is  legally  or  educationally  equipped  to  exer- 
cise such  control. 

(2)  No  third  party  must  be  permitted  to  come 
between  the  patient  and  his  physician  in  any  medi- 
cal relation.  All  responsibility  for  the  character  of 
medical  service  must  be  borne  by  the  profession. 

(3)  Patients  must  have  absolute  freedom  to 
choose  a duly  qualified  doctor  of  medicine  who  will 
service  them  from  among  all  those  qualified  to 
practice  and  who  are  willing  to  give  service. 

(4)  The  method  of  giving  the  service  must  re- 
tain a permanent,  confidential  relation  between  the 
patient  and  a “family  physician.”  This  relation  must 
be  the  fundamental  and  dominating  feature  of  any 
system. 

(5)  All  medical  phases  of  all  institutions  in- 
volved in  the  medical  service  should  be  under  pro- 
fessional control,  being  understood  that  hospital 
service  and  medical  service  should  be  considered  sep- 
arately. These  institutions  are  but  expansions  of 
the  equipment  of  the  physician.  He  is  the  only  one 
whom  the  laws  of  all  nations  recognize  as  compe- 
tent to  use  them  in  the  delivery  of  service.  The 
medical  profession  alone  can  determine  the  adequacy 


and  dra:  icter  <■,  : j institutions.  Their  value  de- 
p'  ml  cm  their  > i v ■ • n according  to  medical  stan- 
dards. 

' 6)  Howe  ' . ’.he  ost  of  medical  service  may 
i'C  di  ribnted,  • mediate  cost  should  be  borne 
the  pafie.i  ■ o pay  at  the  time  the  service 

is  rendered. 

jjra.y  f e must  have  no  connection 

with  any  cash  belie'  . 

(8)  Any  torm  ui  medical  service  should  in- 
clude within  its  scope  all  qualified  physicians  of  the 
locality  covered  by  its  operation  who  wish  to  give 
service  under  the  conditions  established. 

(9)  Systems  for  the  relief  of  low  income  classes 
should  be  limited  strictly  to  those  below  the  “com- 
fort level”  standard  of  incomes. 

(10)  There  should  be  no  restrictions  on  treat- 
ment or  prescribing  not  formulated  and  enforced 
by  the  organized  medical  profession. 


WHAT  AILS  NURSING? 

After  a period  of  study  extending  over 
eight  years  the  Committee  on  the  Grading 
of  Nursing  Schools  has  completed  its  work 
and  has  issued  its  final  report.  The  per- 
sonnel of  this  committee  is  rather  formi- 
dable, representative  as  it  is  of  a number  of 
such  organizations  as  the  American  Nurses’ 
Association,  American  Medical  Association, 
American  College  of  Surgeons,  American 
Hospital  Association,  to  mention  a few  in- 
stitutions, in  addition  to  a number  of  prom- 
inent persons  unattached  to  any  organiza- 
tion. The  questioning  title  of  this  editorial 
is  answered  by  the  report  in  two  words, 
“undereducation”  and  “overproduction.” 
According  to  the  census  of  1930,  there  were 
in  the  United  States  288,737  trained  women 
nurses  and  5,452  men  nurses,  or  one  woman 
trained  nurse  for  every  424  persons  of  the 
general  population. 

Of  course,  the  corollary  to  “overproduc- 
tion” is  unemployment,  which  was  evident 
even  in  1926,  when  the  committee  began  its 
work.  This  problem  has  only  been  deeply 
accentuated  during  the  depression. 

The  committee  in  discussing  the  matter 
of  “undereducation”  of  the  nurse,  attrib- 
utes the  condition  to  faulty  application  of 
the  apprentice  system  in  the  training  of  the 
nurse,  and  the  use  of  the  nursing  school  to 
provide  most  or  all  of  the  nursing  service 
of  the  hospital.  There  are  1,583  nursing 
schools  in  the  United  States  which  are  clas- 
sified by  the  committee  as  a few  very  good 
ones,  a few  very  poor  ones  and  the  major- 
ity which  are  neither  good  nor  poor.  Those 
which  are  connected  with  the  University  are 
among  the  best.  This  includes  those  schools 
which  have  access  to  the  University  facul- 
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ties,  particularly  the  faculties  of  medical 
schools.  The  mediocre  schools  mentioned 
are  those  subordinate  to  the  needs  of  hos- 
pitals who  place  the  entire  burden  of  nurs- 
ing service  on  student  nurses.  Only  two 
per  cent  of  the  schools  in  the  United  States 
are  controlled  by  Universities ; most  are  con- 
trolled by  hospitals.  Quoting  from  the  re- 
port: “While  hospitals  practically  train  most 
of  the  graduate  nurses,  they  employ  but  very 
few  of  their  graduates  in  their  services,  us- 
ing instead  nursing  students.” 

The  remedy  proposed  is  to  stop  the  “over- 
production” of  nurses  by  closing  most  of  the 
training  schools.  There  is  a movement  of 
graduate  nursing  back  into  the  hospitals 
which  if  it  continues  on  any  large  scale  will 
mean  the  salvation  of  the  nursing  profes- 
sion. The  employing  of  graduate  nurses  in 
hospitals  to  replace  students  and  practical 
nurses  and  attendants  will,  of  course,  mean 
better  nursing  for  patients.  Fewer  nursing 
schools,  which  could  be  accomplished  by  the 
elimination  of  the  inefficient  ones,  would  re- 
sult in  better  training.  The  committee  also 
advocates  the  registration  and  licensing  of 
all  competent  graduate  nurses  by  the  state. 

The  complete  report  of  the  committee 
published  under  the  title  of  “Nursing 
Schools  Today  and  Tomorrow,”  is  a vol- 
ume that  should  be  taken  seriously.  It 
covers  almost  a decade  of  unbiased  investi- 
gation. 


ACCIDENTAL  DEATH 

He  had  a prophylactic  bent 
And  led  a sterile  life, 

Had  hygienic  children  and 
A sanitary  wife, 

Lived  in  a fumigated  house 
And  wore  aseptic  suits, 

Ate  germicidal  food  and  smoked 
Denicotined  cheroots. 

His  milk  was  always  pasteurized, 

He  drank  denatured  water. 

He  ne’er  forgot  to  swat  the  flies, 
Mosquitoes  he  would  slaughter. 

He  screened  his  doors  and  windows, 

His  office  disinfected: 

Against  microbes  of  every  kind 
He  felt  himself  protected. 

He  exercised,  he  slept  by  rule 
And  timed  his  every  breath, 

His  health  was  excellent  and  he 
Defied  disease  and  death. 

His  plan  was  admirable,  no  doubt, 

Alas,  the  measly  luck ! 

He  went  out  and  got  run  over 

By  a ten-ton  power  truck. 

— Victor  Levine  in  Nebraska  Medical  Journal. 
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EFFICIENCY 

Two  things  (there  may  he  others)  make 
for  efficiency,  namely,  technics  and  organi- 
zation. There  have  appeared  recently  two 
thought-provoking  books  which  throw  con- 
siderable light  on  the  subject,  one  “Tech- 
nics and  Civilization,”  by  Louis  Mumford, 
and  “Freedom  versus  Organization,”  by 
Bertrand  Russell.  The  former  traces  the 
evolution  of  tools  and  machinery  from  the 
tenth  century.  The  latter  is  concerned  prin- 
cipally with  the  nineteenth  century,  its  po- 
litical and  economic  course.  Both,  it  is  ap- 
parent, deal  with  subjects  of  vital  interest  to 
the  present  generation.  While  the  nine- 
teenth century  and  the  first  third  of  the 
twentieth  century  have  witnessed  the  great- 
est development  in  machinery,  the  mecha- 
nization of  industry,  this  progressive  move- 
ment had  run  a fitful  course  long  before  the 
invention  of  the  steam  engine  by  James 
Watt  in  1776.  The  evolution  of  technics 
had  progressed  a long  way  in  advance  of 
organization.  The  latter  is  a matter  largely 
of  the  nineteenth  and  twentieth  centuries. 
Mumford  makes  a distinction  between  the 
tool  and  the  machine.  The  tool  is  the 
smaller  instrument  which  demands  great 
personal  skill  in  its  use.  The  machine  tends 
in  its  evolution  to  become  automatic.  One 
implies  skill  on  the  part  of  the  worker ; the 
other  tends  to  eliminate  the  worker  alto- 
gether. 

^ 

Some  industries,  such  as  those  engaged  in 
manufacturing,  depend  upon  both  technics 
and  organization ; others,  such  as  merchan- 
dising, are  largely  concerned  with  organiza- 
tion. Probably  the  most  outstanding  ex- 
ample of  the  first  is  the  manufacture  of 
the  automobile,  and  of  the  second,  the  chain 
store.  If  we  compare  the  automobile  of 
today  with  that  of  ten  or  fifteen  years  ago, 
the  effect  of  efficiency  in  production  will  be 
at  once  apparent  and  there  is  no  gainsaying 
but  that  the  chain  store  is  more  efficient  than 
the  old  corner  grocery.  It  is  cleaner,  with 
its  goods  more  attractively  displayed ; cheap- 
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er,  owing  to  the  economy  effected  by  or- 
ganization. It  has,  however,  transformed 
independent  citizens  into  employes  and 
thousands  of  grocers  have  been  entirely 
eliminated  from  the  business. 

Technics  has  had  the  effect  of  eliminat- 
ing men  from  the  highly  mechanized  in- 
dustries. The  invention  of  the  electric  clock 
with  its  synchronizing  motor  (not  made  by 
clockmakers  at  all)  has  eliminated  multi- 
tudes of  skilled  clockmakers.  In  other 
words,  technics  has  had  the  effect  of  elimi- 
nating skilled,  and  turning  them,  where  they 
are  employed  at  all,  into  unskilled  workers. 

One  effect  of  both  technics  and  organiza- 
tion is  to  eliminate  the  human  element  in 
industry,  not  entirely,  but  to  the  extent  that 
today  millions  have  been  thrown  out  of  em- 
ployment with  no  prospect  for  the  future. 

The  socializing  process,  wherever  applied, 
calls  for  organization,  which  in  turn  means 
economy  and  diminished  employment  of  the 
human  element.  This  article  must  not  be 
construed  as  unalterably  opposed  to  the  prin- 
ciple. It  is  not.  There  are  certain  services 
that  are  best  performed  by  the  state,  among 
them  primary  and  secondary  education,  and 
yet  we  have  it  on  good  authority  that  3,500 
teachers  in  this  state  have  been  thrown  out 
of  employment  during  the  past  five  years, 
the  operation  of  public  utilities  is  another 
matter  which  may  be  performed  by  the  state 
with  advantage,  inasmuch  as  private  cor- 
porations tend  to  operate  them,  with  all  the 
evils  of  a monopoly. 

* * * 

We  are  led  to  wonder  how  the  medical 
profession  by  and  large  would  be  affected 
by  organization  into  groups  about  a medi- 
cal center.  Such  organization  process  could 
be  carried  on  doubtless  with  greater  effi- 
ciency with  the  doctor  an  employe  of  an  or- 
ganization. Possibly  the  quality  of  the  ser- 
vice rendered  might  be  as  good  as  any  one 
could  wish.  Probably  not.  This  is  a mat- 
ter of  opinion  which  we  will  not  offer.  But 
what  about  the  number  of  physicians  who 
would  not  be  required?  The  medical  pro- 
fession of  the  United  States  have  been  ac- 
cused of  resisting  progress,  a charge,  how- 
ever, that  cannot  be  substantiated  when  we 
consider  the  high  standards  of  American 
Medicine.  Besides,  the  members  of  the  pro- 
fession as  a whole  have  never  shown  a lack 
of  social  responsibility.  Is  the  thing  they 
are  accused  of  resisting,  really  progress?  Do 
they  not  feel  that  their  very  existence  is  be- 
ing threatened  ? Or  is  it  possible  that  they 


fear  that  the  introduction  of  any  arrange- 
ment whereby  they  do  not  entirely  control 
their  work  will  subject  them  to  bureau- 
cratic domination? 

There  is  a feeling  among  a great  many 
members  of  the  medical  profession  that  the 
demand  for  socialized  medicine,  or  what- 
ever it  may  be  called,  is  the;  work  of  propa- 
gandists financed  by  men  of  wealth  with  ill- 
advised  philanthropic  motives.  It  would  be 
well  if  too  much  were  not  taken  for  granted, 
however,  and  a first  hand  investigation  were 
made  by  the  medical  profession  itself.  Any 
demand  for  a change  in  the  kind  of  medi- 
cal care  available  should  come  from  the 
people  themselves.  They  should  not  be  “ed- 
ucated” (we  use  the  term  advisedly)  to  de- 
mand a change.  However,  it  is  the  duty  of 
the  medical  profession  to  ascertain  the  will 
of  the  people  and  to  endeavor  to  meet  their 
wishes,  where  reasonable  and  possible. 

Humanity  by  and  large  usually  obtains 
what  it  really  wants,  but  not  necessarily  by 
special  legislation.  It  wanted  temperance. 
It  was  given  prohibition,  which,  after  atrial, 
was  rejected.  Yet,  who  in  his  serious  mo- 
ments will  not  agree  that  civilization  wants 
temperance  as  much  as  ever?  The  New  Era 
demands  that  there  must  be  a greater  dis- 
tribution of  those  basic  comforts  which  are 
necessary  to  live  before  one  can  live  well. 
Rugged  individualism  is  losing  the  impor- 
tance it  once  held.  Over  three-quarters  of 
a century  ago,  Tennyson,  with  prophetic  vi- 
sion, wrote,  “The  individual  withers  and 
the  World  is  more  and  more.”  Every  phy- 
sician as  well  as  every  other  thoughtful  per- 
son realizes  this.  What  he  objects  to  is  that 
any  doctrinnaire  formula  should  be  foisted 
on  him  as  a panacea.  Legislation  must  be 
the  outcome  of  the  needs  of  the  people.  It 
must  not  he  in  advance  of  their  thinking  in 
mass.  Such  has  been  the  development  of 
common  law.  It  has,  in  every  age,  reflected 
the  customs  and  bona  fide  needs  of  the  peo- 
ple. 

^ ^ jJc 

If  efficiency,  however,  is  to  mean  the 
greatest  possible  accomplishment  with  the 
minimum  of  human  effort,  is  it  not  possible 
that  efficiency  carried  to  the  extreme  may 
defeat  its  own  ends,  namely,  service?  In 
such  an  event,  who  can  afford  that  service? 
Insecurity  breeds  fear.  Independence,  even 
though  it  is  independence  at  a level  that  does 
not  look  to  opulence,  produces  a contented 
mental  state,  and  is  not  a contented  people 
the  greatest  asset  a nation  can  possess? 
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COMMON  SURGICAL  INSTRU- 
MENTS* 

The  oldest  mechanical  aids  of  the  healing 
art  are  surgical  instruments.  Probably  all 
groups  of  mankind  have  used  them,  and 
many  types  of  instruments  are  known.  In 
their  pattern  and  construction,  they  indi- 
cate the  ingenuity  of  their  users  and  reflect 
the  extent  of  surgical  knowledge  at  dif- 
ferent periods. 

Concerning  the  origin  of  the  earlier  sur- 
gical instruments,  we  have  no  knowledge.  It 
seems  likely,  however,  that  they  appeared 
as  modifications  of  the  household  or  hunting 
implements  of  primitive  man.  Of  the  old 
Stone  Age  artefacts  which  remain,  all  are 
of  such  durable  materials  as  bone  and  stone. 
Among  the  oldest  of  the  finds  are  cutting 
or  scraping  edges  and  pointed  chips.  Finer 
technics  of  working  stone  in  the  later  Stone 
Age  periods  resulted  in  instruments  not  only 
of  greater  precision,  but  also  of  more  varied 
patterns.  It  is  difficult  to  reconstruct  the 
uses  to  which  certain  of  these  were  adapt- 
ed. Trephined  and  cauterized  skulls  indi- 
cate that  surgery  was  practiced,  though  ab- 
solute identification  of  the  instruments  used 
is  not  possible.  It  seems  certain  that  the 
predecessors  of  the  modern  surgical  knife, 
lancet  and  saw  must  have  had  their  origin 
in  the  flint  and  bone  tools  of  prehistoric 
time. 

Among  the  primitive  people  of  today  or 
of  the  more  recent  past,  the  Australian,  the 
African  Negro,  the  Eskimo  and  the  Amer- 
ican Indian  have  been  living  in  Stone  Age 
conditions.  In  addition  to  the  cutting  and 
scraping  tools  of  quartz,  flint,  obsidian  and 
bone,  implements  provided  in  the  natural 
state  by  the  environment  were  used.  Knives 
were  made  of  shell  or  fire-hardened  wood. 
Needles  were  known  and  were  made  of 
thorns,  cactus  spines  or  bone  splinters. 
Splinters  of  bone  or  the  teeth  of  animals 
served  as  perforating  instruments,  while 
such  materials  as  horn,  wood  and  reeds  en- 
tered into  the  construction  of  probes  and 

^Historical  contribution  on  methods  and  devices  that  have 
aided  in  the  evolution  of  the  science  and  art  of  Medicine 
and  Surgery. 


cannulse.  Glowing  coals  from  a fire  pro- 

ded  a cautery.  Though  the  surgical  ar- 
mamentarium of  the  prehistoric  man  may 
have  been  as  extensive  as  that  of  more  re- 
cent people,  only  the  imperishable  cutting 
implements  have  remained. 

The  transition  from  Stone  Age  imple- 
ments to  those  made  of  metal  is  known  to 
us,  both  from  the  Aztecs  and  Incas  at  the 
time  of  their  first  contact  with  white  civili- 
zation and  from  the  early  Egyptians.  In- 
each  of  these  cases,  the  early  bronze  tools 
bore  a resemblance  to  those  made  from 
stone.  The  change  in  material,  however, 
permitted  tools  to  be  lighter  and  to  be  more 
easily  hafted.  The  earliest  bronze  or  copper 
surgical  tools  known  are  knives  and  tweez- 
ers. Though  the  latter  are  known  to  us  only 
as  metal  instruments,  they  may  have  been 
preceded  by  some  sort  of  non-metallic  tool 
which  has  not  persisted. 

Written  records  indicate  that  the  Egyp- 
tians and  also  the  Jews  of  the  early  Bibli- 
cal period  used  sharpened  stones  for  per- 
forming the  operation  of  circumcision,  and 
the  use  of  stone  instruments  was  continued 
as  a ceremonial  custom,  even  after  bronze 
instruments  came  into  use.  Our  precise 
knowledge  of  surgical  instruments,  how- 
ever, begins  with  the  Egyptians  and  Baby- 
lonians of  four  thousand  years  ago.  Incised 
reliefs  on  the  Avails  of  Egyptian  temples  re- 
A^eal  pictures  of  a number  of  surgical  instru- 
ments, while  a few  actual  bronze  instruments 
have  persisted  to  the  present.  These  show 
that  the  general  development  was  consider- 
ably advanced  at  that  time.  Such  copper  or 
bronze  instruments  as  knives,  forceps,  chis- 
els, drills,  probes,  hooks  and  needles  were 
admirably  adapted  to  the  simpler  types  of 
surgical  procedure.  The  knives  Avere  par- 
ticularly well  constructed.  Both  the  simply 
ornamented  straight  or  hooked  handles  and 
the  well  formed  curved  or  straight  blades 
molded  from  a single  piece  of  bronze  were 
as  adequate  for  surgical  purposes  as  any 
prior  to  the  nineteenth  century.  The  an- 
cient Hindus,  according  to  the  sacred  books 
of  India  and  the  later  accounts  of  Sus- 
ruta,  had  evolved  metal  instruments  of  sim- 
ilar precision. 

There  was  no  abrupt  transition  in  pattern 
from  the  early  metal  instruments  to  those 
of  the  Graeco-Roman  period.  Though  the 
Greeks,  since  Homeric  days,  had  been  fa- 
miliar with  iron  and  even  steel  .in  the  con- 
struction of  tools,  the  tradition  of  making 
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surgical  instruments  of  bronze  persisted. 
Varying  properties  of  hardness  and  color 
were  given  to  the  hand- forged  instruments 
by  the  addition  to  copper  of  small  amounts 
(less  than  15  per  cent)  of  tin,  zinc  or  lead. 
Other  materials,  such  as  silver,  lead,  bone 
or  flint,  were  very  rarely  used.  Iron  was 
the  material  ordinarily  used  in  the  cautery, 
one  of  the  most  common  of  surgical  imple- 
ments. Iron  and  steel  were  likewise  used 
in  the  blades  of  surgical  knives,  but,  when 
so  utilized,  the  blade  of  the  knife  was  in- 
serted into  a handle  of  bronze  which  itself 
bore  some  resemblance  to  the  shape  of  a 
knife  blade.  A bronze  handle  of  such  a 
shape  attached  to  a steel  blade  apparently 
preserved  for  the  implement  the  curative 
virtues  which  the  ancients  thought  resided 
in  the  bronze  material.  It  also  served  as  a 
blunt  dissector. 

Two  instruments  were  frequently  com- 
bined as  one.  In  addition  to  the  knives  with 
handles  for  blunt  dissection,  probes  were 
frequently  devised  with  one  end  blunt  and 
the  other  end  sharpened.  In  some  cases, 
the  two  extremities  differed  in  character, 
having  rounded  knobs,  olivary  enlarge- 
ments, notched  ends  or  needle  eyes.  Fre- 
quently, one  end  of  an  instrument  repre- 
sented a probe  while  the  other  carried  a 
small  spoon  used  for  measuring  medicine, 
for  retracting  the  edges  of  a wound,  for 
cleaning  wax  from  the  ears  or  as  a curette. 
Either  in  combined  forms  or  as  separate 
instruments,  spatula;,  tongue  depressors, 
eyed  probes  or  grooved  directors  were  com- 
mon. Many  types  of  surgical  needles — 
straight,  curved  and  slightly  bent — cutting 
needles,  three-cornered  needles  and  round 
ones  were  in  use.  For  grasping  organs  to 
be  incised  and  for  separating  the  edges  of 
wounds,  a variety  of  sharp  or  blunt  hooks 
was  employed.  Many  types  of  scalpels,  bis- 
touries and  lancets  date  from  the  Graeco- 
Roman  period.  One  of  the  most  common 
scalpels  was  a pointed,  single-edged  instru- 
ment having  a remarkably  bellied  or  convex 
blade ; others  were  straight  or  had  upturned 
tips.  Spear-shaped  lancets  were  numerous 
and  some  were  provided  with  guards  to  pre- 
vent phlebotomy  incisions  from  being  too 
deep.  Bistouries  were  either  blunt  or 
pointed.  Blades  of  varying  sizes  and  lengths 
were  adapted  to  such  uses  as  lithotomy,  the 
removal  of  polypi,  surgery  of  the  tonsil  and 
of  fistulse.  Such  instruments  were  either  all 
bronze  or  were  steel  with  bronze  handles. 


Forceps  and  pincers  of  many  types  were 
available  to  the  surgeon.  Pincers  were 
made  by  bending  a single  strip  of  metal  till 
the  two  extremities  were  parallel  or  by  di- 
viding a piece  of  bronze  by  a saw  cut  in 
such  manner  as  to-  produce  the  two  blades 
of  the  pincers.  The  jaws  were  either  broad 
or  narrow,  finely-toothed  or  pointed,  and, 
depending  upon  shape,  size  or  strength,  were 
used  for  epilation,  as  polyps  forceps  or  as 
a general  grasping  instrument.  The  jointed 
type  of  forceps  was  a common  instrument 
which,  according  to  its  strength,  could  be 
used  for  extracting  teeth,  for  work  on  frac- 
tures or  for  extracting  arrow  heads  and 
foreign  bodies.  Though  scissors  were  known 
in  ancient  times,  they  do  not  seem  to  have 
been  used  in  surgery,  their  place  being  taken 
by  instruments  similar  in  shape  to  sheep- 
shears.  The  saws  in  use  were  small,  knife- 
shaped, toothed  instruments  suitable  only 
for  minor  amputations  and  for  work  on 
bony  splinters.  Bone  drills  consisted  of  a 
rod  of  bronze  having  a toothed  auger  at 
one  extremity.  When  a leather  bowstring 
was  looped  around  the  drill,  the  latter  could 
be  rotated  by  saw-like  movements  on  the 
bow. 

Among  the  other  instruments  which  are 
known  from  the  Graeco-Roman  period,  both 
from  actual  specimens  recovered  from  an- 
cient graves  and  from  descriptions  by  Greek 
writers,  are  elevators  for  raising  depressed 
fragments  of  bone,  needle  holders,  cannulse, 
tonsillotomies,  cataract  needles,  vaginal  and 
rectal  speculse,  catheters,  syringes,  aspira- 
tors, cranioclasts,  dental  instruments  and 
bleeding  cups.  The  instruments  were  well- 
balanced  and  were  as  light  and  slender  as 
the  strength  of  the  material  allowed.  When 
instruments  were  jointed,  the  juncture  was 
similar  to  the  aseptive  joint  of  today.  The 
ornamentation,  though  limited  to  circular 
rings  or  spiral  grooves  on  handles,  was  ef- 
fective. The  instruments  were  too  small  for 
major  amputations  and  were  not  adapted  to 
certain  types  of  abdominal  surgery,  though 
they  do  indicate  that  a wide  variety  of  sur- 
gical procedures  was  handled — blood  let- 
ting, the  lancing  of  abscesses,  the  removal  of 
tumors  and  the  treatment  of  fractures  and 
hernia.  The  many  types  of  forceps  and 
knives  which  are  known  assure  us  that 
specific  tools  were  devised  for  such  special 
fields  as  surgery  of  the  eye,  nasal  cavity, 
mouth,  rectum  and  genito-urinary  tract. 

As  the  Roman  period  gave  way  to  the 
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Byzantine  and  finally  to  the  period  of  Arabi- 
an intellectual  dominance,  surgery  became  a 
minor  field  in  medicine  and  a socially  in- 
ferior occupation.  In  the  early  eleventh  cen- 
tury, the  Moorish  physician,  Albucasius,  at- 
tempted to  make  Arabian  surgery  as  effec- 
tive as  that  of  the  Greeks,  and  our  knowl- 
edge of  Arabian  instruments  is  derived 
almost  entirely  from  illustrations  by  Albu- 
casius. The  actual  iron  instruments  of  the 
Arabs  have  not  withstood  rusting,  though 
similar  instruments  are  not  unknown  among 
modern  Arabian  folk  physicians.  Forceps, 
knives  and  saws  underwent  minor  modifi- 
cations in  form,  and  scissors  rather  than 
shears  were  used  as  cutting  instruments. 
Triangular  and  curved  knife  blades  peculiar 
to  the  Mohammedans  supplanted,  in  many 
cases,  the  more  efficient  shapes  of  the  Grae- 
co-Roman instruments.  A bizarre  Islamic 
pattern  replaced  simple  ornamentation.  In 
general,  it  appears  that  the  Arabian  phy- 
sicians adopted  the  pattern  of  Graeco-Ro- 
man instruments,  modfied  them  in  countless 
minor  ways,  but  made  no  essential  advance 
either  in  designing  old  instruments  or  in  in- 
venting new  ones. 

With  the  transfer  of.  Greek  and  Arabian 
medical  knowledge  to  southern  Europe  in 
the  eleventh  to  thirteenth  centuries,  attempts 
were  made  to  devise  surgical  instruments 
similar  to  those  of  the  Greeks  and  Arabs. 
Iron  was  the  chief  material  used.  During 
this  period,  the  surgeon  was  considered  in- 
ferior to  the  physician,  as  he  had  been 
among  the  Arabs.  Most  surgery,  in  fact, 
was  performed  by  barbers,  who  were  em- 
ployed chiefly  for  bloodletting.  The  arma- 
mentarium of  the  barber  surgeon  was  modi- 
fied by  three  influences:  the  artistic  Renais- 
sance, the  invention  of  firearms  and  the  in- 
creasing knowledge  of  anatomy.  Renais- 
sance craftsmen  adorned  instruments  with 
carvings  and  with  elaborate  ornamentation. 
Ivory  handles  and  gilt  decorations  were 
added  to  instruments,  making  them  difficult 
to  clean,  but  not  increasing  their  efficiency. 
The  use  of  firearms  created  a new  surgical 
problem  in  the  removal  of  musket  balls  and 
in  the  treatment  of  shattered  members.  In 
place  of  the  small  saws  of  the  ancients, 
larger  bow  saws  of  a sort  used  for  centu- 
ries by  carpenters  became  important  in  major 
amputation.  The  increasing  knowledge  of 
anatomy  during  the  fiffeenth  and  sixteenth 
centuries  led  the  way  toward  increasingly 
daring  operations.  A great  variety  of  high- 


ly ornamented  instruments  thus  came  into 
use.  The  trephine  drill,  instead  of  being 
operated  by  a bow,  was  adapted  to  a brace 
similar  to  that  used  now  by  carpenters.  The 
ligation  of  arteries  by  Pare  led  to  the  use  of 
trajectoria  for  lifting  the  artery  into  view 
for  ligation.  Occasionally,  forceps  were 
used  for  this  purpose,  particularly  one 
known  as  the  bee  de  corbemi  (crow’s  beak). 

The  seventeenth  century  saw  the  intro- 
duction of  the  trocar  and  the  tourniquet 
bandage  as  well  as  instruments  for  the  ex- 
traction of  bullets.  The  screw  tourniquet  of 
Petit  came  into  use  in  the  eighteenth  century 
as  did  the  aneurism  needle.  At  this  time, 
phlebotomy  was  the  vogue  and  many  phleb- 
otomes,  including  even  automatic  lancets, 
came  into  temporary  use.  A wide  assort- 
ment of  standard  instruments  was  now 
available.  Knives,  scissors  and  forceps  were 
made  in  various  sizes,  were  curved,  angled 
or , straight,  were  pointed  or  blunt  and  were 
adapted  to  dozens  of  special  uses. 

By  the  mid-eighteenth  century,  barber 
surgeons  were  succeeded  by  medically 
trained  surgeons.  A multiplicity  of  surgical 
instruments  for  use  in  special  operations  on 
the  eye,  urinary  tract,  trachea  and  abdomen 
was  devised.  By  the  nineteenth  century, 
the  excessive  ornamentation  characteristic 
of  the  post-renaissance  period  was  rarely 
evident. 

Early  in  the  nineteenth  century,  three  ad- 
vances were  made  in  the  manufacture  of 
surgical  instruments.  An  alloy  of  copper, 
nickel  and  zinc  known  as  German  silver  was 
introduced  in  1830,  and  this  became  used  in 
the  manufacture  of  surgical  instruments 
shortly  afterwards.  In  1837,  the  electro- 
deposition of  nickel  and  other  metals  by 
the  long  continued  action  of  electric  current 
was  discovered,  and  before  the  middle  of 
the  century,  a number  of  practical  processes 
for  nickel-plating  instruments  arose.  The 
discovery  of  the  vulcanizing  of  rubber  in 
1839  rendered  an  almost  unknown  material 
of  tremendous  importance  both  in  the  pro 
duction  of  flexible  instruments,  such  as  the 
elastic  tourniquet  and  rubber  catheters,  and 
in  the  utilization  of  hard  rubber  handles  on 
instruments. 

The  discovery  of  general  surgical  anes- 
thesia in  1844  decreased  the  difficulties  of 
the  surgeon  and  allowed  a greater  variety 
of  surgical  procedure,  as  did  the  develop- 
ment of  antiseptic  surgery  after  1865.  This 
latter  development  revolutionized  the  manu- 
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facture  of  surgical  instruments  by  requiring 
that  they  be  easily  sterilized.  Nickel-plated 
instruments  forged  of  one  piece  of  steel 
came  to  supplant  those  having  wooden  or 
ivory  handles  with  cross-hatched  or  orna- 
mented surfaces.  Saws  were  constructed  of 
one  piece  and  simplicity  in  construction  be- 
came the  keynote  of  surgical  instrument 
manufacture.  A few  years  before  the  de- 
velopment of  antiseptic  surgery,  articulated 
scissors  and  forceps  which  could  be  separat- 
ed at  their  pivot  had  been  devised.  The 
chain  saw  and  the  circular  saw  also  came 
into  use  at  this  time.  In  1850,  the  ecrasenr 
was  invented  by  Chassaignac.  During  the 
latter  half  of  the  nineteenth  century,  the 
electrical  current  became  adapted  to  surgical 
purposes,  first  as  the  galvano-cautery  and 
later  associated  with  the  surgical  motor  and 
a group  of  specialized  instruments. 

Since  the  middle  of  the  eighteenth  cen- 
tury, pincers  which  could  be  locked  by  a 
catch  had  been  occasionally  used.  The 
French  surgeon,  Pean,  in  1874,  devised  for- 
ceps with  narrow  grooved  blades  and  a 
catch  near  the  handle,  a modification  of  the 
older  bullet  extracting  and  bcc  de  corbeau 
forceps.  These  he  used  to  clamp  bleeding 
vessels,  leaving  the  clamps  in  place  for  a few 
minutes  to  several  days  till  the  vessel  no 
longer  bled.  Thus  he  avoided  the  use  of  the 
ligature.  The  hemostatic  forceps  have  be- 
come indispensable,  though  Pean’s  original 
method  has  been  supplanted  by  the  practice 
of  ligating  vessels  which  have  been  clamped 
temporarily  by  hemostats.  In  place  of  hooks 
for  separating  the  edges  of  an  incision,  large 
shiny  metal  retractors  capable  of  reflecting 
light  into  a wound,  and,  in  the  present  cen- 
tury, self-locking  retractors  became  com- 
mon. About  1913,  safety  razor  blades  be- 
gan to  be  used  for  making  surgical  incisions 
and  this  practice  led  to  the  manufacture  of 
scalpels  with  detachable,  ready  sharpened 
blades. 

The  modern  surgeon  may  obtain  a be- 
wildering number  of  surgical  instruments 
devised  for  practically  any  conceivable  pro- 
cedure. Those,  however,  which  make  up  the 
armamentarium  of  any  surgeon,  regardless 
of  his  specialty — the  common  instruments — 
are  mostly  very  old  in  their  fundamental  de- 
sign. Countless  ages  have  molded  them  into 
efficient  shapes  and  the  best  craftsmanship 
and  materials  of  the  century  make  them 
dependable. 


HEALTH  INSURANCE  IN  GREAT  BRITAIN 

“In  discussing  national  health  insurance,”  Dr. 
G.  C.  Anderson,  Medical  Secretary  of  the  British 
Medical  Association,  said  : “We  face  a disagreement 
at  the  outset.  What  we  in  Great  Britain  term 
‘medico-sociology,’  the  Americans  call  ‘medical  eco- 
nomics’ and  I am  by  no  means  sure  the  two  are 
synonymous. 

“We  are  inclined  to  think  that  the  atmosphere 
over  there  is  too  highly  charged  with  personal  an- 
tagonism for  the  calm  elucidation  of  truth.  It  seems 
quite  evident,  too,  that  the  opponents  of  a health 
insurance  plan  fail  to  distinguish  between  ‘sociology’ 
and  ‘socialism.’ 

“Soon  or  late,  I predict,  every  modern  civilized 
community  must  acknowledge  its  duty  to  make  pro- 
vision for  the  health  of  its  members  if  they  cannot 
secure  it  for  themselves.  In  America  and  elsewhere, 
there  are  large  numbers  who  suffer  from  this 
disability. 

“I  think  that,  after  twenty-two  years,  we  may  be 
said  to  have  passed  the  experimental  stage  in  Great 
Britain  and  are  able  to  evaluate  the  merits  and  de- 
fects of  our  health  insurance  plan.  That  it  has 
some  defects  may  be  freely  admitted,  but  they  are 
emphatically  not  those  which  the  A.  M.  A.  has 
thrust  into  the  foreground. 

“Chiefly,  the  A.  M.  A.  and  its  members  who  op- 
pose national  health  insurance  allege  that  it  has 
proved  to  be  a failure  and  detrimental  to  the  inter- 
ests of  both  profession  and  public.  It  is  said  that 
the  so-called  ‘panel  system’  has  tended  to  stifle  ini- 
tiative and  reduce  all  professional  service  to  the 
same  level  of  mediocrity. 

“Nothing  could  be  farther  from  the  truth.  In  the 
first  place,  only  about  17,000,000  persons,  say  one- 
fourth  of  our  total  population,  are  insured.  No  one 
earning  more  than  the  equivalent  of  $1,250  a year 
may  participate.  Nor  does  the  act  yet  extend  to  the 
dependents  of  the  insured.  That  leaves  a vast  num- 
ber of  possible  patients  for  those  physicians  who  do 
not  elect  to  serve  under  the  panel  system. 

“In  the  second  place,  perfect  freedom  of  choice — 
on  the  part  of  the  patient  to  choose  his  doctor  and 
the  doctor  to  accept  or  decline  insured  persons — 
would  guarantee  against  any  ‘stifling’  of  initiative. 
Those  medical  men  interested  purely  in  research  or 
in  the  specialties  simply  follow  their  practice  and 
do  not  apply  for  service  on  the  panel.  Harley  street 
and  all  it  stands  for  is  not  affected. 

“As  a matter  of  fact,  most  of  our  physicians  are 
eager  for  panel  service.  The  monetary  return  per 
patient  may  not  be  great  but  it  has  meant  a con- 
tinuing income,  especially  during  a period  of  de- 
pression, for  many  general  practitioners  in  the 
harder-hit  areas.  Without  such  steady  income,  many 
would  have  found  it  difficult  to  earn  a living  by  the 
exercise  of  their  profession  alone. 

“From  the  viewpoint  of  the  public,  the  insurance 
act  has  been  equally  successful  and  any  attempt  to 
represent  it  as  being  otherwise  proceeds  from  a mis- 
apprehension of  the  facts.  When  the  Lloyd  George 
government  proposed  the  plan  in  1912,  there  was 
violent  opposition  both  by  profession  and  public. 
Nobody  wanted  it. 

“Employes  and  employers  who  were  together  to 
defray  the  cost  by  purchasing  weekly  stamps  and 
affixing  them  in  the  insurance  books,  were  vocifer- 
ous in  their  protests.  Some  witty  manufacturer  put 
on  the  market  a highly  popular  little  stamp  moisten- 
er  in  the  form  of  a china  bust  of  Lloyd  George  with 
a moist  sponge  for  a tongue ! 

“All  that  is  in  the  past,  now.  Even  in  a time  of 
depression,  with  those  who  are  working  receiving 
considerably  lowered  wages,  there  are  no  protests. 
The  benefits  of  the  scheme  are  evident  to  the  public 
and  the  public  pays  its  share  cheerfully. 
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“The  allegation  that  the  British  medical  profes- 
sion is  dissatisfied  with  the  operation  of  the  act 
is  completely  refuted  by  official  resolutions  of  the 
B.  M.  A.  and  the  Conference  of  Panel  Committees 
which  were  unanimously  adopted  several  years  ago 
and  have  been  reiterated  from  time  to  time.  The 
sentiment  has  been  repeatedly  expressed  that  the 
benefits  resulting  from  the  act  have  been  sufficient  to 
warrant  its  continuance  and  improvement.  The  pro- 
fession now  favors  its  extension  to  include  all  de- 
pendents of  the  insured  workers.  It  holds,  too,  that 
the  Poor  Law  domiciliary  service  should  be  merged 
into  the  national  health  insurance  scheme. 

“It  is  somewhat  amusing  to  recall  the  contention 
of  the  A.  M.  A.  that  the  changes  proposed  for 
America  are  ‘socialistic’  and  therefore  objectionable 
Amusing,  because  in  this  country  the  profession  re- 
gards compulsory  contributory  insurance  as  a bul- 
wark against  the  really  socialistic  movement  to  pro- 
vide advice  and  treatment  by  means  of  a whole-time 
salaried  service ! 

“As  we  understand  the  situation  over  there,  the 
A.  M.  A.  considers  the  present  state  of  medical 
service  to  be  reasonably  satisfactory  or,  at  least,  is 
shortly  to  become  so  by  the  action  of  the  medical 
profession  itself.  Were  this  true,  there  would 
scarcely  be  heard  the  increasing  clamor  for  a 
change.  Nor  is  the  profession  demonstrating  that 
it  is  correcting  or  is  about  to  correct  the  deficiencies 
proved  to  exist. 

“When  national  health  insurance  was  first  pro- 
posed for  Great  Britain,  the  medical  profession  was 
outspoken  in  its  opposition,  just  as  is  the  A.  M.  A. 
and  those  for  whom  it  elects  to  speak. 

“But  we  quickly  found  it  wise  to  change  our  tac- 
tics. The  measure  seemed  inevitable  and  we  re- 
solved to  get  behind  it,  counselling  with  the  govern- 
ment and  seeing  to  it  that  several  vital  principles 
were  incorporated  in  order  to  protect  the  interests  of 
the  profession  and  public.  We  found  the  govern- 
ment then  and  since  always  amenable  to  reason. 
The  act  has  been  modified  from  time  to  time  but  the 
approval  for  the  amendments  was  always  sought 
from  the  medical  men  themselves. 

“The  British  system  has  some  defects,  to  be  sure. 
Perhaps  the  chief  difficulty  to  satisfactory  adminis- 
tration will  never  arise  in  America.  You  may  start 
to  build  from  the  ground  up.  But  here,  we  had  to 
deal  with  a number  of  long  established  private  in- 
surance societies  which  could  not  be  swept  out  of 
existence.  These  had  to  be  incorporated  into  the 
scheme  and  are  known  as  the  ‘approved  societies’ 
through  which  the  act  is  largely  administered.  The 
machinery  is  thus  rendered  awkward  and  clumsy. 

“Experience  has  indicated  the  foundation  princi- 
ples on  which  any  plan  of  national  health  insurance 
should  be  erected. 

“First,  I should  say,  any  scheme  for  the  provision 
of  medical  advice  and  treatment  should  be  separated 
as  completely  as  possible  from  insurance  provisions 
for  cash  payments  of  any  kind,  to  insured  persons. 

“Second,  provision  for  a full  medical  service — 
including  the  specialties  and  institutional  care — and 
not  limited  to  the  general  practitioner,  as  in  Great 
Britain,  should  be  made. 

“Third,  the  right  of  all  medical  practitioners  to 
be  members  of  the  service  should  be  secured. 

“Fourth,  there  should  be  no  interference  between 
doctor  and  patient  when  once  this  relationship  has 
been  brought  about. 

“Fifth,  the  profession  itself  should  be  given  an 
appropriate  part  in  the  administration  of  the  plan 
and  such  administration  should  be  through  topo- 
graphical organizations,  not  through  a multiplicity 
of  ‘approved  societies.’ 

“These  seem  to  us  to  be  the  essential  bases  for  a 
workable  plan,  though  other  considerations  readily 
suggest  themselves : attention  to  the  prevention  of 


disease  as  well  as  to  the  relief  of  individual  suf- 
ferers ; the  inclusion  of  every  individual  in  the  com- 
munity as  a beneficiary  of  the  measure ; the  incor- 
poration of  all  ancillary  services,  including  dental 
care. 

“Many  of  these  measures  still  are  to  be  incorpo- 
rated into  the  British  system.  It  would  be  foolish 
as  well  as  futile  to  assert  that  we  are  thoroughly 
satisfied  with  the  present  act  and  its  administration 
in  every  detail.  But  we  are  certainly  convinced  of 
the  wisdom  of  pioneering  in  the  field  of  medico- 
sociology  and  believe  that,  in  the  course  of  two  dec- 
ades, despite  the  handicaps  of  war  and  depression 
we  have  taken  several  mighty  strides  toward  the  at- 
tainment of  our  goal. 

“An  individual  or  .organization  which  misrepre- 
sents this  attitude  is  either  ignorant  of,  or  malicious- 
ly blind  to,  the  facts.” 

Interview  which  appeared  in  the 
Detroit  Nezvs,  September  29,  1934. 


Will  it  be  rugged  individualism,  or  ragged  collec- 
tivism? We’ve  taken  better  care  of  the  idiot  than 
we  have  of  the  genius.  We  have  coddled  the  moron 
and  starved  the  intelligent.  Those  with  the  divine 
spark  we  have  neglected,  zvhile  we  have  lavished 
money  and  training  upon  the  pinheads.  Social  legis- 
lation begs  the  unfit  to  become  more  unfit  and 
cordially  invites  the  fit  to  stop  the  struggle  and  vege- 
tate. 

G.  B.  Cutten, 

President  of  Colgate  University. 


BRIGHT’S  DISEASE 
Doctor  Richard  Bright*  of  Guy’s 
Had  several  patients  large  in  size. 

Their  legs  were  swollen  as  could  be; 

Their  eyes  so  puffed  they  could  not  see. 
To  this  edema  Bright  objected, 

And  so  he  had  them  venesected. 

He  took  a teaspoon  by  the  handle, 

Held  it  above  a tallow  candle, 

And  boiled  some  urine  o’er  the  flame 
(As  you  or  I might  do  the  same). 

To  his  surprise,  we  find  it  stated, 

The  urine  was  coagulated. 

Alas,  his  dropsied  patients  died. 

Our  thoughtful  doctor  looked  inside : 

Fie  found  their  kidneys  large  and  white, 
The  capsules  were  adherent  quite. 

So  that  is  why  the  name  of  Bright  is 
Associated  with  nephritis. 

Round  the  Fountain 
Disrespectful  Ditties 


SANTA  CLAES 

Come  a’  ye  chaps  wha’s  crazy  wi’  materialistic  stuff, 

Yer  fu’  o'  dough  that’s  sordid,  an’  yer  a’ways  in  a 
huff, 

Yer  temper’s  like  a storm  o’  wind,  nae  matter  how 
it  blaws, 

Bit,  in  spite  o’  a’  yer  grum’lin’,  there  is  a Santa 
Claus. 

Then  come,  ye  grouchy  sinners,  that’s  i'  sic  aw’fu’ 
mood. 

Buy  oop  a turkey  dinner,  it’s  fine  auld  Christmas 
food, 

Hang  oop  yer  stockin’  by  th’  lum,  hae  yer  candles  a’ 
ablaze, 

Gi’  th’  bairns  a’  some  fun — there  is  a Santa  Claes. 

Aye — there  is  a Santa  Claes. 

Weelum 


*Dr.  Richard  Bright  was  born  in  Bristol,  England,  in 
1789.  He  located  in  London,  where  he  was  a member  of 
the  staff  of  Guy’s  Hospital.  His  work  on  the  kidney  is  well 
known. 
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ARTICLE  2— PURPOSE 

Section  1.  The  purposes  of  this  Society  are  to  promote  the  science  and  art  of  medicine,  the 
protection  of  public  health  and  the  betterment  of  the  Medical  Profession;  and  to  unite  with  simi- 
lar organizations  in  other  States  and  Territories  of  the  United  States  to  form  the  American 
Medical  Association. 


CHRISTMAS  1934 

Another  Christmas  approaches  and  your 
officers  join  in  wishing  each  fellow  mem- 
ber, each  reader  of  this  Journal,  a day  of 
joyousness  with  family  and  friends. 

The  New  Year  follows  close.  We  are  no 
soothsayer  and  the  bravest  must  hesitate  to 
predict  what  this  new  year,  with  its  un- 
usual and  special  problems,  social  and  finan- 
cial, will  bring  forth. 

We  may  look  back,  however,  at  the  year 
just  past,  with  a degree  of  satisfaction. 
From  many  quarters  came,  at  the  beginning 
of  the  year,  most  gloomy  forebodings.  These 
have  not  come  to  pass.  Today  the  pessi- 
mists are  fewer  in  number  and  less  vocifer- 
ous. Our  organization  in  intact.  We  are 
financially  in  better  shape.  The  esprit  de 
corps  has  been  maintained.  The  individual 
doctor  has  happily  adjusted  himself,  for  the 
most  part,  to  the  changing  conditions.  He 
has,  as  always,  given  of  himself  largely  in 
the  care  of  his  distressed  patients,  but  chaos 
has  given  way  to  system  and  there  has  been 
less  actual  suffering  among  his  clientele  for 
the  lack  of  food  or  clothing. 

When  one  considers  the  magnitude  and 
complexity  of  the  problem  it  must  be  con- 
ceded that  the  state  committee  for  the 
FERA  has  handled  the  job  surprisingly 
well.  Doctors  throughout  the  state  have 
been  at  great  pains  to  cooperate,  and  on  the 
whole  the  medical  service  has  been  reason- 
ably satisfactory  to  both  the  profession  and 
the  patient,  a situation  by  no  means  uni- 
versal throughout  the  nation. 

We  face  the  new  year  courageously.  We 
are  prepared  to  meet  reasonable  social 
changes  even  though  they  may  vitally  affect 
some  of  our  traditions  and  our  personal  in- 
terests, if  only  they  are  truly  to  be  for  the 
general  and  distinct  advantage  of  the  citi- 
zens of  our  community  and  our  state.  But 
we  are  prepared,  too,  to  vigorously  protest 
injustice,  ill  advised,  visionary  medical- 


social  schemes  should  such  present  them- 
selves. 

But  the  serious  problems  may  well  be  set 
aside  for  this  brief  holiday  period.  It  is  the 
time  for  renewing  old  friendships  and  for 
making  new  ones,  for  the  enjoyment  of 
family  and  fireside.  Christmas  is  almost 
upon  us — “peace  on  earth,  goodwill  to 

MEN.” 

To  all  of  you  greetings  and  a merry 

CHRISTMAS. 


POSTGRADUATE  CLINICS 
AND  CREDITS 

Most  satisfactory  has  been  the  response 
to  the  Clinics  held  weekly  at  the  three  cen- 
ters now  operating.  There  is  general  agree- 
ment that  these  are  the  best  teaching  Clinics 
ever  presented  out-state  through  the  joint 
effort  of  the  State  Medical  Society  and  the 
University  of  Michigan.  The  attendance 
has  on  each  day  taxed  the  accpmmodations 
available  in  each  of  the  centers. 

At  the  recent  annual  meeting,  the  Com- 
mittee on  Postgraduate  Education  recom- 
mended that  credit  be  given  for  postgrad- 
uate attendance.  What  form  this  will  take 
has  not  yet  been  decided.  Meanwhile,  will 
each  attending  member  be  good  enough  to 
send  to  Doctor  Bruce  memoranda  of  courses 
taken  during  the  past  four  years  other  than 
in  Ann  Arbor  and  Detroit,  of  which  we 
have  record  ? 


KENT  COUNTY  MEDICAL 
SOCIETY’S  PLAN  RECOGNIZED 

In  1932  the  Public  Relations  Committee 
of  the  Kent  County  Medical  Society,  after 
a thorough  fact-finding  study  of  local  con- 
ditions, proposed  a plan  for  equitable  com- 
munity  and  professional  participation  under 
the  title  “Community  Responsibility  in  Pro- 
viding Adequate  Medical  and  Hospital  Care 
for  the  Indigent  and  Reducing  the  Cost  of 
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Such  Care  for  Persons  in  the  Lower  Earn- 
ing Brackets.” 

The  Society  failed  in  its  effort  to  “sell” 
the  plan  to  the  community,  but  no  good 
work  is  ever  lost,  as  the  following  letter  in- 
dicates: 

District  of  Columbia 
Health  & Hospital  Council 

November  12,  1934. 
Michigan  State  Medical  Society, 

Grand  Rapids,  Michigan. 

Gentlemen  : 

You  will  be  particularly  interested  to  note  that 
effective  January  1 a plan  involving  many  of  the 
essential  elements  contained  in  the  Report  of  the 
Public  Relations  Committee  of  the  Kent  County 
Medical  Society  as  of  April,  1932,  will  be  inaugu- 
rated in  Washington,  D.  C. 

A Central  Admitting  and  Medical  Service  Bureau 
will  go  into  operation  on  January  1.  The  plan  is 
intended  to  be  all-inclusive  in  scope  and  handles  all 
indigent  or  part-pay  cases,  whether  they  be  financed 
by  public  agencies,  which  is  the  Department  of  Pub- 
lic Welfare,  or  the  Community  Chest.  I have  suc- 
ceeded in  having  the  Community  Chest  finance  the 
plan  for  one  year. 

A Supervising  Committee,  which  controls  the 
policy  and  operation  of  the  Central  Bureau,  consists 
of  four  members  of  the  Executive  Committee  of  the 
Community  Chest,  a representative  of  the  Hospital 
Superintendents  Association,  a Director  of  Public 
Welfare  of  the  District  of  Columbia,  a member  of 
the  District  of  Columbia  Dental  Society  chosen  by 
that  Society  and  eight  members  of  the  District  of 
Columbia  Medical  Society  chosen  by  that  Society. 

I am  particularly  anxious  at  this  time  to  secure 
twenty-five  copies  of  the  Report  of  the  Public  Rela- 
tions Committee  of  the  Kent  County  Medical  So- 
ciety. We  will  be  pleased  to  pay  for  these  copies 
if  any  expense  is  involved  in  obtaining  them. 

We  are  rushing  the  details  of  organization 
through  and  it  is  highly^  essential  that  the  above 
mentioned  copies  be  obtained  as  quickly  as  possible. 
Your  cooperation  will  be  greatly  appreciated  and  we 
shall  be  happy  to  reciprocate  in  the  future. 

Sincerely  yours, 

(Signed)  Ross  Garrett,  Coordinator. 


“DOCTORS,  DOLLARS, 

AND  DISEASE” 

A radio  program  presented  Monday 
nights,  WABC  chain,  by  the  National  Ad- 
visory Council  on  Radio  in  Education.  This 
organization  is  officially  non-commercial  and 
non-partisan,  but  the  latter  cannot  be  said 
of  its  Public  Health  Committee,  which  is  re- 
sponsible for  this  program.  The  American 
Medical  Association  sees  in  the  personnel  of 
this  latter  committee  the  Majority  Commit- 
tee on  the  Cost  of  Medical  Care  and  looks 
upon  the  program  as  sheer  propaganda  for 
the  socialization  of  medicine. 

An  editorial  in  the  October  27  Journal 
of  the  American  Medical  Association  says 
of  the  speakers,  “It  calls  the  roll  of  agitators 
from  the  Committee  on  the  Cost  of  Medical 
Care.”  Listen  in!  They  are  no  amateurs, 


these  speakers,  and  from  these  talks  you 
may  definitely  determine  whether  there  is  a 
real  need  for  defensive  action.  It  will  be 
to  our  advantage  if,  through  these  broad- 
casts, we  discover  that  there  are  certain 
weak  points  in  our  line  of  defense.  At  any 
rate,  listen  in ! The  speakers  are  men  and 
women  of  reputation.  They  represent  vari- 
ous groups  whose  influence  may  have  a dis- 
tinct bearing  on  the  future  of  the  medical 
profession  and  by  listening  we  may  decide 
for  ourselves  whether  the  concern  of  the 
American  Medical  Association  is  justified. 


THE  CHOICE 

The  real  reason  why  organized  medicine 
in  Great  Britain  and  the  great  percentage  of 
the  population  now  express  more  or  less  of 
approval  of  insurance  is  because  it  is  now  an 
accomplished  fact. 

The  nation  has  now  progressed  too  far 
along  the  road.  There  is  no  turning  hack. 
The  United  States  is  not  now  where  Eng- 
land stood  in  1911.  It  is  in  a far  more  favor- 
able position  to  choose  the  road  it  will  fol- 
low. It  has  developed  methods  of  meeting 
the  problems  of  medical  care  that  are  far  in 
adr’ance  of  those  existing  in  England  at  that 
time. 

We  can  still  choose,  but  we  must  choose 
the  road  we  will  take  and,  having  chosen, 
we  must  follow  it : After  the  choice  is  made 
and  institutions  established,  vested  interests 
are  created  and  political  forces  set  in  mo- 
tion. It  is  then  extremely  difficult,  if  not 
impossible,  to  reverse  the  direction  of  the 
movement. 

We  must  face  the  fact  that  if  we  enter 
upon  this  road  there  is  little  if  any  reason  to 
believe  that  we  can  avoid  the  evils  and  take 
only  the  good  of  health  insurance. 

If  we  decide  to  take  the  other  road,  to 
continue  the  practice  of  medical  principles 
which  have  proved  their  value  through  so 
many  centuries  and  to  develop  into  an  or- 
ganized whole  all  the  .resources  of  private 
and  institutional  medical  facilities  and  public 
and  preventive  medicine,  we  will  have  be- 
fore us  all  the  possibilities  of  flexible  growth 
and  development  which  are  closed  to  us  if 
we  enter  upon  the  closely  walled  road  ot  in- 
surance institutions. 

If  the  medical  profession  of  the  LTnited 
States  intends  to  hold  fast  to  its  resolution 
to  maintain  for  its  prime  object  the  services 
it  can  render  to  humanity,  it  cannot  choose 
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a road  for  itself — the  road  it  chooses  over 
which  to  carry  medical  care  to  humanity 
must  be  traveled  by  human  individuals  as 
well  as  the  medical  profession.  That  road 
should  then  be  sufficiently  open  and  broad  to 
serve  the  best  interests  of  those  for  whom  it 
is  built — the  people  and  their  physicians. 

— From  a paper  by  Dr.  R.  G.  Lelancl 
before  Secretaries’  Conference  at 
Chicago  in  September. 

CONFERENCE  ON  BLINDNESS 

The  Annual  Conference  of  the  National  Society 
for  the  Prevention  of  Blindness  will  be  held  in  New 
York  City  December  6-8,  it  is  announced  by  Lewis 
H.  Carris,  Managing  Director. 

Dr.  Edward  Jackson  of  Denver,  Colo.,  dean  of 
American  ophthalmologists,  will  deliver  the  principal 
address  on  the  subject,  “A  Wide  Basis  for  Blindness 
Prevention.” 

Among  the  topics  that  will  come  up  for  discus- 
sion at  the  Conference  will  be  : the  causes  of  blind- 
ness ; sight-saving  classes  for  children  with  seriously 
defective  vision ; prevention  of  eye  accidents ; and 
prevention  of  pre-natal  infections  which  may  cause 
blindness. 


CANCER  SURVEY 

The  following  letter  has  been  received  from  the 
American  Society  for  the  Control  of  Cancer : 

Dear  Doctor  Corbus : 

I presented  your  letter  of  October  17,  ad- 
dressed to  Doctor  Rector,  at  the  meeting  of  the 
Executive  Committee  last  night.  I am  glad  to 
say  that  the  Committee  voted  to  authorize  Doc- 
tor Rector  to  make  a cancer  survey  of  the  State 
of  Michigan.  I am  asking  Doctor  Rector  when- 
ever opportunity  occurs  to  get  in  touch  with 
you  concerning  the  time  at  which  he  will  begin 
the  survey.  He  is,  of  course,  very  much  occu- 
pied with  other  work  so  that  I cannot  tell  def- 
initely when  he  will  be  free  to  begin  the  survey. 

I am  very  pleased  that  your  Society  has  asked 
for  this  survey  and  am  very  glad  that  ours  can 
make  it. 

Sincerely  yours, 

C.  C.  Little, 
Managing  Director. 


MUSKEGON  COUNTY  MEDICAL  SOCIETY 
comes  to  the  post  first  with  practically  100  per  cent 
paid  membership  dues  for  1935.  For  the  second 
year  this  society  carries  the  honor.  Hail,  Muskegon 
County ! 
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Eaton  County 

The  Eaton  County  Medical  Society  met  at  The 
Carnes-Tavern  Hotel,  Charlotte,  September  20. 
Dinner  was  served  at  6 :30  P.  M.  and  was  followed 
by  a business  meeting.  Dr.  A.  G.  Sheets,  acting 
chairman,  in  the  absence  of  the  president  and  vice 
president,  led  a short  business  meeting  in  which 
were  discussed  many  problems  of  primary  impor- 
tance to  the  physicians  of  this  county. 

Dr.  Sheets  gave  a report  of  the  meeting  of  the 
Delegates  of  the  Michigan  State  Medical  Society 
at  Battle  Creek  on  September  11.  Dr.  C.  D.  Huber, 


chairman  of  the  Medical  Auditing  Committee,  re- 
ported that  medical  welfare  had  risen  from  4 per 
cent  of  the  total  welfare  in  January  to  8 per  cent 
in  July,  1934. 

The  regular  order  of  business  was  resumed. 

The  meeting  was  then  given  over  to  a review  of 
the  progress  made  in  health  preservation  and  pro- 
motion during  the  past  year  and  to  discussion  of 
plans  for  health  advancement  in  the  future. 

The  discussion  of  accomplishments  and  plans  was 
led  by  Dr.  Joseph  W.  Davis,  director  of  the  county 
health  unit,  which  is  one  of  five  supported  by  the 
W.  K.  Kellogg  Foundation.  In  it  the  director  acts 
only  as  a coordinator  and  stimulator  of  community 
health  activities.  The  medical  profession  takes  a 
leading  part  both  in  planning  and  in  carrying  out 
the  program.  The  report  of  progress  made  during 
the  past  year  indicated  that  a county  health  unit  of 
this  type  can  be  efficient. 

It  was  moved,  supported,  and  carried  that  the 
report  be  accepted. 

The  meeting  was  adjourned. 

John  Lawther,  Secretary. 


Shiawassee  County 

After  a vacation  of  two  months,  Shiawassee 
County  Medical  Society  began  its  regular  monthly 
meeting  with  a noon  luncheon  at  Owosso  Memorial 
Hospital,  September  20,  1934.  There  were  twenty- 
three  physicians  present. 

After  a short  business  session  President  W.  M. 
Taylor  called  on  Dr.  I.  W.  Greene,  delegate  from 
this  society  to  the  State  Society  which  met  at  Battle 
Creek  last  week.  Dr.  Greene  gave  an  excellent  re- 
port of  the  proceedings  of  the  House  of  Delegates, 
which  was  very  interesting  to  all  present. 

Application  for  membership  having  been  passed 
upon  favorably  by  the  Board  of  Directors,  Dr.  J.  P. 
Flanders,  of  Laingsburg,  was  elected  to  membership. 
Plans  are  being  made  by  the  program  committee  for 
some  very  interesting  meetings  for  the  coming  fall 
and  winter. 

W.  E.  Ward,  Secretary-Treasurer. 


St.  Clair  County 

A regular  meeting  of  St.  Clair  County  Medical 
Society  was  held  Tuesday,  October  2,  1934,  at  the 
Harrington  Hotel,  Port  Huron,  Michigan. 

Supper  was  served  at  6:30  P.  M.  to  twenty  mem- 
bers, and  at  the  time  President  Armsbury  called  the 
meeting  to  order  at  7 :50  P.  M.  twenty-six  members 
were  present. 

Regular  business  was  dispensed  with  by  order  of 
the  Chair.  Dr.  Heavenrich,  District  Councillor, 
stated  that  the  next  meeting  would  be  held  October 
16,  1934,  at  the  home  of  Dr.  J.  M.  Robb  in  Grosse 
Pointe,  at  which  time  the  Society  would  be  the  guests 
of  Dr.  and  Mrs.  Robb  at  a buffet  dinner  at  6:30 
P.  M.  and  that  after  the  dinner  Dr.  Robb  would 
address  the  meeting,  speaking  on  “Asthma.”  The 
president  asked  how  many  present  would  attend 
this  meeting  and  seventeen  signified  their  intention 
to  do  so. 

Dr.  Thomas  brought  up  the  subject  of  renewing 
our  efforts  to  have  the  new  hospital  finished  and 
requested  the  members  of  the  Society  to  try  to  pay 
up  their  pledges.  It  was  believed  by  those  present 
that  the  time  was  inopportune  to  begin  a drive  in 
the  city  for  payment  of  the  pledges  of  citizens.  Dr. 
Heavenrich  stated  that  the  Society  should  hold  a 
joint  meeting  with  the  members  of  the  City  Commis- 
sion in  an  attempt  to  have  that  body  take  over  the 
new  hospital  so  that  a Federal  loan  might  be  ob- 
tained with  which  to  complete  the  construction  of 
the  now  unfinished  building.  No  definite  action  was 
taken  upon  the  matter. 

Dr.  Callery,  Health  Officer  of  Port  Huron,  stated 
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Jour.  M.S.M.S 


that  the  State  Health  Commission  \ Ur.  : ,s, 

had  informed  him  a local  physician  wa:  • Ling 

vaccination  against  typhoid  and  a 7i:ea  if  anyone 
present  had  reported  any  typhoid  or  knew  of  any 
cases  in  the  city.  No  affirmative  replies  were  heard. 

At  the  request  of  the  Chair,  Dr.  Heavenrich  then 
introduced  the  guest  of  the  evening,  Dr.  William  J. 
Cassidy  of  Detroit. 

Doctor  Cassidy  spoke  upon  the  subject,  “Eccen- 
tricities of  Splenic  Disease  and  Injury:  Diagnosis 
and  Treatment.”  Dr.  Cassidy  emphasized  many  im- 
portant points  in  his  address.  The  discussion  was 
opened  by  Dr.  MacKenzie,  who  complimented  the 
speaker  upon  the  excellence  of  his  address.  Dr. 
Thomas  also  discussed  the  subject  and  reported  sev- 
eral interesting  cases. 

Dr.  Cassidy  then  closed  the  program  in  the  usual 
manner.  The  meeting  adjourned  at  ten  P.  M. 

George  M.  Kesl,  Secretary-Treasurer. 


WOMAN’S  AUXILIARY,  MICH- 
IGAN STATE  MEDICAL 
SOCIETY 

Mrs.  F.  T.  Andrews,  President,  Kalamazoo. 

Mrs.  F.  M.  Doyle,  Secretary,  Kalamazoo. 


Dear  Auxiliary  Members: 

It  is  with  a humble  and  contrite  heart  I 
enter  into  the  duties  of  the  office  of  your 
President. 

We  are  still  pioneers,  blazing  the  trail, 
marking  time. 

The  Medical  Association  has  always  been 
a scientific  organization,  fighting  for  the 
health  of  their  fellowmen.  It  is  to  be  hoped 
they  will  not  have  to  enter  other  fields  to 
bring  health  and  happiness  to  their  country- 
men, but  if  the  time  comes,  let  it  never  be 
said,  “The  wives  were  not  ready.” 

May  Christmas  and  the  New  Year  bring 
the  dawn  of  a new  day  full  of  Hope,  Love 
and  Charity. 

(Mrs.  F.  T. ) Charlotte  Andrews. 


“That  which  helps”  is  the  motto  of  our  very 
capable  and  gracious  National  President,  Mrs. 
Robert  Tomlinson,  of  Wilmington,  Delaware,  who 
called  a board  meeting  on  September  22,  at  Chicago, 
Illinois. 

Twenty-two  members  were  present,  including 
presidents  from  ten  States. 

Great  plans  are  in  the  making  for  a joint  conven- 
tion for  Canada  and  the  United  States. 

Mrs.  F.  T.  Andrews,  President, 
Woman’s  Auxiliary  to  the  Mich- 
igan State  Medical  Society. 


JACKSON  COUNTY 

The  first  meeting  of  the  Jackson  County  Auxiliary 
was  held  at  the  home  of  Dr.  and  Mrs.  R.  H.  Nichols, 
in  Leslie,  October  16,  1934,  with  thirty-two  mem- 
bers present. 

After  a lovely  dinner  at  seven,  the  president,  Mrs. 
Glen  Hicks,  called  the  meeting  to  order.  An  inter- 
esting report  of  the  State  Convention  was  given  by 
the  president,  after  which  Mrs.  E.  S.  Peterson,  a 
delegate  to  the  Convention  and  acting  State  Legisla- 


tive Chairman,  reported  on  numerous  events  not  dis- 
cussed by  Mrs.  Hicks. 

Mrs.  L.  J.  Harris,  program  chairman,  presented 
each  member  with  a printed  program  for  the  coming 
year.  She  then  introduced  Miss  Olive  Sewell,  of 
Lansing,  executive  secretary  of  the  Michigan  State 
Nurses  Association,  who  gave  a very  interesting  talk 
on  the  Training  Schools  for  Nurses,  stating  that  the 
public  at  large  is  responsible  for  the  nursing  pro- 
fession, that  medical  science  has  gone  on  rapidly 
but  that  the  training  of  nurses  has  remained  in  the 
bath  tub  stage.  She  also  emphasized  the  need  of  a 
broader  educational  program  for  nurses. 

The  Public  Relations  Committee  plans  to  present 
Dr.  Joseph  Bloodgood,  of  Johns  Hopkins,  as  guest 
speaker  at  the  November  meeting. 


SAGINAW  COUNTY 

The  Saginaw  County  Auxiliary  met  for  luncheon 
and  business  at  the  Birss  Tea  Rooms  on  Friday, 
September  28,  with  twenty-eight  members  attending. 

Following  the  luncheon,  reports  of  the  State  Con- 
vention held  in  Battle-  Creek  were  given  by  the 
President,  Mrs.  J.  A.  McLandress,  and  Mrs.  J.  H. 
Powers.  Mrs.  L.  C.  Harvie  then  discussed  the  pro- 
gram suggestions  as  outlined  by  the  former  State 
President,  Mrs.  Elmer  L.  Whitney,  and  her  program 
committee. 

It  was  voted  to  hold  the  Auxiliary  meetings  each 
month  at  the  same  time  the  Medical  Society  meets 
and  to  precede  the  social  hour  with  a short  educa- 
tional program. 


OBITUARY 


Dr.  Peter  T.  Grant 

Dr.  Peter  T.  Grant  of  Grand  Rapids,  Michigan, 
died  at  his  home  on  July  the  sixteenth  at  the  age  of 
fifty-one  years.  Dr.  Grant  studied  and  received  his 
Bachelor  of  Arts  degree  from  Syracuse  University 
in  1905,  and  his  medical  degree  from  Louisville  in 
1909.  Two  years  after  his  graduation  in  medicine 
he  married  Miss  Beatrice  Bushaw,  who  with  three 
daughters  survives  him.  He  began  practice  in  Ma- 
rengo, Indiana,  where  he  remained  until  entering 
the  medical  corps  of  the  United  States  Army,  sta- 
tioned near  New  York  City.  After  his  discharge 
from  the  Army  he  entered  upon  a year’s  post-grad- 
uate work  in  New  York,  after  which  he  located  in 
Grand  Rapids.  Following  his  residence  in  Grand 
Rapids,  he  spent  a certain  amount  of  time  each  year 
in  post-graduate  work  either  in  United  States  or  in 
Europe.  Dr.  Grant,  besides  being  a member  of  Kent 
County  Medical  Society,  Michigan  State  Medical 
Society  and  American  Medical  Association,  was 
Vice-President  of  the  Otolaryngological  Society  of 
Detroit,  of  the  S.  W.  Michigan  Trio-logical  Asso- 
ciation, of  the  Grand  Rapids  Eye,  Ear,  Nose  and 
Throat  Society,  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology.  He  had  executive 
qualities  of  a high  order.  His  mind  was  of  a philo- 
sophical and  reflective  type.  A friend  writes  to  the 
effect  that  Dr.  Grant  was  concerned  with  the  pur- 
pose of  life,  summed  up  in  the  Question,  “What  does 
it  all  mean?”  He  writes,  “I  believe  he  (Dr.  Grant) 
would  have  us  think  seriously  of  life  and  its  sig- 
nificance, less  of  theology  and  more  of  ethics,  less 
of  destiny  and  more  of  character,  less  of  reward 
and  more  of  service.  Life  to  him  was  an  oppor- 
tunity and  a responsibility.” 

Dr.  Grant  was  chairman  of  the  Eye,  Ear.  Nose, 
and  Throat  Section  of  the  Michigan  State  Medical 
Society. 
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C.  C.  SLEMONS,  M.D.,  Dr.P.H.,  Commissioner,  Lansing,  Michigan 


ALUM  PRECIPITATED  TOXOID 
FOR  USE  IN  IMMUNIZATION 
AGAINST  DIPHTHERIA 

The  purpose  of  this  paper  is  to  give  sufficient  in- 
formation about  Alum  Precipitated  Toxoid  that  the 
reader  may  use  the  product  with  confidence  and  in- 
telligence. Something  of  the  history,  the  prepara- 
tion, the  testing,  the  method  of  use  and  the  results 
obtained  to  date  in  Michigan  with  Alum  Precipitated 
Toxoid  will  be  given. 

Alum  Precipitated  Toxoid  immunizes  against  diph- 
theria over  90  per  cent  of  susceptible  children  re- 
ceiving a single  injection  of  the  product.  The  prep- 
aration of  this  product  was  first  described  by  Glenny 
and  his  co-workers1  in  1926.  He  found  it  to  be  a 
superior  immunizing  agent  for  guinea  pigs.  A pub- 
lication by  Glenny  and  Waddington2  in  1928  verified 
their  earlier  work  and  in  1930  Glenny3  made  the 
prophecy  that  probably  in  the  future  a suspension  of 
toxoid  precipitated  by  alum  would  be  the  favored 
agent  for  human  im- 
munization against 
diphtheria.  In  1931 
Glenny  and  Barr4 
published  a detailed 
study  of  the  precipi- 
tation of  toxoid  with 
alum,  describing  the 
method  of  obtaining 
the  best  yield  with 
the  greatest  purifica- 
tion. 

The  first  use  of 
Alum  Precipitated 
Toxoid  in  the  United 
States  for  immuniza- 
tion of  children  was 
described  by  Wells, 

Graham  and  Havens12 
in  1932.  They  pre- 
pared the  product  ac- 
cording to  Glenny’s  technic  and  verified  his  results 
on  guinea  pigs.  Subsequent  studies6’7  verified  their 
earlier  report  and  gave  additional  results  on  human 
immunization.  McGinnes,  Stebbins  and  Hart8  report 
excellent  results  in  immunizing  over  2,000  children 
with  a single  injection. 

During  the  last  two  years  detailed  studies  have 
been  made  on  the  use  of  Alum  Precipitated  Toxoid 
manufactured  by  the  Michigan  Department ' of 
Health.9'11 

These  studies  were  made  on  children  from  Kent, 
Saginaw,  Genesee,  Ingham  and  Ottawa  counties  and 
conform  in  the  excellent  results  obtained  with  the 
reported  studies  elsewhere. 

Our  studies  on  588  children,  380  of  pre-school  age, 
all  with  positive  Pre-Schick  tests,  gave  a 98  per  cent 
immunity — the  interval  between  the  immunization 
injection  and  the  Pre-Schick  test  being  sixty-five 
days. 

Alum  Precipitated  Toxoid  is  prepared  by  the  ad- 
dition of  a solution  of  pure  alum  to  a potent  diph- 
theria toxoid.  A precipitate  forms  which  contains 
most  of  the  toxoid.  This  precipitate  is  washed,  re- 
suspended in  physiologic  saline  solution  and  a pre- 
servative added.  Aseptic  technic  must  be  used 
throughout. 

All  lots  of  Alum  Precipitated  Toxoid  distributed 
under  License  from  the  National  Institute  of  Health 
must  be  proved  safe  for  human  injection  by  passing 
tests  demonstrating  sterility,  freedom  from  toxic 
or  poisonous  properties,  and  that  less  than  20  mgm. 
of  alum  per  human  immunizing  dose  is  present.  All 


lots  must  also  pass  tests  demonstrating  a high  im- 
munizing potency,  as  measured  by  the  response  of 
guinea  pigs  to  a single  human  dose. 

There  are  four  important  points  to  be  constantly 
borne  in  mind  in  using  Alum  Precipitated  Toxoid 
for  human  immunization.  They  are : 

1.  Thoroughly  re-suspend  the  precipitate  by  agita- 
tion before  each  injection.  Only  the  precipitate  im- 
munizes, the  supernatant  confers  no  immunity. 

2.  If  a vial  of  Alum  Precipitated  Toxoid  is  not 
used  up  on  the  same  day  on  which  it  is  opened, 
discard  the  remainder ; do  not  use  it  another  day. 
If  a contamination  was  present  due  to  the  first  day’s 
use  it  would  not  be  possible  to  detect  this  fact  be- 
cause of  the  precipitate  present. 

3.  Give  all  injections  of  Alum  Precipitated  Tox- 
oid subcutaneously  and  not  intramuscularly.  The 
slower  absorption  from  a subcutaneous  injection  in- 
creases the  antigenic  response.  Schmidt10  has  dem- 
onstrated in  guinea 
pigs  that  a subcuta- 
neous injection  of 
Alum  Precipitated 
Toxoid  gives  a much 
better  antigenic  stimu- 
lation than  does  an 
intramuscular  injec- 
tion. 

4.  Alum  Precipitat- 
ed Toxoid  is  of  pri- 
mary value  in  the  im- 
munization of  chil- 
dren, and  especially 
of  that  most  impor- 
tant group,  the  pre- 
school children.  All 
the  available  pub- 
lished data  are  based 
on  children,  and  since 
the  use  of  the  prod- 
uct on  adults  in  Michigan  gave  disappointing  results 
it  would  be  wiser  not  to  use  it  on  adults  until  fur- 
ther studies  have  been  made. 

The  explanation  for  the  marked  increase  in  the 
antigenicity  of  a toxoid  which  has  been  precipitated 
with  alum  has  not  been  proved,  but  Glenny,  etc.,12 
state  that  “the  improvement  following  the  addition 
of  alum  to  toxoid  . . . would  appear  mainly  due  to  the 
relative  insolubility  of  the  precipitate.”  In  other 
words,  the  slow  absorption  of  the  precipitate  would 
give  the.  effect  of  multiple  stimuli  over  a consider- 
able period  of  time.  Another  possibility  is  that  the 
presence  of  the  alum  itself  plays  a part  in  the  stim- 
ulation. w.  E.  B. 
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Manufactured  and  Distributed  by  the 
Michigan  Department  of  Health  Laboratories 


696 


SOCIETY  ACTIVITY 


COMMUNICATION 


To  the  Editor  of  the  Journal  M.S.M.S. 

I am  writing  you  concerning  a new  organization 
which  was  formed  in  Calhoun  County  on  Thursday 
night,  November  15,  known  as  the  Allied  Health 
Groups.  The  membership  of  this  organization  is  re- 
stricted to  Doctors,  Dentists,  Registered  Nurses,  and 
Pharmacists,  all  of  whom  must  be  in  good  standing 
in  their  respective  associations  to  qualify. 

In  the  light  of  recent  events  and  particularly  with 
the  impending  threat  of  so-called  State  Medicine, 
many  of  us  have  felt  that  organized  medicine  was 
not  strong  enough  in  itself  to  sway  public  opinion 
to  the  point  of  open  objection  against  this  en- 
croachment by  the  State  on  a very  important  problem 
of  all  the  public.  While  this  was  perhaps  the  main 
motive  in  starting  this  organization  it  has  long  been 
common  knowledge  that  many  laws  have  been 
wrongly  or  poorly  enacted  affecting  these  four 
groups  and  that  many  other  laws  should  be  passed 
for  the  general  good  of  the  public  and  also  the  pro- 
fessions involved. 

We  feel  that  the  common  interests  of  the  public 
and  professions  can  best  be  served  by  organized 
effort,  independent  of  the  limitations  naturally  im- 
posed by  the  various  scientific  organizations  to 
which  the  individual  members  belong.  Naturally, 
any  steps  taken  will  be  only  those  approved  by  the 
State  Associations  of  Medicine,  Dentistry,  Nursing 
and  Pharmacy,  but  action  will  be  more  aggressive 
and  direct  than  any  of  these  individual  groups  could 
or  would  care  to  advance.  The  list  of  officers  elect- 
ed at  this  meeting  are  as  follows : 

President,  Joseph  E.  Rosenfeld,  M.D. 

First  Vice  President,  Mr.  Norman  Freeman, 
Reg.  Ph. 

Second  Vice  President,  H.  J.  Thorne,  D.D.S. 
Third  Vice  President,  Miss  Clara  Gasser,  R.N. 
Secretary-Treasurer,  Ignatz  G.  Uhrie,  D.D.S. 
Board  of  Directors : 

A.  T.  Hafford,  M.D. 

Lawrence  Heidenrich,  D.D.S. 

Miss  Angela  O’Neill,  R.N. 

Mr.  Gerald  Koons,  Reg.  Ph. 

We  also  have  in  mind  a program  of  education  as 
regards  health  laws,  this  program  to  extend  to  public 
officials  as  well  as  the  public  itself. 

As  a matter  of  interest  the  Battle  Creek _ Evening 
News  last  night  wrote  a splendid  editorial,  com- 
mending this  movement  and  I am  furnishing  you 
with  a copy  of  this.  It  is  our  hope  that  similar  or- 
ganizations to  this  will  spring  up  in  each  county 
rapidly  and  that  in  every  instance  the  local  county 
medical  society  will  unofficially  sponsor  the  organi- 
zation as  it  has  done  in  Calhoun. 

Believing  this  action  will  be  of  interest  to  the  en- 
tire medical  profession  of  this  state,  I am  forward- 
ing you  these  comments  in  the  hope  that  they  will 
be  printed  in  the  next  issue  of  the  State  Journal. 

Joseph  E.  Rosenfeld,  M.D. 


A GUIDE  IS  NEEDED* 

Formation  of  the  Allied  Health  Group,  representing 
doctors,  dentists,  nurses  and  pharmacists,  the  pur- 
pose of  which  is  to  exercise  a guiding  hand  in  pub- 
lic health  legislation,  is  a step  which  is  important  to 
the  public  as  well  as  to  the  participating  professions. 

Certainly  this  is  the  group  in  which  legislation  re- 

*This  is  the  editorial  referred  to  in  Dr.  Rosenfeld’s  letter. 


lating  to  public  health  should  origin 
from  lay  sources,  which  have  no  ex 
of  the  professional  questions  perta: 
health. 

Whatever  legislation  may  be  pro] 
to  come  from  the  representatives  of 
which  are  trained  to  know  and  me 
ments  of  health.  Surely  doctors,  dent 
pharmacists  can  express  much  more  i 
ions  on  the  subject  than  could  a groi 
and  perhaps  politically  or  selfishly  ii 

The  widespread  agitation  which  h 
recent  times  for  statutory  regulation 
of  medicine  and  its  correlative  profe 
phasizes  the  need  for  the  right  kind 
possible  legislation.  Otherwise,  le; 
would  be  detrimental  to  every  indivn 
might  be  enacted. 

In  the  organization  of  this  group 
fessions  are  not  only  protecting  ther 
also  are  protecting  the  public. 

— From  the  Battle  Creek 


GENERAL  NEWS 
ANNOUNCEME 


Dr.  Francis  MacMillan  of  Detroit 
Morley,  daughter  of  Mr.  and  Mi 
Morley  of  Detroit  were  married  be 
spent  their  honeymoon  in  Europe 
thence  to  Vienna,  where  Dr.  MacM 
weeks  attending  the  clinics.  Fol 
young  couple  went  on  a MediteriY 
returned  to  Detroit  the  second  we 

* * * 


Harper  Hospital,  Detroit,  cordial 
sicians  to  attend  the  Friday  mo 
held  each  week  from  9 :00  until 
amphitheater.  The  first  hour  of  tl 
clinical  pathologic  conference  cc 
Plynn  F.  Morse.  This  is  followed 
tion  of  clinical  cases  by  the  heac 
departments  in  the  hospital. 

* * * 


POSTGRADUATE  MEDICA1 
USTD  THE  NEEDS  OF  THE  G 
riTIONER  is  the  title  of  the  co 
he  subcommittee  of  the  committ 
t is  a volume  of  91  pages,  double 
irises  the  most  exhaustive  study  < 
las  ever  been  made.  Copies  of  t 
irocured  by  addressing  the  Seci 
Vletz  Building,  Grand  Rapids.  J 


Application  blanks  are  now  avail 
the  Scientific  Exhibit  at  the  Atlan  i 
the  American  Medical  Association  I 
The  Committee  on  Scientific  Ex  b 
all  applicants  fill  out  the  regula  ) 
and  requests  that  this  be  done  as  i . 
Applications  close  February  25, 
siring  application  blanks  should  a i 
the  Director,  Scientific  Exhibit,  i 
Association,  535  North  Dearbor 
Illinois. 


December,  1934 
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A VETERAN  PSYCHOPATHIC  HOSPITAL 
Mentally  deficient  veterans  are  housed  in  psycho- 
pathic wards  and  in  jails  and  are  permitted  to  walk 
the  streets  in  Michigan  because  of  inadequate  facili- 
ties for  caring  for  them,  according  to  statements 
by  Councilman  Eugene  I.  van  Antwerp,  of  Detroit, 
and  Fred  Beard,  State  welfare  director  for  the 
Veterans  of  Foreign  Wars.  Van  Antwerp  is  a 
member  of  the  Disabled  Veterans  Committee  in  the 
State,  and  joined  with  Beard  today  in  suggesting  a 
veterans’  hospital  at  Detroit.  They  pointed  out  that 
while  the  capacity  at  the  Veterans’  Hospital  for 
Mental  Cases  at  Camp  Custer  is  840  beds,  less  than 
400  are  available  to  veterans  from  Michigan,  the 
hospital  also  caring  for  cases  from  Illinois,  Indiana, 
Wisconsin  and  Minnesota.  The  capacity  of  the 
Marine  Hospital  at  Detroit  is  only  240  beds.  The 
State  offers  no  general  hospital  facilities  and  vet- 
erans in  need  of  surgical  treatment  must  go  to  Day- 
ton  or  Chicago. 


PRIZE  ESSAY 

American  Association  for  the  Study  of  Goiter 
November  1,  1934. 
Michigan  State  Medical  Journal, 

Grand  Rapids,  Mich. 

Gentlemen : 

The  American  Association  for  the  Study  of  Goiter 
again  offers  the  Van  Meter  Prize  Award  of  $300 
and  two  honorable  mentions  for  the  best  essays  on 
the  subject  of  goiter  provided  they  meet  the  stan- 
dards of  the  award  committee.  The  essays  should 
be  based  on  original  research  work  on  the  subject 
of  goiter,  preferably  its  basic  cause.  The  prize  essay 
or  its  abridgment  is  to  be  presented  at  the  annual 
meeting  of  the  Association  to  be  held  in  Salt  Lake 
City,  Utah,  in  June,  1935. 

Competing  manuscripts  should  be  in  the  hands  of 
the  Corresponding  Secretary,  W.  Blair  Mosser, 
M.D.,  Kane,  Pa.,  not  later  than  April  1,  1935. 

The  first  prize  of  $300  for  the  1934  meeting  was 
awarded  to  M.  A.  B.  Brazier,  Ph.D.,  B.Sc.,  London, 
England,  for  her  essay  “The  Impedance  Angle  Test 
for  Thyrotoxicosis.” 

First  honorable  mention  was  awarded  Prof.  Ugo 
Cerletti,  Genoa,  I taly^,  for  his  essay  “Three  Years 
of  Experimental  Research  in  the  Etiology  of  En- 
demic Goitre.” 

Second  honorable  mention  was  awarded  D.  Roy 
McCullagh,  M.D.,  Cleveland  Clinic,  Cleveland,  Ohio, 
for  his  essay  “Studies  in  Blood  Iodine  using  a New 
Chemical  Method.” 

Sincerely  yours, 

W.  Blair  Mosser,  M.D., 
Corresponding  Secretary. 


THE  MICHIGAN  ASSOCIATION  OF  SCHOOL 
PHYSICIANS 

The  newly  elected  officers  of  The  Michigan  As- 
sociation of  School  Physicians  at  the  meeting  of  the 
Association  at  Lansing,  November  8,  are  as  fol- 
lows : Dr.  J.  D.  Sundwall,  President ; Dr.  C.  D. 
Barrett,  Vice  President;  Dr.  V.  K.  Volk,  Secretary- 
Ireasurer;  Dr.  Earl  Klcinschmidt,  Editor,  and  Dr. 
Wm.  H.  Pickett,  Associate  Editor.  Additional  mem- 
hers  elected  to  the  Executive  Committee  are  Dr. 
1>.  M.  Carey,  Dr.  G.  M.  Byington,  and  Dr.  Don  M. 
< rudakunst.  Among  the  resolutions  adopted  by  the 
Association  arc:  (a)  That  all  School  Health  work- 
ers be  required  to  have  annual  physical  examinations 
and  include  tuberculin  tests  and  x-rays,  (b)  That 
all  High  School  athletes  be  required  to  have  tuber- 
culin tests  (and  x-rays  of  the  chest  when  indicated) 


as  a part  of  their  annual  physical  examination  re- 
quirements. (c)  That  the  Michigan  Association  of 
School  Physicians  invite  all  State,  County,  and  City 
teachers  individually  and  by  groups  to  assist  in 
bringing  about  the  enactment  of  suitable  legislation 
requiring  annual  thorough  physical  examinations  of 
teachers  before  the  beginning  of  each  school  year. 
That  the  examination  include  tuberculin  testing  and 
x-ray.  (d)  That  we  endorse  the  activities  of  the 
State  Tuberculosis  Association  and  all  affiliated 
county  organizations  in  their  efforts  to  control  and 
prevent  the  spread  of  tuberculosis  infection,  and  we 
urge  the  cooperation  of  the  general  public  in  the 
support  of  these  activities  through  the  liberal  pur- 
chase of  the  Tuberculosis  Association  Christmas 
seals. 


ANNUAL  TUBERCULOSIS  ASSOCIATION 
MEETING 

The  Michigan  Tuberculosis  Association,  the 
Michigan  Trudeau  Society  and  the  Michigan  Sana- 
torium Association  met  in  joint  session  in  Ann  Ar- 
bor, October  11.  Dr.  John  Alexander  and  staff  in 
the  Thoracic  Surgery  Department  at  the  University 
Hospital  gave  very  instructive  clinics  at  the  hospital 
throughout  the  morning.  A large  number  of  phy- 
sicians and  laymen  interested  in  the  control  of  tu- 
berculosis met  at  a noon  luncheon  where  reports 
of  the  year’s  work  were  made  and  an  address  by 
Dr.  Paul  F.  Voelker  was  heard.  Dr.  Voelker 
stressed  the  importance  of  more  interest  in  health 
matters  for  school  children  and  pointed  out  the 
need  for  the  annual  examination  of  school  teachers 
for  the  detection  of  communicable  diseases,  espe- 
cially tuberculosis. 

With  the  assistance  of  the  Michigan  Tuberculo- 
sis Association  35,000  persons,  mostly  high  school 
pupils,  were  tuberculin  tested  and  over  7,000  x-rayed 


THE  JOURNAL 
Do  you  want  a fat  Journal? 

We  have  on  hand  many  excellent  scientific 
papers.  The  editor  can  get  as  many  more. 
Do  you  want  to  read  them  in  your  Journal? 
You  can  if  you  want  to.  The  number  of 
pages  of  reading  matter  is  largely  dependent 
on  the  number  of  advertising  pages.  You  can 
make  the  Journal  worth  while  to  the  adver- 
tiser. Here  is  an  extract  from  a recent  letter 
from  a large  advertising  agency. 

“Mr.  M.  who  gave  us  the  order  for  a full 
page  is  a believer  in  state  medical  journals 
and  has  other  advertising  pages  if  we  can 
demonstrate  advertising  in  your  Journal  pays. 
Is  there  some  way  by  which  you  can  start 
inquiries?  We  would  like  the  advertiser  to 
know  that  somebody  has  seen  and  read  his 
advertisement.”  You  help  the  Journal  when 
you  write  the  advertiser. 

There  are  potential  advertisers  in  your  com- 
munity. Among  our  members  are  a few,  a 
very  few,  who  have  at  times  turned  a neat 
sum  in  commissions  by  soliciting  their  ac- 
quaintances. We  will  give  you  every  assist- 
ance. 
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during  the  past  year.  This  uncovered  146  active 
adult  type  cases  of  tuberculosis  and  1,147  childhood 
type.  Of  this  latter  group  most  of  them  are  in- 
active but  require  careful  observation  at  home. 
Most  of  the  testing  was  done  by  local  physicians, 
and  over  1,200  were  referred  to  their  family  phy- 
sicians for  advice  and  care. 

The  Trudeau  Society  conducted  a symposium  on 
collapse  therapy  in  which  most  of  the  sanatoria  of 
the  state  were  represented,  and  use  of  these  surgical 
measures  was  found  to  be  bringing  gratifying  re- 
sults by  all  those  reporting. 

At  a conference  in  the  evening  the  problem  of 
tuberculosis  among  high  school  and  college  athletes 
was  discussed  and  the  need  for  more  care  in  pro- 
viding adequate  examinations  before  allowing  indul- 
gence, particularly  in  competitive  sports,  was 
brought  out.  Dr.  W.  J.  V.  Deacon  of  the  State 
Health  Department  reported  statistically  on  tuber- 
culosis hazards,  indicating  that  women  die  in  great- 
est numbers  during  young  adult  life,  but  men  die 
in  larger  numbers'  in  later  adult  life.  The  death  rate 
from  tuberculosis  in  Michigan  has  fallen  from  94.7 
deaths  per  100,000  population  in  1908  to  46.7  in 
1933,  Dr.  Deacon  reported. 

The  following  officers  for  the  Michigan  Tubercu- 
losis Association  were  elected  for  the  coming  year  : 

President — Dr.  Bruce  H.  Douglas,  Detroit. 

First  Vice-President — Dr.  John  Sundwall,  Ann 
Arbor. 

Second  Vice-President — Mr.  Curtis  Wylie,  Grand 
Rapids. 

Treasurer — Mr.  Harry  Bennett,  Lansing. 


DR.  LUCE  WENT  TO  WASHINGTON 

Dr.  Henry  A.  Luce  of  Detroit  responded  to  an 
invitation  to  attend  the  National  Conference  on  Eco- 
nomic Security  at  Washington,  November  the  four- 
teenth. Dr.  Luce  was  invited  as  one  of  the  leaders 
in  discussion  on  the  subject  of  Medical  Care. 
Among  other  physicians  invited  in  the  same  capacity 
were:  Dr.  Nathan  B.  VanEtten  of  New  York 

City;  Dr.  George  Follansbee  of  Cleveland.  While 
prominent  in  organized  medicine,  none  went  as  rep- 
resentative of  any  state  or  national  medical  asso- 
ciation with  which  he  is  associated,  but  as  an  in- 
dividual. The  purpose  of  the  meeting  is  to  aid  the 
President  in  the  matter  of  effecting  a certain  degree 
of  economic  and  social  security,  of  which  medical 
care  may  be  construed  as  an  important  factor.  Dr. 
Luce  as  one  of  the  discussion  leaders  emphasized 
the  importance  of  maintaining  a high  quality  of 
medical  service  which  he  believed  the  medical  pro- 
fession of  the  United  States  aimed  to  give.  He 
referred  to  the  numerous  methods  adopted  by  va- 
rious county  societies  to  meet  the  situation  of  medical 
care  on  terms  which  the  low  income  worker  could 
afford  to  pay.  He  went  into  as  much  detail  as  time 
would  permit,  in  regard  to  the  intensive  study  of 
the  subject  by  the  Michigan  State  Medical  Society 
through  the  Committee  on  Survey  of  Health  Agen- 
cies, later  by  the  Committee  on  Economics.  He  also 
expressed  his  assurance  that  the  medical  profession 
was  willing  at  all  times  to  cooperate  in  any  move- 
ment for  an  improvement  of  the  quality  of  medical 
service.  Dr.  Luce  stated  that  at  the  convention  the 
social  workers  and  economists  outnumbered  mem- 
bers of  the  medical  profession ; however,  he  was 
favorably  impressed  with  President  Roosevelt’s  at- 
titude towards  the  matter  of  social  and  economic 
security.  The  President  was  inclined  to  center  his 
attention  on  one  subject,  namely,  Unemployment 
Insurance.  The  matter  of  old  age  pension  and  of 
medical  care  would  be  postponed  indefinitely.  He 
spoke  disparagingly  of  “organizations  promoting 


fantastic  schemes  which  have  aroused  hopes  which 
can  not  possibly  be  fulfilled.”  Regarding  health  in- 
surance, while  he  had  no  immediate  plan  he  was 
confident  that  whatever  the  future  had  to  offer, 
nothing  would  be  devised  that  would  hinder  the 
medical  profession.  Dr.  Luce  quoted  from  the 
President’s  address  as  follows : 

“There  is  also  the  problem  of  economic  loss  due 
to  sickness — a very  serious  matter  for  many  fami- 
lies with  and  without  incomes,  and  therefore  an 
unfair  burden  upon  the  medical  profession. 

“Whether  we  come  to  this  form  of  insurance  soon- 
er or  later  on,  I am  confident  that  we  can  devise 
a system  which  will  enhance  and  not  hinder  the 
remarkable  progress  which  has  been  made  and  is 
being  made  in  the  practice  of  the  professions  of 
medicine  and  surgery  in  the  United  States.” 


HIGHLAND  PARK  CLINIC 

The  Highland  Park  Physicians  Club  will  hold 
their  ninth  annual  Clinic,  December  5,  1934,  at  the 
Highland  Park  General  Hospital. 

The  following  speakers  are  on  the  program  : 

Dr.  Arthur  H.  Stillians,  Chicago,  Professor  of 
Dermatology,  Northwestern  University  — Subject: 
“Relationship  of  Dermatology  to  General  Medicine.” 
Dr.  Edward  A.  Morgan,  Toronto,  Pediatrician,  the 
Hospital  for  Sick  Children — Subject:  “Cyanosis  of 
the  Newborn.” 

Dr.  Edward  J.  Stieglitz,  F.A.C.P.,  Chicago, 
Assistant  Professor  of  Medicine,  Rush  Medical 
School — Subject : “Hypertension.” 

Dr.  Thomas  D.  Allen,  F.A.C.S.,  Chicago,  Asso- 
ciate Professor  of  Ophthalmology,  Rush  Medical 
School — Subject:  “Relationship  of  Ophthalmology 
to  Medicine  and  Surgery.” 

Dr.  C.  R.  G.  Forrester,  F.A.C.S.,  Chicago,  Pro- 
fessor of  Surgery,  Loyola  University — Subject: 
“Treatment  of  Fractures.”  (Movie  Film.) 

Dr.  John  Carmack,  F.A.C.S.,  Indianapolis,  Pro- 
fessor of  Oto-Larvngology,  Indiana  University — 
Subject:  “Otitis  Media  and  Its  Complications.” 

Dr.  Arthur  M.  Mendenhall,  F.A.C.S.,  Indianapolis, 
Professor  of  Obstetrics,  Indiana  University — Sub- 
ject: “Newer  Things  in  Obstetrics.” 

Dr.  Ellis  Fischel,  F.A.C.S.,  St.  Louis,  Associate 
Professor  of  Surges,  St.  Louis  University — Sub- 
ject: “Cancer  of  the  Breast.” 

Dr.  Russell  L.  Haden,  F.A.C.P.,  Cleveland,  Direc- 
tor Department  of  Internal  Medicine,  Cleveland 
Clinic — Subject:  “Problems  of  Chronic  Arthritis.” 


DR.  HAVEN  EMERSON  ON  THE  FREE 
CLINIC 

Dr.  Haven  Emerson  of  New  York,  who  from 
April  the  nineteenth  to  June  the  twentieth,  1934, 
made  a survey  of  out-patient  clinics  in  the  metro- 
politan area  of  Detroit,  addressed  an  audience  con- 
sisting of  members  of  the  medical  profession  and 
others,  in  Detroit  on  November  the  sixteenth.  Dr. 
Emerson  reviewed  the  clinical  situation  and  claimed 
that  half  the  cost  of  medical  care  went  into  hospi- 
talization. He  felt  that  certain  economies  might  be 
effected  by  more  systematic  attention  to  the  out- 
clinic  patient  while  he  was  in  the  “vertical”  position, 
whereby  many  might  be  restored  to  health  so  that 
they  did  not  reach  the  “horizontal”  stage.  From  ten 
to  twelve  per  cent  of  hospital  patients  did  not  need 
the  kind  of  care  that  a hospital  was  able  to  provide ; 
they  could  be  handled  at  less  expense  in  convales- 
cent homes.  He  went  on  to  say  the  mortality,  par- 
ticular^^ of  little  children  afflicted  with  pneumonia, 
was  about  half  that  in  institutionalized  patients.  De- 
troit as  a community  he  found  contained  on  the  whole 


December,  1934 


GENERAL  NEWS  AND  ANNOUNCEMENTS 


699 


a younger  population  than  that  found  in  other  com- 
munities of  its  size.  There  was  also  a preponder- 
ance of  males.  In  the  care  of  the  sick  he  had  found 
Detroit  unevenly  progressive,  referring  to  the  out- 
patient departments  of  various  hospitals  and  clinics. 
The  number  of  visits  in  a year  was  equal  to  the 
entire  population  of  the  city.  This  enormous  num- 
ber of  visits  was  taken  care  of  by  physicians  only 
4.6  per  cent  of  whom  were  paid  at  the  rate  of  $2.21 
per  hour.  He  estimates  that  on  this  basis  the  city 
received  from  the  medical  profession,  at  $2.00  per 
hour,  the  sum  of  $153,000  in  free  service  from  the 
95.4  per  cent  of  physicians  who  received  no  pay 
at  all.  He  mentioned  the  enormous  amount  of  med- 
ical time  spent  by  physicians  in  which  there  was  not 
even  the  compensation  of  experience.  He  believed 
that  clinic  physicians  should  be  compensated  for  the 
time  given,  since  in  some  cases  it  amounted  to  half 
of  their  professional  day.  Dr.  Emerson  went  on  to 
state  that  in  his  belief  the  patient  was  entitled  to 
continuity  of  medical  supervision,  that  is;  if  he  went 
to  private  doctor,  to  clinic,  or  from  clinic  to  hos- 
pital, there  should  be  a complete  report  of  his  condi- 
tion available  from  one  service  to  the  next.  He  felt 
that  the  independent  clinic,  so-called,  was  at  a dis- 
advantage compared  with  clinics  with  hospital  affilia- 
tion. Speaking  of  the  social  worker,  he  said  that 
some  institutions  were  opposed  to  her  services  while 
others  made  use  of  the  social  worker.  He  favored 
the  trained  social  worker,  among  whose  duties,  he 
felt,  was  that  of  investigating  and  eliminating  the 
grafter  of  free  medical  service.  He  believed  that  the 
higher  trained  social  worker  could  do  a great  deal 
to  help  the  doctors  and  clinics,  while  he  looked  with 
disfavor  upon  the  untrained  social  worker,  who 
should  be  eliminated  from  the  service. 


FOOD  HANDLERS  AND  TUBERCULOSIS 
(Mary  B.  Campbell,  M.D.,  and 
D.  S.  Brachman,  M.D.) 

DETROIT 

It  is  generally  recognized  that  tuberculosis  may  be 
spread  by  food  handlers.  Because  of  this  fact,  Sec- 
tion 470  of  the  Public  Acts  of  1931  state,  . . . “No 
person  who  is  affected  with  an  infectious  disease, 
. . . shall  work,  or  be  permitted  to  work  in  any  place, 
where  cigars  are  manufactured  or  where  food  or 
drink  is  prepared,  cooked,  mixed,  baked,  exposed, 
bottled,  packed,  handled,  stored,  manufactured,  of- 
fered for  sale,  or  sold.  Whenever  required  by  any 
local  health  officer,  any  person  employed  in  any  such 
places  shall  submit  to  a physical  examination  by 
such  officer,  or  by  some  physician  designated  by  such 
health  officer  or  by  a physician  regularly  in  the  em- 
ploy of  the  person  or  institution  by  whom  the  person 
to  be  examined  is  employed.  If  as  a result  of  such 
examination,  such  person  shall  be  found  to  be  af- 
fected with  any  infectious  disease  . . . such  employ- 
ment shall  immediately  cease  and  such  person  shall 
not  be  permitted  to  work  in  any  such  place.” 

The  case-finding  unit  of  the  Detroit  Tuberculosis 
Sanatorium  has  been  cooperating  with  the  Wayne 
County  Medical  Society  and  the  Detroit  Department 
of  Health  in  the  food  handlers’  program.  A supple- 
mentary activity  to  the  active  plan  of  the  Depart- 
ment of  Health  was  carried  out  with  a group  of 
605  food  handlers  scattered  in  different  sections  of 
the  city  and  which  we  feel  would  be  a cross  section 
for  that  occupation  in  this  community.  The  results 
are  very  interesting  and  form  the  basis  of  practical 
recommendations  for  the  health  of  all. 

The  procedure  was  as  follows : 

All  the  food  handlers  were  given  a tuberculin  test 
(Pirquet). 

(It  should  be  emphasized  that  these  workers 


were  not  patients  but  actively  engaged  in  a gainful 
occupation.  They  did  not  have  any  symptoms  to 
our  knowledge  and  went  through  the  procedure 
feeling  normally  healthy.) 

Two  hundred  and  nine  of  the  605  workers  reacted 
positive  to  the  tuberculin  test  (34.5  per  cent). 

One  hundred  and  ninety-nine  food  handlers  (of 
which  only  twenty-five  were  males)  were  x-rayed, 
with  the  following  results : 

Adult  type  disease 

Minimal  Tbc.  1 

Moderately  advanced  3 

Far  advanced  1 

Childhood  type  infection 

Pleurisy  

Observation  

The  five  workers  (all  female)  with  adult  type  dis- 
ease have  been  recommended  for  sanatorium  care 
and  arrangements  made  for  admission. 

The  patients  thus  registered  are  investigated  by 
the  health  authorities.  All  members  of  the  house- 
hold in  which  they  live  are  strongly  advised  to  have 
necessary  tests  to  discover  other  possible  cases  of 
tuberculosis.  These  might  have  caused  or  perhaps 
been  the  result  of  contact  with  the  5 cases  diagnosed 
by  our  case-finding  unit. 

Recommendations : 

The  regular  physical  examination  of  the  chest  for 
food  handlers  should  be  carried  out  as  before. 

A supplementary  examination  would  be  advisable 
in  which  all  food  handlers  are  given  a tuberculin 
test,  irrespective  of  presence  or  absence  of  abnormal 
symptoms  or  signs,  general  appearances,  weight,  con- 
tact history,  etc. 

All  reacting  positive  to  the  skin  test  should  be 
x-rayed. 


RESUSCITATION 

Yandell  Henderson,  New  Haven,  Conn.,  points 
out  that  the  conditions  to  which  resuscitation  applies 
are  all  essentially  forms  of  asphyxia.  They  included 
drowning,  electric  shock,  asphyxia  of  the  new-born, 
carbon  monoxide,  morphine,  cyanide  and  alcohol  poi- 
soning, anesthetic  and  postoperative  depression,  pul- 
monary edema  and  hemorrhage.  For  brief  complete 
asphyxia,  involving  failure  of  breathing,  the  princi- 
pal measure  of  resuscitation  is  artificial  respiration, 
reinforced  by  inhalation  of  carbon  dioxide  and  oxygen. 
For  prolonged  asphyxia,  including  coma  with  depres- 
sion of  breathing,  the  principal  measure  of  resusci- 
tation is  inhalation  of  carbon  dioxide  and  oxygen, 
initiated,  when  needed  by  artificial  respiration.  The 
various  forms  of  apparatus  for  treatment  of  as- 
phyxia are  evaluated.  Artificial  respiration  appara- 
tus of  the  laboratory  type  should  be  available  in 
the  operating  room.  But  such  apparatus  is  not  suit- 
able for  general  use  by  laymen.  Outside  the  operat- 
ing room  and  the  hospital,  reliance  should  be  placed 
on  inhalators  and  the  Schafer  prone  pressure  meth- 
od of  artificial  respiration.  The  theory  of  asphyxia 
now  generally  accepted  in  the  medical  sciences  is 
inconsistent  with  the  facts  of  resuscitation  estab- 
lished clinically.  If  the  condition  now  called  “aci- 
dosis” were  really  acid  poisoning,  inhalation  of  car- 
bon dioxide  would  further  poison  the  victims  of 
asphyxia.  The  fact  is,  on  the  contrary,  that  car- 
bon dioxide  combined  with  a supply  of  oxygen  has 
proved  to  be  the  specific  cure  for  asphyxial  “acido- 
sis.” For  further  progress  in  resuscitation  and  in 
related  problems  of  clinical  physiology  the  develop- 
ment of  a sound  theory  of  asphyxia,  and  of  “acido- 
sis,” or  acarbia,  is  urgently  needed.  ( Journal  A.  M 
A.,  Sept.  8 and  15,  1934.) 
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Acknowledgment  of  all  books  received  will  be  made  in 
this  column  and  this  will  be  deemed  by  us  a full  com- 
pensation to  those  sending  them.  A selection  will  be 
made  for  review,  as  expedient. 

DEVELOPMENTAL  ANATOMY:  A Textbook  and  Lab- 

oratory Manual  of  Embryology,  by  Leslie  Brainerd 
Arey,  Robert  Laughlin  Rea  Professor  of  Anatomy, 
Northwestern  University,  Chicago,  111.  Third  Edition, 
Revised.  593  pages  with  547  illustrations,  many  in  color. 
Philadelphia  and  London:  W.  B.  Saunders  Company, 

1934.  Cloth,  $6.50  net. 

Through  its  three  editions  in  the  past  ten  years, 
this  work  has  become  the  leading  text  in  embry- 
ology in  this  country.  The  present  edition  has  main- 
tained the  standard  of  its  predecessors.  It  is  well 
illustrated  and  the  presentation  is  clear  and  up-to- 
date.  The  general  principles  of  early  development 
and  the  field  of  organogeny  are  well  proportioned 
for  a teaching  text.  Human  development  is  stressed. 
A laboratory  outline  dealing  with  the  development 
of  the  chick  and  embryo  pig  occupies  the  last  fifth 
of  the  work. 


A MANUAL  OF  THE  PRACTICE  OF  MEDICINE:  By 
A.  A.  Stevens,  A.M.,  M.D.,  Formerly  Professor  of 
Applied  Therapeutics  in  the  University  of  Pennsylvania; 
Honorary  Consulting  Physician  to  the  Philadelphia  Gen- 
eral Hospital;  Consulting  Physician  to  St.  Agnes  Hos- 
pital, Philadelphia.  Thirteenth  Edition,  Revised.  685 
pages.  Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1934.  Cloth,  $3.50  net. 

When  a medical  book  has  attained  its  thirteenth 
edition  its  reputation  can  be  said  to  be  pretty  well 
established.  This  revision  has  consisted  of  the  elim- 
ination of  obsolete  matter,  and  additions  to  make  it 
conform  with  present-day  knowledge  of  medicine. 
It  was  never  intended  to  replace  the  larger  works 
on  practice.  It  will  be  found  a convenient  work  of 
reference — a sort  of  desk  book — for  the  student  or 
the  busy  practitioner  whose  spare  time  reading  will 
include  the  larger  and  more  complete  works. 


DIAGNOSIS  AND  TREATMENT  OF  PUL- 
MONARY ABSCESS  IN  CHILDREN 

David  T.  Smith,  Durham,  N.  C.,  believes  that  the 
history  of  a tonsillectomy  or  aspiration  of  a foreign 
body  should  at  once  direct  the  attention  to  the  pos- 
sibility of  a fusospirochetal  abscess.  A child  with 
the  clinical  signs  and  symptoms  of  pneumonia  who 
has  gingivitis  or  Vincent’s  infection  of  the  tonsils 
may  have  a fusospirochetal  abscess  of  the  lungs. 
The  history,  physical  signs  and  roentgen  shadows 
may  be  identical  in  cases  of  bacterial  abscess,  fuso- 
spirochetal abscess  and  mycotic  abscess.  The  final 
diagnosis  rests  entirely  on  a study  of  the  pulmo- 
nary secretions.  Recourse  to  laryngeal  swabbings, 
bronchoscopic  drainage  and  pleural  tapping  may  be 
necessary.  Exploring  the  lung  with  a needle  in 
search  of  an  abscess  is  contraindicated  because  of 
the  danger  of  producing  empyema.  The  common 
bacteria  that  produce  lung  abscess  are  easily  culti- 
vated on  blood  agar.  The  fusiform  bacilli  and  the 
thicker  spirochetes  (Treponema  buccale  and  Trepo- 
nema vincenti)  are  readily  demonstrated  by  stain- 
ing a smear  of  the  secretion  with  gentian  violet  or 
dilute  carbolfuchsin.  The  finer  spirochetes  (Tre- 
ponema microdeneteum  and  Treponema  macrodene- 
teum)  may  be  shown  by  the  Fontana  stain  or  by  the 
darkfield  apparatus.  When  chunks  of  purulent  spu- 
tum can  be  obtained,  the  smears  should  be  made 
from  the  pus  in  the  center.  Cells  of  the  yeastlike 
and  moldlike  fungi  may  be  found  by  direct  micro- 


scopic examination  after  the  material  has  been  treat- 
ed with  a 10  per  cent  solution  of  sodium  hydroxide. 
The  higher  bacterial  forms  may  be  found  in  fresh 
preparations  as  “sulphur  granules”  or  demonstrated 
in  stained  smears  as  branching  Gram-positive  rods 
and  filaments.  Some  of  the  nocardia  or  streptothrix 
organisms  are  nonacid-fast  and  some  acid-fast. 
Sometimes  it  is  necessary  to  inoculate  a guinea  pig 
to  prove  that  these  acid-fast  forms  are  not  atypical 
tubercle  bacilli.  The  general  supportive  measures 
can  be  applied'  equally  well  to  all  types  of  pulmonary 
abscess.  If  the  bacterial  abscess  is  caused  by  an  or- 
ganism of  the  gas  gangrene  group,  the  patient  should 
be  treated  with  specific  or  polyvalent  antigangrene 
serums.  The  acute  staphylococcic  abscesses  might 
be  treated  with  the  new  staphylococcic  antitoxin. 
Abscesses  due  to  the  dther  bacteria  should  be  treated 
palliatively  in  the  acute  stage  unless  empyema  de- 
velops. In  the  subacute  stage  postural  drainage, 
bronchoscopic  drainage  and  perhaps  autogenous  vac- 
cine therapy  is  indicated.  If  the  lesion  persists  for 
three  months,  it  has  reached  the  chronic  stage  and 
should  be  treated  by  open  operation  and  drainage. 
In  the  fusospirochetal  -type  of  pulmonary  abscess 
arsenic  treatment  should  be  started  within  the  first 
two  weeks  of  the  disease.  Either  neoarsphenamine 
or  sulpharsphenamine  may  be  used  in  doses  about 
one-half  as  large  as  a similar  child  would  require  for 
syphilis,  but  repeated  every  three  or  four  days  up  to 
six  or  eight  doses.  Bronchoscopy  should  be  em- 
ployed if  postural  drainage  is  not  effective.  Phren- 
icectomy  and  artificial  pneumothorax  is  not  advised. 
In  cases  in  which  the  lesions  persist  for  three 
months  while  the  patient  is  receiving  arsenic  therapy, 
postural  drainage  and  bronchoscopic  treatment,  the 
abscess  is  chronic  and  should  be  drained  by  open 
operation.  The  mycotic  abscesses  of  the  lung  should 
be  treated  by  gradually  increasing  doses  of  potas- 
sium iodide.  If  the  patient  does  not  respond  to  this 
treatment,  it  should  be  supplemented  by  inhalations 
of  ethyl  iodide  with  an  initial  dose  of  from  0.5  c.c. 
to  1 c.c.  once  daily,  gradually  increased  to  2 c.c. 
three  times  daily.  Vaccine  therapy  seems  to  be  of 
value  in  some  cases  as  a supplementary  treatment. 
(. Journal  A.  M.  A.,  Sept.  29,  1934.) 


THERAPY  OF  COOK  COUNTY  HOSPITAL: 
THERAPY  OF  DISTURBANCES  DUE  TO 
HEAT 

Bernard  Fantus,  Chicago,  discusses  the  prophy- 
laxis and  treatment  of  the  therapy  of  disturbances 
due  to  heat  as  it  is  carried  out  by  the  attending  staff 
of  the  Cook  County  Hospital.  Excessive  exposure 
to  heat  is  liable  to  result  in  one  of  three  rather  spe- 
cific conditions : heat  cramps,  heat  prostration  or 
heat  stroke.  In  addition  to  these,  it  must  be  appre- 
ciated that,  when  a person  is  exposed  to  excessive- 
ly high  external  temperature,  a strain  is  put  on  the 
entire  system,  most  especially  the  circulatory  mech- 
anism and  the  emunctories,  so  that  persons  handi- 
capped by  almost  any  systemic  disease  are  prone  to 
suffer  from  an  aggravation  of  their  symptoms  en- 
tirely because  of  this  functional  strain.  All  such  per- 
sons are  in  greater  need  of  protection  against  such 
exposures  than  are  normal  persons  and  they  can  be 
relieved  of  distresses  due  to  heat  exposure,  even 
though  the  distresses  are  not  of  a specific  type,  by 
measures  directed  against  the  excessive  heat  and  its 
results  rather  than  by  digitalis,  diuretics  or  hyp- 
notics that  might  otherwise  seem  indicated.  Even 
relatively  normal  persons  differ  greatly  in  their  abil- 
ity to  tolerate  heat.  Least  able  to  do  this  are  the 
very  young,  the  very  old  and  the  obese.  Alcohol 
addicts  and  persons  who  have  once  had  sunstroke 
are  particularly  predisposed  and  require  especial 
protection.  ( Journal  A.  M.  A.,  Sept.  29,  1934.) 
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acceptance  by  Executive  Committee  of  financial 
support  or  assistance  from  any  source  or 
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medical  societies  of  action  of  House  of  Dele- 
gates   26 


Motion  that  House  of  Delegates  give  Committee 
on  Medical  Economics  a standing  vote  of 
thanks  and  confidence.  Carried  unanimously....  26 

Motion  that  vote  of  thanks  be  extended  to 
Genesee  County  for  entertainment  and  use  of 
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Michigan  State  Medical  Society 

Official  Proceedings — House  of  Delegates 

Special  Meeting 

Flint,  Michigan,  April  n,  1934 


HOUSE  OF  DELEGATES 

Thursday  Morning,  April  12,  1934 

The  Special  Meeting  of  the  House  of  Delegates 
of  the  Michigan  State  Medical  Society,  pursuant  to 
the  call,  convened  in  the  Hurley  Auditorium  of  the 
Hurley  Hospital  in  Flint,  Michigan,  on  Thursday, 
April  12,  1934,  at  10  a.  m.,  with  The  Speaker,  Henry 
A.  Luce,  presiding. 


The  following  delegates  and  alternates  were  present: 


Alpena  County 

F.  J.  O’Connell 
Bay-Arenac-Iosco 

L.  F.  Foster 
Berrien 

W.  C.  Ellet 
Branch 
Calhoun 

C.  S.  Gorsline 
A.  T.  Hafford 
Cass 

Chippewa-Mackinac 

Clinton 

G.  H.  Frace 

W.  C.  McCutcheon 
Dickinson-Iron 
Eaton 

A.  G.  Sheets 
Genesee 

Frank  Reeder 
George  Curry 

C.  F.  Moll 
Gogebic 

Grand  Traverse-Leelanau 

E.  B.  Minor 
Gratiot-Isabella-Clare 

T.  J.  Carney 
Huron-Sanilac 
W.  B.  Holdship 

D.  D.  McNaughton 
Ingham 

L.  G.  Christian 
Karl  Brucker 
Ionia-Montcalm 
W.  W.  Norris 
Jackson 

Phillip  Riley 
James  O’Meara 
Kalamazoo 

F.  T.  Andrews 
Charles  Ten  Houten 
Ralph  G.  Cook 

Kent 

A.  V.  Wenger 

G.  H.  Southwick 
J.  D.  Brook 
Carl  F.  Snapp 
Leon  E.  Sevey 

Lapeer 

H.  M.  Best 
Livingston 

Hollis  L.  Sigler 
Luce 

H.  E.  Perry 
Macomb 
J.  N.  Scher 
Manistee 

A.  A.  McKay 
Marquette-Alger 
V.  Vandeventer 


Mason 

L.  W.  Switzer 
Mecosta 
G.  II.  Yeo 
Monroe 

P.  D.  Amadon 
Northern  Michigan 
Fred  Mayne 
Oakland 

C.  T.  Ekelund 
R.  H.  Baker 

F.  A.  Baker 
Oceana 

Otsego-Montmorency 

Crawford-Oscoda- 

Roscommon-Ogemaw 
Claude  R.  Keyport 
Ontonagon 
Ottawa 

A.  E.  Stickley 
Saginaw 

R.  M.  Kempton 

G.  Harry  Ferguson 
E.  J.  Evans 

Shiawassee 

I.  W.  Greene 
St.  Clair 

A.  L.  Callery 
Tri-County 
Tuscola 

W.  Joe  Smith 
Washtenaw 
John  Sundwall 
John  A.  Wessinger 
Wayne 

H.  W.  Yates 
W.  D.  Barrett 

H.  W.  Luce 

E.  C.  Baumgarten 

A.  P.  Biddle 

G.  C.  Penberthy 

B.  L.  Connelly 
E.  D.  Spalding 

J.  L.  Chester 
L.  J.  Gariepy 
W.  R.  Clinton 

C.  F.  Brunk 

L.  T.  Henderson 

C.  K.  Hasley 

B.  U.  Estabrook 

S.  W.  Insley 
L.  O.  Geib 

D.  P.  Foster 

H.  W.  Peirce 
S.  E.  Gould 

C.  S.  Ratigan 

V.  L.  Van  Duzen 

Total 72 


The  Speaker:  The  time  has  now  arrived  for  the 

opening  of  the  special  session  of  the  House  of  Dele- 
gates of  the  Michigan  State  Medical  Society. 

Chairman  of  the  Credentials  Committee,  have  you 
a report? 


Dr.  T.  J.  Carney  (Gratiot-Isabella-Clare)  : There 
are  forty-five  members  registered  at  this  moment. 

The  Speaker:  Forty-five  accredited  delegates 
have  registered,  constituting  a quorum.  Mr.  Secre- 
tary, will  you  make  the  roll  call? 

The  Secretary:  Mr.  Speaker  and  Members  of 

the  House  of  Delegates : I have  signed  signatures 

to  the  roll  call  of  this  special  session  of  forty-five 
accredited  delegates.  I would  suggest  that  some 
delegate  make  the  motion  that  these  signed  slips 
constitute  the  roll  call  of  this  House. 

Dr.  A.  P.  Biddle  (Wayne)  : I so  move. 

Dr.  C.  S.  Gorsline  (Calhoun)  : I support  the  mo- 

tion. 

The  Speaker:  Is  there  any  discussion?  Those 

in  favor  say  “aye” ; those  opposed  say  “no.”  It  is 
carried. 

Mr.  Secretary,  will  you  read  the  call  for  the  spe- 
cial meeting? 

The  Secretary:  Mr.  Speaker,  the  call  for  the  spe- 

cial meeting  of  the  House  of  Delegates  is  as  follows, 
which  was  sent  out  on  March  9,  1934,  complying  with 
the  provisions  of  the  Constitution  and  By-Laws : 

To  Secretaries  of  County  Societies  and  Delegates  of  the 
1933  Annual  Meeting. 

Official  Call  for  Special  Meeting 
of  the  House  of  Delegates 

Gentlemen:  Please  be  advised  that  there  will  be  a Spe- 

cial Meeting  of  the  House  of  Delegates  of  the  Michigan 
State  Medical  Society  in  the  Auditorium  of  the  Hurley  Hos- 
pital in  Flint  on  Thursday,  April  12,  1934,  at  10:00  A.  M. 
(Fast  time). 

The  purpose  of  the  Special  Meeting  is:  “To  receive  and 
consider  the  Report  and  Studies  of  the  Committee  on  Med- 
ical Economics  and  to  give  instructions  to  the  Committee 
as  to  its  further  duties  and  activity.” 

Delegates  elected  and  appointed  to  represent  County  So- 
cieties at  the  1933  Annual  Meeting  in  Grand  Rapids  shall 
constitute  the  delegates  to  this  special  session.  In  the  event 
that  the  delegate  representing  a County  Society  at  the  1933 
Annual  Meeting  is  no  longer  eligible  to  serve  or  is  unable 
to  attend,  County  Societies  shall  elect  a delegate  to  serve 
in  that  capacity. 

County  Secretaries  will  provide  delegates  with  a credential 
certifying  that  the  delegate  is  duly  authorized  to  represent 
a County  Society.  Delegates  will  present  their  credential 
to  the  Credential  Committee  in  order  to  be  seated. 

By  Direction  of  the  Council 

B.  R.  Coebus,  Chairman 

G.  L.  Le  Fevre,  President 

H.  A.  Luce,  Speaker. 

Attest : 

F.  C.  Warnshuis,  Secretary 
Grand  Rapids,  Michigan. 

Mr.  Speaker,  I declare  that  this  notice  was  sent  to 
every  county  society  and  the  delegates  listed  as  hav- 
ing attended  the  1933  annual  session.  The  notice 
was  also  published  in  the  April  issue  of  the  Journal 
of  the  Michigan  State  Medical  Society  of  this 
year,  and  a letter  was  also  sent  to  the  delegates  con- 
taining the  report  of  the  Committee,  again  calling 
attention  to  notice  of  this  special  meeting. 

The  Speaker:  The  Constitution  having  been  com- 

plied with,  the  House  is  now  constituted. 

The  Secretary:  It  is  my  unfortunate  duty  and 

with  deep  regret  that  I announce  to  the  House  that 
three  days  ago  the  brother  of  our  President,  Dr. 
Le  Fevre,  died.  The  funeral  is  this  morning.  I was 
talking  to  Dr.  LeFevre  last  night  over  long  distance. 
He  is  leaving  at  eleven  o’clock  and  will  be  here  about 
one  o’clock  this  afternoon. 
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Without  making  this  a matter  of  record  when  he 
arrives,  having  just  come  from  the  funeral  of  his 
brother,  I think  it  would  be  a grateful  tribute  if 
The  Speaker  of  the  House  would  authorize  the  ap- 
pointment of  a Memorial  Committee  who,  during 
the  course  of  the  next  few  days,  will  express  to 
our  President  our  sympathy  over  the  loss  of  his 
brother. 

The  Speaker:  If  there  are  no  objections,  the 
Speaker  will  so  act. 

Dr.  Reeder!  (Introducing  Dr.  Reeder,  Vice 
Speaker  of  the  House  of  Delegates  of  the  Michigan 
State  Medical  Society. — Applause.) 

Vice  Speaker  Reeder  took  the  chair. 

speaker’s  address 

The  Speaker:  Mr.  Vice  Speaker  and  Delegates 

of  the  Michigan  State  Medical  Society : Eight 

months  ago  yesterday  the  House  of  Delegates  made 
medical  history.  It  faced  its  economic  problems 
squarely  and  directed  its  Committee  on  Medical 
Economics  toward  solutions.  As  a result,  other 
states  look  hopefully  toward  Michigan’s  leadership 
and  statesmanship  for  guidance.  Equally  important 
is  the  evidence  that  the  public  looks  toward  this 
House  for  the  answers  to  its  problems  of  medical 
care.  Ours  is  no  small  responsibility. 

When  you  honored  me  by  your  choice  to  this 
office,  I had  little  idea  that  within  three  months 
I would  be  so  intimately  associated  with  your  Com- 
mittee on  Medical  Economics.  As  a matter  of  rou- 
tine, I attempted  to  keep  myself  informed  of  the 
Committee’s  activities.  However,  events  so  shaped 
themselves  that  for  a period  of  two  months  it  be- 
came necessary  for  me  to  devote  all  of  my  time  to 
assisting  the  Committee  as  best  I could. 

After  the  meeting  last  September,  the  Committee 
undertook,  as  its  first  task,  the  matter  of  health 
insurance.  Conflicting  reports  concerning  the  valid- 
ity of  the  principle  of  health  insurance  gave  the  com- 
mittee great  concern.  It  seemed  that  the  only  safe 
way  to  proceed  was  through  a field  study  of  health 
insurance  in  Europe.  During  these  deliberations  my 
position  in  the  committee  was  that  of  unofficial  ob- 
server. 

The  matter  was  finally  presented  to  the  Executive 
Committee  during  the  latter  part  of  December.  The 
Chairman  of  the  Executive  Committee  concluded 
that  the  subject  was  one  that  concerned  not  only 
Michigan  but  all  the  other  states  as  well.  He,  there- 
fore, concluded  that  the  best  results  would  be  ob- 
tained if  the  Executive  Committee  met  in  Chicago 
with  our  employees  in  the  national  organization.  The 
purpose  of  such  a meeting  was  obvious.  Michigan 
sought  advice  and  guidance  in  the  solution  of  its 
problems. 

To  me  the  results  of  this  meeting  with  our  em- 
ployees were  both  unsatisfactory  and  disturbing. 
Those  present,  in  addition  to  the  Executive  Com- 
mittee and  Dr.  Bruce,  were  Dr.  West,  Dr.  Lelatid, 
Dr.  Woodward  and  Dr.  Carey,  Ex-President  of  the 
A.  M.  A. 

The  Michigan  delegation  placed  its  problem  be- 
fore these  men  and  asked  for  specific  information. 

The  information  requested,  was  not  forthcoming 
and  the  general  attitude  seemed  antagonistic.  While 
Dr.  West  kindly  explained  the  workings  of  the 
A.  M.  A.,  the  discourse  was  not  on  the  subject  and 
failed  to  answer  our  questions.  Dr.  Leland  appeared 
to  be  guarding  107  pages  of  manuscript  on  the  sub- 
ject of  health  insurance,  but  stated  he  was  not  in 
a position  to  report.  Dr.  Carey  magnanimously 
offered  advice  that  seemed  to  be  a bit  gratuitous. 
He  said  that  we  should  thoroughly  thrash  out  the 
whole  subject,  that  we  should  not  involve  ourselves, 
and  that  Michigan  should  delay  lest  it  get  into 


trouble.  In  short,  the  advice  was  “Do  nothing.” 
All  this,  of  course,  gave  little  information  and  less 
comfort  to  the  Michigan  Executive  Committee.  Dur- 
ing the  discussion,  Dr.  Bruce  asked  Dr.  West  certain 
questions  concerning  the  publications  of  the  A.  M. 
A.,  and  the  answers  were  anything  but  satisfactory. 
The  representative  of  the  A.  M.  A.  assured  the 
Executive  Committee  of  the  Michigan  State  Medical 
Society  that  they  had  no  objection  to  Michigan  mak- 
ing an  independent  study  of  European  plans. 

After  a discussion  of  the  costs  of  a European 
study,  and  upon  Dr.  Bruce’s  assurance  that  the  bud- 
get from  the  McGregor  Fund  would  absorb  such 
costs,  the  Executive  Committee  voted  unanimously 
to  send  Dr.  Sinai  and  me  to  make  the  investigation. 
Within  six  days  we  sailed. 

The  report,  following  our  return,  was  nresented 
to  the  Economics  Committee  and  the  Executive 
Committee  and  the  Board  of  Trustees  of  the  A.  M. 
A.  It  was  this  report  that  activated  the  Economics 
Committee  toward  an  early  report  to  the  House  of 
Delegates.  I feel  that  the  delegates  are  entitled  to 
full  information.  If  it  is  your  wish,  the  report  of 
the  European  study  will  be  presented  following 
the  main  subject  on  our  agenda  for  today — the  re- 
port of  the  Committee  on  Medical  Economics. 

The  Speaker  resumed  the  chair. 

The  Speaker:  The  report  of  the  Committee  on 

Medical  Economics,  Dr.  Marshall. 

Dr.  IV.  H.  Marshall:  Mr.  Speaker  and  Gentle- 
men : First  of  all,  may  I welcome  you  to  the 
Murlless  Brown  Auditorium,  the  home  of  the 
Genesee  County  Medical  Society,  and  the  staff  of 
Hurley  Hospital.  The  idea  of  this  auditorium  orig- 
inated with  Mr.  Brown,  who  was  a workman  at  the 
Buick  Motor  Company  and  who  was  a member  of 
the  Hurley  Hospital  board  representing  the  labor 
group. 

May  I pay  a tribute  to  Air.  Brown,  a layman, 
who  visualized  the  value  of  such  an  auditorium  to 
the  medical  profession.  The  Genesee  County  Med- 
ical Society  generously  furnished  the  seats  and  other 
equipment,  and  meetings  are  held  here  practically 
every  week.  These  meetings  are,  as  you  know, 
characterized  by  an  open-mindedness  and  a friendly 
spirit  that  has  made  the  Genesee  County  Medical 
Society  rather  famous,  and  I trust  that  same  spirit 
will  be  the  dominant  note  here  today. 

REPORT  OF  THE  ECONOMICS  COMMITTEE 

The  House  of  Delegates  of  the  Michigan  State 
Medical  Society  at  a meeting  on  July  12,  1933, 
directed  its  Committee  on  Medical  Economics  to 
continue  its  study,  and  prepare  and  present  a plan 
or  plans  for  health  insurance.  At  the  same  time 
the  delegates  adopted  the  following  policies  for  the 
guidance  of  the  Committee : 

1.  Free  choice  of  physician  by  the  insured. 

2.  Limitation  of  benefits  to  those  of  medical  serv- 
ice. 

3.  The  control  of  medical  service  benefits  by  the 
profession. 

4.  The  exclusion  of  individuals  or  organizations 
that  might  engage  in  health  insurance  for  profit. 

The  Committee  has  approached  its  task  with  the 
above  policies  clearly  in  mind.  It  has  examined  the 
available  evidence  concerning  the  operation,  the  de- 
fects, and  merits  of  health  insurance  in  other  coun- 
tries. As  a result  the  conclusion  has  been  reached 
that  no  system  of  health  insurance  now  in  existence 
completely  conforms  to  the  policies  set  forth.  There- 
fore, the  Committee  records  its  opposition  to  the 
introduction  of  any  of  the  present  systems  to  the 
United  States. 

At  the  same  time  your  Committee  recognizes  the 
need  of  a more  equitable  distribution  of  the  burdens 
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of  sickness  and,  through  this,  a wider  distribution 
of  the  benefits  of  the  medical  services.  It,  there- 
fore, presents  a plan  which  embodies  such  distribu- 
tion in  accordance  with  the  above  policies. 

Your  Committee  feels  that  as  much  attention 
should  be  given  to  the  problem  of  discarding  an 
unworkable  plan  as  to  the  extension  of  one  that 
proves  successful.  Since  there  is  little  basis  in  the 
United  States  or  elsewhere  for  judging  the  efficacy 
of  the  plan  presented,  the  Committee  recommends 
its  adoption  as  an  experimental  project,  limited  to 
one  or  more  areas  in  the  state.  As  such,  defects  in 
its  practical  application  may  be  carefully  studied  and, 
if  possible,  corrected.  The  limitation  to  one  or  two 
areas  will  simplify  study  and  expedite  the  elimination 
of  unworkable  aspects. 

Although  the  “Continuation  program’’  adopted  by 
the  House  of  Delegates  in  September,  1933,  gave  the 
Committee  permission  to  interview  the  representa- 
tives of  industry  and  of  the  recipients  of  medical 
services,  no  such  advances  have,  as  yet,  been  made. 
The  Committee  feels  that  there  must  be  an  agree- 
ment by  the  House  of  Delegates  and  other  profes- 
sional groups  upon  the  fundamental  features  of  the 
program.  After  an  agreement  is  reached  the  neces- 
sary interviews  will  be  arranged  and  the  results  re- 
ported. At  the  same  time,  legal  advice  concerning 
the  organization  and  administration  of  the  plan  will 
be  sought. 

Since  the  title  “Health  Insurance”  carries  with  it 
the  implication  of  conformity  to  European  plans, 
and  since  the  plan  presented  does  not  so  conform, 
the  Committee  has  selected  for  it  the  title  Mutual 
Health  Service.  The  plan  is  a mutual  one  in  the 
sense  that  three  groups  are  vitally  concerned  in  its 
success  and  must  engage  in  a joint  effort  from  which 
each  will  derive  proportional  benefits.  These  groups 
are,  first,  the  public,  or  consumers  of  medical  care ; 
second,  industry;  and  third,  the  professions. 

Finally,  the  Committee  ivishes  to  emphasise  that 
the  profession  must  grasp  the  dragging  reins  of 
medical  economics.  As  great  as  is  the  need  for  a 
constructive  program,  it  is  no  greater  than  the  op- 
portunity before  the  profession  to  publicly  exhibit 
its  ability  and  its  willingness  to  act  courageously 
and  effectively  in  meeting  social  and  economic  prob- 
lems. To  quote  Walter  Lippmann  : “In  the  midst 

of  unparalleled  difficulties  the  American  Democracy 
has  shown  a discipline,  a resourcefulness,  a fertility 
of  invention  and  a capacity  to  produce  leadership 
and  respond  to  it,  which  enable  us  to  stand  up  be- 
fore all  the  world  and  avow  our  confidence  in  our 
own  strength,  our  own  purposes,  and  our  own  way 
of  life.”  The  Committee  respectfully  submits  the 
fundamentals  of  a plan  to  “meet  our  own  purposes 
and  our  own  way  of  life,”  a plan  that  is  intended 
to  meet  American  needs  and  preserve  the  ideals  of 
the  American  medical  professions. 

Signed  : 

F.  A.  Baker,  M.D. 

L.  G.  Christian,  M.D. 

B.  U.  Estabrook,  M.D. 

I.  W.  Greene,  M.D. 

Stuart  Pritchard,  M.D. 

P.  A.  Riley,  M.D. 

F.  C.  Warnshuis,  M.D.,  Ex-officio  Secretary 

W.  H.  Marshall,  M.D.,  Chairman. 

I will  now  call  on  Dr.  Warnshuis  for,  first,  the 
presentation  of  the  plan  and,  secondly,  a supple- 
mentary report. 

The  Secretary : Mr.  Speaker  and  the  House  of 

Delegates:  This  is  on  Page  5 of  the  Committee’s 
report. 


MUTUAL  HEALTH  SERVICE 

1.  The  purpose  of  Mutual  Health  Service  is 

to  provide,  through  the  agency  of  a non-profit  organ- 
ization, health  services  at  agreed  costs  to  employed 
persons  and  the  families  of  employed  persons  whose 
annual  income  does  not  exceed  $ * 

| That  item,  and  explanation  of  that,  will  be  given 
by  Dr.  Sinai  on  the  matter  presented  to  the  House 
of  Delegates  for  your  decision  and  conclusion.] 

For  the  purposes  of  this  plan  the  word  “family” 
is  defined  as  including,  in  addition  to  the  employee, 
any  or  all  of  the  following  unemployed  and  depen- 
dent members  living  in  the  home  of  the  employee: 
wife  (husband),  sons,  daughters. 

With  the  exception  of  such  limitations  as  are  here- 
inafter provided,  the  term  “health  services”  shall 
include  the  services  of  Doctors  of  Medicine,  Doctors 
of  Dentistry,  Registered  Nurses,  Pharmacists, 
laboratories  and  hospitals  as  well  as  drugs  and  med- 
ical, surgical  and  optical  appliances. 

Comment. — This  is  in  conformity  with  the  policies  adopted 
by  the  House  of  Delegates  dealing  with  the  provision  of 
health  services  through  a non-profit  agency  and  the  limitation 
of  benefits  to  those  of  health  services.  At  the  end  of  the 
experiment  the  professions  will  be  in  a strong  position  to 
determine  what  changes  should  be  made  in  the  services,  in 
the  total  costs  of  services  per  person  and  in  the  division  of 
income  between  the  professional  groups  providing  the  serv- 
ices. 

2.  In  accordance  with  the  spirit  of  mutual  re- 
sponsibility between  those  who  provide  and  those 
who  benefit  by  the  provision  of  health  services  the 
general  direction  of  Mutual  Health  Service  shall 
be  as  follows : 

A.  Board  of  Governors. 

The  Board  of  Governors,  the  members  of  which 
shall  serve  without  pay,  shall  be  constituted  as  fol- 
lows : 

Three  (3)  Doctors  of  Medicine  elected  by  the 
House  of  Delegates  of  the  Michigan  State  Medical 
Society  to  serve  for  a period  of  three  years,  except 
that  of  the  first  three  elected  one  shall  serve  for 
one  year,  one  for  two  years  and  one  for  three  years. 
Thereafter  one  Doctor  of  Medicine  shall  be  elected 
annually  for  a period  of  three  years. 

One  (1)  Doctor  of  Dental  Surgery  elected  by 
the  House  of  Delegates  of  the  Michigan  State  Den- 
tal Society  to  serve  for  a period  of  three  years. 

One  (1)  Pharmacist  elected  by  the  State  Phar- 
macy Association  to  serve  for  a period  of  three 
years. 

One  (1)  Registered  Nurse  elected  by  the  State 
Nurses  Association  to  serve  for  a period  of  three 
years. 

One  (1)  Hospital  Superintendent  elected  by  the 
the  State  Hospital  Association  to  serve  for  a period 
of  three  years. 

The  above  members  of  the  Board  of  Governors 
shall  elect  for  a period  of  three  years  two  (2)  addi- 
tional members  to  represent  the  industries  cooperat- 
ing in  Mutual  Health  Service  and  two  (2)  addi- 
tional members  to  represent  the  recipients  of  health 
services. 

Comment. — The  purpose  here  is  to  place  control  of  Mutual 
Health  Service  in  the  hands  of  the  professional  groups 
with  representation  of  industry  and  the  recipients  of  serv- 
ices. It  is  felt  that  this  form  of  control  is  in  the  interests 
of  both  the  public  and  the  professions  and  will  receive  hearty- 
public  support. 

3.  Within  such  limitations  as  may  hereinafter  be 
provided,  the  general  powers  and  duties  of  the 
Board  of  Governors  shall  be  as  follows  : 

a.  The  supervision  of  the  administration  of 
Mutual  Health  Service. 

b.  The  appointment  of  administrative  personnel. 

*The  upper  income  limit  was  placed  at  $1500. 
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c.  The  preparation  of  such  rules  and  regulations 
as  may  from  time  to  time  become  necessary  to 
maintain  or  clarify  the  purposes  of  Mutual 
Health  Service. 

d.  The  preparation  of  fee  schedules  for  the 
particular  health  services  hereinafter  described. 

e.  The  administration  and  control  of  financial 
matters  including  the  collection,  expenditure 
and  investment  of  funds. 

f.  The  appointment  of  such  committees  as  may 
be  necessary  to  the  proper  functioning  of 
Mutual  Health  Service. 

Comment. — Emphasis  is  placed  on  the  need  for  the  con- 
trol of  financial  matters  by  a central  agency.  It  cannot  be 
emphasized  too  strongly  that  such  control  will  prevent  detri- 
mental competition  with  its  usual  result — a lowering  of  the 
quality  of  service. 

4.  Local  direction  in  each  county  or  district 
where  Mutual  Health  Service  is  maintained  shall 
be  by  the  following  committees  and  a District 
Mutual  Health  Committee  : 

a.  Local  Medical  Committee. 

b.  Local  Dental  Committee. 

c.  Local  Nursing  Committee. 

d.  Local  Hospital  Committee. 

e.  Local  Pharmacy  Committee. 

5.  Each  Local  Committee  shall  be  composed  of 
five  members  elected  or  appointed  for  a period  of 
three  years  by  the  bod)'  represented.  In  addition  to 
such  powers  and  duties  as  may  hereinafter  be  pro- 
vided the  general  functions  of  each  Local  Committee 
shall  be  as  follows : 

a.  Local  Medical  Committee. 

1.  The  preparation  of  lists  of  general  practi- 
tioners and  of  specialists  for  the  provision 
of  medical  services. 

2.  The  control  of  the  quality  of  medical  serv- 
ice. 

3.  The  hearing  of  and  action  upon  complaints 
involving  physicians  or  physicians  and  pa- 
tients. 

4.  The  reference,  with  recommendations,  of 
those  complaints  involving  a physician  and 
a member  of  any  other  professional  group 
to  the  District  Mutual  Health  Committee. 

5.  The  transmission  of  recommendations  deal- 
ing with  financial  matters  to  the  District 
Mutual  Health  Committee. 

(The  powers  and  duties  of  other  Local  Commit- 
tees representing  professional  groups  would  be 
comparable  to  the  above.) 

Comment. — Emphasis  is  placed  here  on  the  autonomy  of 
local  professional  groups  on  all  matters,  other  than  financial, 
that  have  to  do  with  the  provision  of  services. 

6.  The  District  Mutual  Health  Committee  shall 
be  composed  of  the  chairmen  of  the  Local  Commit- 
tees, who  shall  elect  one  (1)  additional  member  to 
represent  the  local  industries  cooperating  in  Mutual 
Health  Service  and  one  (1)  member  to  represent 
the  local  recipients  of  health  services. 

The  general  powers  and  duties  of  the  District 
Mutual  Health  Committee  shall  be  as  follows : 

a.  The  hearing  of  and  action  upon  complaints 
transmitted  by  Local  Committees. 

b.  The  transmission,  with  recommendations,  of 
matters  involving  finances  to  the  Board  of 
Governors. 

Comment. — The  function  of  the  District  Mutual  Health 
Committee  is  largely  that  of  a judicial  body.  Upon  this 
committee  will  rest  the  task  of  adjusting  any  differences 
between  professional  groups,  industry  and  the  recipients  of 
services. 

7.  Any  party  involved  in  an  action  taken  by  a 
Local  Committee  shall  have  the  right  to  appeal  to 
the  District  Mutual  Health  Committee. 


Any  party  involved  in  an  action  taken  by  the  Dis- 
trict Mutual  Health  Committee  shall  have  the  right 
to  appeal  to  the  Board  of  Governors. 

8.  The  Board  of  Governors  shall  maintain  a 
Local  Executive  Secretary  and  such  other  personnel 
as  may  be  necessary  in  each  District  where  Mutual 
Health  Service  is  established.  The  Local  Execu- 
tive Secretary  shall  serve  as  executive  secretary  for 
each  Local  Committee  and  the  District  Mutual 
Health  Committee. 

9.  The  employee  shall  have  the  right  to  choose 
a general  practitioner  of  medicine  and  a general 
practitioner  of  dentistry.  There  shall  be  no  restric- 
tions to  such  freedom  of  choice  except  as  follows: 

a.  The  general  practitioner  shall  reside  in  the  em- 
ployee’s city  or  within  a reasonable  distance 
from  the  employee’s  residence.  “Reasonable 
distance”  shall  be  determined  by  the  Local 
Committee. 

b.  The  general  practitioner  shall  hold  a license 
to  practice  his  profession  in  Michigan. 

c.  The  general  practitioner  shall  have  signified 
in  writing  his  intention  to  provide  service  in 
accordance  with  the  plan  of  Mutual  Health 
Service. 

10.  The  employee  shall  have  the  right  to  change 
his  selection  of  a general  practitioner  of  medicine 
or  of  dentistry  in  accordance  with  either  of  the 
following  procedures : 

a.  By  filing  with  the  Local  Executive  Secretary  a 
written  notice  of  the  intended  change  14  days 
before  any  of  the  following  dates:  January  1, 
April  1,  July  1,  October  1,  requesting  a change 
on  any  of  the  above  dates  and  naming  the  suc- 
cessor to  his  general  practitioner. 

b.  By  filing  with  the  Local  Executive  Secretary 
a written  request  for  an  immediate  change, 
stating  the  reason  or  reasons  for  the  request 
and  naming  the  successor  to  his  general  prac- 
titioner. 

11.  The  general  practitioner  of  medicine  or  of 
dentistry  chosen  by  the  employee  shall  have  the 
right  to  accept  or  reject  the  application  for  his  serv- 
ices. If  he  accepts  he  shall  have  the  right  to  sub- 
sequently withdraw  his  acceptance  in  accordance 
with  the  following  procedures : 

a.  By  filing  with  the  Local  Executive  Secretary 
a written  notice  of  his  withdrawal  14  days  be- 
fore any  of  the  following  dates:  January  1, 
April  1,  July  1,  October  1. 

b.  By  filing  with  the  Local  Executive  Secretary  a 
written  request  for  immediate  withdrawal  stat- 
ing his  reason  or  reasons  for  such  withdrawal. 

Comment. — Paragraphs  9,  10  and  11  are  in  accord  with 
the  policy  of  the  House  of  Delegates  regarding  “free  choice.” 
Such  choice  is  equally  the  right  of  both  the  patient  and  the 
general  practitioner.  The  purpose  of  the  procedure  govern- 
ing a change  in  choice  is  not  to  offer  any  hindrance  to  the 
change.  It  is  only  to  make  the  change  an  orderly  one.  At 
no  time  should  the  validity  of  any  reason  for  a change  or 
withdrawal  be  questioned. 

12.  The  names  of  persons  accepted  for  services 
by  the  general  practitioners  shall  be  known  as  the 
general  practitioner’s  “Family  List.”  The  total  num- 
bers of  persons  on  the  Family  List  shall  not  ex- 
ceed one  thousand  (1,000)  for  any  one  general  prac- 
titioner; provided,  however,  that  in  those  cases 
where  a general  practitioner  has  one  or  more 
salaried  assistants  licensed  to  practice  in  Michigan 
the  number  of  persons  on  the  Family  List  shall 
not  exceed  sixteen  hundred  (1,600).  The  District 
Mutual  Medical  Committee  shall  be  empowered  to 
increase  the  limit  from  1,600  to  2,000  when,  in  its 
judgment,  such  extension  or  increase  is  necessary. 
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Comment. — It  is  recognized  that  after  a period  of  experi- 
mentation the  total  number  of  persons  permitted  to  register 
on  any  one  physician’s  list  may  be  changed.  Lacking  any 
experience,  the  decision  was  of  necessity  an  arbitrary  one. 
The  limit  of  1,600  is  intended  to  prevent  the  employment 
of  a number  of  recent  graduates  in  order  to  provide  service 
to  a great  number  of  people.  In  the  final  analysis  it  is  the 
District  Mutual  Health  Committee,  acquainted  with  local  or 
specific  conditions,  that  has  the  power  to  decide  upon  in- 
creases in  Family  Lists. 

13.  The  general  practitioner  of  medicine  shall 
provide  for  the  persons  on  his  Family  List  such 
services  as  may  be  reasonably  expected  according  to 
the  standard  of  the  community  in  which  he  practices 
his  profession.  These  services  shall  include  physical 
examinations,  immunity  tests,  immunizations,  pre- 
natal and  postnatal  care  and  such  services  other 
than  those  designated  as  specialists’  services ; pro- 
vided, however,  that  the  general  practitioner  may 
include  specialists’  services  in  accordance  with  the 
regulations  adopted  by  the  Local  Medical  or  the 
Local  Dental  Committees  and  approved  by  the  Board 
of  Governors. 

Comment. — It  is  the  judgment  of  the  Committee  that  the 
general  practitioner  should  occupy  a high  position  as  a family 
guide  in  medical  or  dental  matters.  Upon  the  general  prac- 
titioner, therefore,  rests  the  main  burden  of  responsibility 
for  not  only  the  provision  of  routine  preventive  and  curative 
services  but  also  for  guidance  in  matters  requiring  special 
care.  The  placement  of  the  general  practitioner  in  this  posi- 
tion will  serve  to  keep  him  informed  concerning  the  diag- 
nosis, treatment  and  prognosis  of  referred  cases. 


it>.  For  the  period  of  the  experiment  the  annual 
costs  of  services  per  person  on  the  Family  Lists 
shall  be  $27.88. 


17.  The  annual  sum  of  $27.88  per  person  on  the 
Family  List  shall  be  expended  as  follows  : 


a. 

b. 

c. 

d. . 

e. 

f. 

S- 

h. 


General  Practitioner  of  Medicine 

1.  Report  of  Annual  Physical  Exam 

2.  Report  of  Immunization 

Medical  Specialists’  Services 

Dental  Services  

Nursing  Services  

Hospital  Services  

Drugs,  Medical,  Surgical,  Optical  Appli- 
ances   

Laboratory  Services  


Total 

Administration,  10% 
Surplus,  5%  


Grand  Total. 


$ 5.00  I 

.50 
.25  1 

31  % 

3.00  J 

i 

5.00 

18  % 

2.50 

9 % 

5.00 

18  % 

2.00 

7 % 

1.00 

3.5% 

$24.25 

2.42 

9 % 

1.21 

4.5% 

$27.88 

100  % 

Comment. — Your  Committee  wishes  to  make  clear  that  the 
above  cost  and  expenditure  figures  are  estimates  based  upon 
expenditures  by  families.  These  expenditures  were  for  serv- 
ices actually  purchased,  not  for  all  the  services  needed. 
There  are  no  data  upon  which  accurate  predications  of 
this  increased  demand  may  be  based.  The  experience  gained 
in  Mutual  Health  Service  should  provide  such  data  and 
should  form  the  basis  for  any  revisions  of  costs  that  may 
be  necessary.  The  above  costs  under  Mutual  Health 
Service  will  be  subject  to  some  revision  dependent  upon  the 
community  or  communities  where  the  experiment  is  under- 
taken and  in  accordance  with  the  facilities  that  may  be  avail- 
able. 


14.  Each  person  on  the  Family  Lists  shall  be  en- 
titled to  the  following  health  service : 

a.  Home,  office  and  hospital  services  of  a general 
practitioner  of  medicine  and  such  services  of 
medical  specialists,  nurses,  pharmacists,  labora- 
tories and  hospitals  as  may,  in  the  opinion  of 
the  general  practitioner,  be  necessary;  provided, 
however,  that  certain  services  shall  be  limited 
as  follows : 

1.  Hospital  services  shall  not  be  provided  for 
mental  diseases  and  tuberculosis. 

2.  Hospital  services  shall  include  a semi- 
private or  ward  bed,  operating  rooms,  medi- 
cines, dressings,  laboratory  and  other  serv- 
ices that  may  be  provided  in  the  hospital 
for  a period  of  21  days  during  any  one  year. 
For  any  illness  requiring  hospitalization  for 
more  than  21  but  less  than  90  days,  the 
Mutual  Health  Service  shall  pay  75  per 
cent  of  the  per  diem  hospital  charges. 

3.  The  services  of  a special  nurse  shall  be 
limited  to  a period  of  30  days  during  any 
one  year.  The  services  of  a visiting  nurse 
shall  be  limited  to  60  days  during  any  one 
year. 

4.  Drugs  shall  be  prescribed  by  a Doctor  of 
Medicine  to  any  member  of  the  Family  List 
at  a cost  of  25  cents  for  each  prescription. 
The  difference,  if  any,  between  this  cost  and 
the  total  cost  of  the  prescription  shall  be 
paid  by  Mutual  Health  Service.  Drugs 
shall  be  prescribed  in  accordance  with  such 
regulations  as  may  be  approved  by  the  Local 
Medical  and  the  Local  Pharmacy  Commit- 
tees. 

5.  The  care  of  any  illness  or  accident  provided 
for  under  the  Workmen’s  Compensation  Act 
shall  be  excluded  from  Mutual  Health 
Service. 

15.  The  costs  of  services  shall  be  borne  by  the 
employee  or  jointly  by  the  employee  and  his  em- 
ployer. Payments  shall  be  made  in  advance  either 
weekly,  monthly,  semi-annually  or  annually  at  a rate 
or  rates  established  by  Mutual  Health  Service. 


18.  For  each  community  or  area  in  which 
Mutual  Health  Service  operates,  fee  schedules 
shall  be  prepared  for  the  following  services  shown 
in  Paragraph  17 : 

1.  Specialists’  services  in  Medicine  and  Dentistry. 

2.  Nursing  services. 

3.  Hospital  services. 

4.  Drugs,  Medical  and  Surgical  Appliances. 

5.  Optical  services. 

6.  Laboratory  services. 

The  fee  schedules  shall  be  prepared  by  the  Local 
Committees  and  transmitted  through  the  District 
Committee  to  the  Board  of  Governors  for  final 
action. 

19.  Any  general  practitioner  of  medicine  or  of 
dentistry  whose  qualification  for  the  provision  of 
any  specialist  service  is  approved  by  the  Local  Med- 
ical or  the  Local  Dental  Committee  shall  be  entitled, 
in  addition  to  the  capitation  fee,  to  75  per  cent  of 
the  specialist’s  fee  as  shown  on  the  fee  schedule. 

The  Local  Committee  shall  have  power  to  grant, 
reject  or  withdraw  approval  for  specialist  service 
or  services  by  the  general  practitioner. 

Comment. — The  most  important  question  that  should  be 
asked  about  any  plan  for  health  services  is  “What  will  pre- 
vent either  a deterioration  or  a ‘dead  level’  type  of  service?” 
In  the  practice  of  modern  medicine  one  of  the  vital  needs 
is  to  maintain  and  nourish  the  spirit  of  progress.  Hence, 
the  emphasis  on  continued  training  through  postgraduate 
effort.  The  main  factors  in  a physician’s  or  dentist’s  prog- 
ress in  practice  are  his  ability  to  apply  the  art  and  his 
ability  to  apply  the  science  of  practice.  It  is  a tragedy  that 
some  well  versed  in  the  latter  attribute  are  greatly  lacking 
in  the  former.  Both  qualities  are  important  and  both  must 
receive  recognition. 

The  general  practitioner  who  understands  the  art  of  prac- 
tice may  be  expected  to  draw  to  himself  the  upper  limit  of 
1,000  people.  Thus  will  his  art  be  recognized  and  his  in- 
centive to  maintain  that  art  strengthened.  To  this  incentive 
should  be  added  that  for  the  improvement  of  his  science  and 
the  method  devised  for  this  will  be  discussed  in  para- 
graph 22. 

Likewise  the  general  practitioner  well  versed  in  science 
must  be  recognized  and  provided  with  an  incentive  to  main- 
tain and  improve  that  science.  The  only  way  to  permit  this 
is  through  allowing  him  to  provide  more  science  to  the  lesser 
number  of  people  attracted  to  him.  It  need  not  be  said 
that  the  above  statements  concerning  incentives  for  con- 
tinued improvement  apply  with  equal  force  to  the  many 
general  practitioners  who  ably  blend  both  art  and  science  in 
their  practices. 
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Briefly,  the  Committee  feels  that  the  general  practitioner 
should  provide  not  only  routine  services  but  also  any  spe- 
cial service  of  which  his  colleagues  judge  him  capable.  In 
this  case  his  colleagues  are  represented  by  the  Local  Com- 
mittee. Thus  are  long  years  of  effort  and  experience  re- 
warded if  they  merit  reward.  Thus,  too,  is  “control  of 
service’’  placed  directly  in  the  hands  of  the  profession  con- 
cerned. 

Here  is  also  provided  the  economic  incentive  for  the 
continued  improvement  of  the  quality  of  general  practice. 
This  incentive  plus  the  method  shown  in  paragraph  22  for 
giving  expression  to  the  desire  for  postgraduate  study  should 
result  in  a quality  of  service  hitherto  unequaled.  Again  the 
Committee  wishes  to  emphasize  the  axiom  that  what  is  good 
for  the  profession  is  good  for  the  public. 

20.  In  the  event  that  the  cost  for  any  service  is 
proportionately  higher  than  anticipated  the  total  sum 
collected  for  that  service  shall  be  nro-rated  among 
the  individuals  or  institutions  providing  that_  service. 
In  the  event  that  the  cost  for  any  service  is  lower 
than  anticipated,  the  excess  shall  be  added  to  the 
Surplus  or  expended  according  to  the  judgment  of 
the  Board  of  Governors. 

21.  Surplus  funds  shall  be  maintained  in  separate 
accounts  for  each  area  or  community  and  shall  be 
expended  or  invested  by  the  Board  of  Governors. 

22.  Two  per  cent  (2%)  of  the  sum  allotted  to  the 
general  practitioners  of  medicine  and  dentistry  shall 
be  deducted  and  placed  in  a “Postgraduate  Training 
Fund.”  Expenditures  from  this  fund  shall  be  made 
by  the  Board  of  Governors  with  the  advice  of  the 
State  Medical  and  State  Dental  Societies. 

Comment. — This  section  provides  for  the  collective  pur- 
chase of  postgraduate  training  and  insures  a constant  and 
self-sustaining  improvement  of  the  quality  of  service.  In 
general  the  plan  for  postgraduate  training  should  provide 
for  a stated  allotment  every  two  years  for  each  physician 
and  dentist.  If  the  allotment  is  not  used  it  should  revert 
to  the  central  fund.  During  the  physician’s  or  dentist’s  ab- 
sence, his  practice  should  be  taken  over  by  his  colleagues, 
without  compensation,  on  the  assumption  that  he  will  return 
the  favor  through  accepting  the  same  burden  for  his  col- 
leagues during  their  absences  for  postgraduate  study. 

The  Committee  feels  that  in  the  foregoing  pro- 
gram there  is  presented  a temperate  policy  for  the 
guidance  of  the  medical  professions  in  the  United 
States,  ft  is  a policy  that  preserves  the  essence 
of  American  practice  in  giving  primary  consideration 
to  the  potential  consumers  of  health  services.  In 
this  consideration  those  things  that  the  profession 
has  long  cherished  because  they  have  been  subjected 
to  the  retort  of  experience  and  have  been  found 
satisfactory  are  not  only  retained  but  strengthened. 
It  is  the  Committee’s  opinion  that  the  program  pre- 
sented is  the  studied  and  constructive  answer  of  the 
profession  to  those  encroachments  upon  private 
practice  that  have  their  origin  in  the  unequal  dis- 
tribution of  the  services  the  profession  commands. 

If  the  House  of  Delegates  approves  the  program 
the  Committee  recommends  that  the  action  be  given 
full  publicity.  Michigan  is  practically  the  only  in- 
dustrial state  that  remains  comparatively  free  of 
numerous  plans  and  projects  for  the  provision  of 
health  services.  This  freedom  can  be  attributed  to 
no  other  factor  than  the  action  of  the  Michigan 
State  Medical  Society  in  undertaking  constructive 
studies.  It  must  remain  free  until  the  profession 
has  had  the  opportunity  to  experiment.  Nothing 
will  insure  this  freedom  as  completely  as  publicity. 

At  the  same  time  in  many  other  states  the  pro- 
fession finds  itself  in  a difficult  position.  Lacking 
a constructive  program  it  is  easy  prey  for  commer- 
cial or  political  influences.  Publicity  given  to  the 
Michigan  program  may,  therefore,  exert  a far-reach- 
ing effect  in  providing  the  profession  in  other  states 
with  the  methods  and  materials  for  combating  de- 
structive influences.  Against  these  influences  noth- 
ing is  more  effective  than  the  sure  weapon  of  con- 
structive action. 


If  the  program  presented  is  acceptable  to  the 
House  of  Delegates,  the  Committee  proposes  the 
following  steps  in  order  to  begin  the  experiment 
as  early  as  possible  : 

1.  The  discussion  of  the  proposals  with  employers 
and  employees.  Naturally  the  communities  or 
areas  selected  for  the  experiment  will  depend 
upon  the  reception  given  to  the  plan  by  these 
groups. 

2.  The  presentation  of  the  final  detailed  plan  to  the 
House  of  Delegates. 

3.  The  presentation  of  the  plan  to  the  professional 
groups  in  the  area  or  areas  selected  for  the 
experiment. 

4.  The  formation  of  the  local  and  state  committees 
already  mentioned. 

5.  The  preparation  of  reports  to  the  House  of 
Delegates  during  the  progress  of  the  plan. 

6.  The  preparation  of  a final  report,  with  recom- 
mendations, at  the  completion  of  the  experi- 
ment. 

There  are  certain  implications  in  the  plan  for 
Mutual  Health  Service  that  merit  the  attention 
of  the  House  of  Delegates.  These  deal  with  the 
relation  of  the  plan  to  the  care  of  indigents  and  to 
public  health  activities. 

The  Committee  sees  no  reason  why  the  plan 
should  not  be  extended  to  include  the  care  of  in- 
digents. It  feels  that  with  few  exceptions  the  pro- 
fession’s method  of  handling  this  problem  has  been 
hesitant  and  generally  ineffective  as  a result  of  the 
lack  of  a definite  program.  It  is  not  necessary  to 
defend  the  assumption  that  while  a person  may  be 
designated  as  “unemployed  and  indigent”  his  health 
needs  differ  little  from  those  of  his  more  fortunate 
neighbor. 

It  is  generally  accepted  that  the  responsibility  for 
the  health  needs  of  indigent  persons  rests  upon  the 
community.  Nor  is  the  responsibility  lessened  be- 
cause it  has  been  shifted  to  the  profession  in  cer- 
tain communities.  Therefore,  the  Committee  recom- 
mends that  the  Local  Committees  engage  in  a joint 
effort  to  extend  Mutual  Health  Service  to  in- 
digents. The  method  of  extension  is  for  the  com- 
munity to  enter  into  a contractual  arrangement  with 
Mutual  Health  Service.  Such  an  arrangement 
will  permit  the  unemployed  and  indigent  person  the 
same  relationship  to  his  general  practitioner  as  he 
enjoys  while  employed. 

The  effect  of  Mutual  Health  Service  upon  pub- 
lic health  activities  is  fairly  obvious.  In  brief,  it 
means  an  expansion  of  the  services  of  preventive 
medicine  and  dentistry  by  private  practitioners  and 
a concentration  of  public  health  work  upon  educa- 
tional activities.  The  Committee  feels  that  such 
concentration  will  be  heartily  approved  by  the  public 
health  agencies  concerned. 

Thought  should  also  be  given  by  the  Delegates  to 
the  probable  development  of  a movement  in  the 
United  States  toward  some  form  of  compulsion  with 
respect  to  the  purchase  or  distribution  of  health 
services.  There  is  little  doubt  that  the  movement 
has  gained  momentum  and  that  the  coming  legisla- 
tive sessions  in  many  states  will  see  bills  presented 
for  compulsory  health  insurance. 

If  the  experiment  with  Mutual  Health  Service 
is  successful  the  profession  will  be  in  an  exceed- 
ingly strong  position  to  direct  public  opinion  and 
thereby  control  legislative  action  in  the  interests  of 
public  welfare.  It  is  obvious  that  the  advantage  of 
controlling  medical  legislation  will  lie  with  the  first 
constructive  program  presented.  If,  in  addition  to 
being  first,  the  program  has  a record  of  successful 
demonstration,  the  advantage  will  become  great 
enough  to  direct  legislative  action.  Only  in  this 
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manner  may  the  profession  hope  to  successfully 
combat  commercialism  and  the  profit-motive  in  the 
distribution  of  health  services. 

SUPPLEMENTAL  REPORT  OF  THE  COMMITTEE 

As  a supplement  to  its  formal  report  your  Com- 
mittee presents  certain  additional  items  for  con- 
sideration and  action  by  the  House  of  Delegates. 

The  first  item  deals  with  the  matter  of  the  upper 
limit  of  income  and  upon  this  question  Dr.  Sinai 
will  present  some  data  for  the  information  of  the 
delegates. 

The  second  question  deals  with  the  association  of 
official  public  health  work  with  Mutual  Health 
Service.  It  will  be  noted  that  public  health  is  not 
represented  on  any  of  the  Committees  controlling 
Mutual  Health  Service.  After  some  discussion 
of  this  aspect  of  Medical  Care  your  Committee  con- 
cluded that,  if  the  general  plan  is  approved,  the 
House  of  Delegates  should  decide  the  following  pro- 
posal : 

That,  in  order  to  complete  and  unify  all  the  health 
services  in  Michigan,  the  State  Health  Commissioner 
should  be  made  a member  of  the  Board  of  Gover- 
nors and  either  the  local  or  county  health  officer  a 
member  of  the  District  Mutual  Health  Committee. 

The  third  item  deals  with  your  Committee’s  sug- 
gestion for  publicizing  the  program  for  Mutual 
Health  Service. 

In  addition  to  its  specific  studies  in  Michigan  your 
Committee  has  collected  information  on  recent  de- 
velopments in  medical  care  in  other  parts  of  the 
United  States.  Because  of  its  knowledge  of  these 
developments,  your  Committee  has  suggested  that  if 
Mutual  Health  Service  is  approved  by  the  House 
of  Delegates,  the  plan  be  given  as  wide  publicity 
as  possible. 

The  purpose  of  this  publicity  is  two-fold : first, 
to  refute  the  widespread  charge  that  the  profession 
is  unwilling  to  apply  the  experimental  method  to  any 
solution  of  its  economic  problems,  and,  second,  to 
offer  to  the  profession  and  the  public  a constructive 
program  as  a weapon  against  such  harmful  trends 
as  are  already  developed  or  are  in  the  process  of 
development.  Your  Committee  feels  that  Mutual 
Health  Service,  if  adopted  by  the  House  of  Dele- 
gates, is  the  unanswerable  reply  of  the  profession  to 
the  charge  that  it  has  failed  to  give  studied  consid- 
eration to  the  economic  problems  of  medical  care. 
It  also  feels  that  this  “declaration  of  principles”  is 
a standard  around  which  both  the  public  and  the 
professions  may  rally  in  mutual  protection  and  with 
mutual  confidence. 

A brief  description  of  certain  of  the  developments 
in  the  country  will  serve  to  substantiate  the  Com- 
mittee’s opinion  that  a constructive  program  is,  at 
this  time,  a pressing  need. 

Many  county  societies  have  undertaken  projects 
in  health  insurance  with  little  study  and  with  almost 
no  central  or  state  authority.  The  county  societies 
cannot  be  criticized  too  greatly  for  this  action.  It 
has  come  in  response  to  the  profession’s  and  the 
public’s1  demand  “to  do  something,”  and  in  most 
cases  the  state  societies,  being  without  any  program, 
have  been  willing  to  permit  the  county  societies  to 
bear  the  brunt  of  any  ill-advised  action.  This  situa- 
tion is  particularly  acute  in  the  western  states. 

Your  Committee  feels  that  the  major  danger  of 
this  lack  of  state  society  direction  lies  in  its  tendency 
to  develop  commercial  competition  between  groups 
of  physicians  and  between  other  professional  groups, 
as  well.  The  results  of  such  commercial  competi- 
tion have  been  evident  for  many  years  in  the  appli- 
cation of  Workmen’s  Compensation  in  certain  states. 
It  was  for  this  reason  that  your  Committee  stressed 
the  comprehensive  program  with  a centralized  and 
professional  financial  control. 

In  this  same  connection,  your  Committee  has 


noted  the  development  of  hospital  insurance  in  over 
twenty  states.  There  is  nothing  particularly  wrong 
in  the  principle  of  hospital  insurance.  However,  in 
the  absence  of  a more  comprehensive  program  your 
Committee  feels  that  hospital  insurance  can  expand 
in  only  one  direction  and  that  is  to  include  other 
services.  The  demand  for  expansion  has  already 
arisen  from  the  insured  public.  This  means  that,  as 
additions  to  services  occur,  such  additions  become 
not  a part  of  a generalized  system  but  a part  of 
hospital  insurance  and  controlled  by  the  agencies 
of  hospital  insurance. 

Another  significant  development  in  this  country  is 
reported  in  the  New  York  Times  of  March  16.  The 
story  dealt  with  the  annual  meeting  of  the  advisory 
council  of  the  Milbank  Memorial  Fund.  At  this 
meeting  a plan  for  state  controlled  compulsory 
health  insurance  was  presented  and  discussed.  Those 
present  included  Mayor  LaGuardia  and  Harry  L. 
Hopkins,  Federal  Relief  Administrator.  To  quote 
from  the  Times: 

“The  plan,”  Dr.  Miller  said,  “provides  for  local  differ- 
ences of  ability  to  pay  and  for  the  availability  of  medical 
facilities  by  dividing  the  services  into-  two  classes.  The  first 
includes  those  which  should  be  mandatory  for  the  entire 
state.  It  would  include  home  and  office  care  by  physicians, 
prescribed  drugs  and  medicines,  hospital  care  where  the  in- 
stitutions are  available,  and  maternity  benefits  for  women 
who  remain  under  continuous  prenatal  supervision. 

“The  second  class  includes  those  which  are  permissive 
and  which  may  be  established  in  local  areas,  with  the  ap- 
proval of  the  proper  authority,  when  the  extension  is  de- 
sired by  the  local  area,  when  the  costs  can  be  financed,  and 
when  the  competent  personnel  and  facilities  are  available. 
This  would  include  specialist  services,  dentistry,  the  clinic 
and  the  laboratory,  home  nursing,  etc.” 

* * ■# 

“You  aren’t  going  to  get  health  insurance,”  Mr.  Hopkins 
said,  “if  you  expect  people  to  do  it  voluntarily.  I am  con- 
vinced that  by  one  bold  stroke  we  could  carry  the  Ameri- 
can people  along  not  only  for  health  insurance  but  also  for 
unemployment  insurance.  I think  it  could  be  done  in  the 
next  eighteen  months.” 

Whatever  may  come  as  a result  of  the  above 
advocacy,  your  Committee  views  Mutual  Health 
Service  as  the  organization  with  which  state  or  other 
authorities  must  deal.  The  historv  of  compulsory 
health  insurance  is  a history  of  disastrous  results 
to  the  professions  because  of  a lack  of  unity.  It  is 
a history  of  an  organized  group  dealing  with  dis- 
organized professional  units  or  with  individuals. 

A third  development  in  the  United  States  is  the 
drive  toward  unemployment  insurance.  Among 
medical  leaders  there  is  a too  general  apathy  to- 
ward this  movement.  If  unemployment  insurance 
becomes  both  widespread  and  inclusive,  your  Com- 
mittee feels  that  thought  must  be  given  by  the  pro- 
fessions to  two  items : first,  the  setting  aside  of  a 
percentage  of  unemployment  insurance  funds  to  pro- 
vide medical  care  for  the  unemployed,  and,  second, 
the  question  of  unemployment  by  reason  of  physical 
disability. 

Out  of  the  second  item  it  is  not  improbable  that 
methods  may  be  developed  for  the  care  of  physically 
unemployable  people  so  that  they  may  again  become 
employable.  The  history  of  Workmen's  Compensa- 
tion shows  that  the  profession  gave  little  or  no 
thought  to  its  medical  aspects.  In  this  connection 
the  following  quotation  from  the  report  of  the  Com- 
mittee on  Legislation  and  Public  Policies  in  The 
Journal  of  the  Michigan  State  Medical  Society  for 
March,  1912,  will  be  of  interest : 

“True,  we  have  had  two  sessions  called  by  the  Governor 
to  consider  special  and  specific  subjects;  yet  at  these  ses- 
sions nothing  of  a medical  or  public  health  nature  was  con- 
sidered. Nothing  at  these  sessions  could  be  legally  or  con- 
stitutionally considered  other  than  those  recommended  from 
time  to  time  by  special  message  from  the  Governor  to  the 
Legislature.  Therefore,  if  any  amendments  to  our  medical 
laws  are  to  be  made  they  must  be  made  during  the  next 
regular  session  of  the  Legislature  which  will  convene  Jan- 
uary, 1913.” 
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It  was  at  one  of  the  special  sessions  where  “noth- 
ing of  a medical  or  public  health  nature  was  con- 
sidered” that  Michigan  adopted  the  law  for  Work- 
men’s Compensation.  Your  Committee  presents  this 
item  for  whatever  may  be  its  value  in  focusing  atten- 
tion upon  unemployment  insurance. 

As  reported  to  the  House  of  Delegates  at  its  last 
meeting,  the  California  legislature  has  appointed  a 
commission  to  study  health  insurance  and  report  in 
January,  1935.  No  further  information  concerning 
the  activities  of  the  commission  is  available.  The 
whole  subject,  however,  is  on  the  program  of  the 
Western  Hospital  Association  meeting  in  Sacra- 
mento, California,  this  week,  and  also  at  a meet- 
ing to  be  held  before  the  Commonwealth  Club  in 
San  Francisco  on  Friday. 

Recently  the  Committee  on  Medical  Economics  of 
the  Colorado  State  Medical  Society  published  a re- 
port advocating  the  application  of  the  principle  of 
health  insurance.  To  quote  from  this  report: 


“The  point  at  issue  is  not  the  insurance  principle  but 
how  to  use  it. 

“We  are  not  unmindful  of  the  opposition  of  the  A.  M.  A. 
to  the  general  plan  of  insurance  medicine,  especially  as 
operated  by  European  governments  or  by  corporations  for 
profit;  nor  unmindful  of  the  deteriorations  accompanying 
contract  practice  regardless  of  how  disguised.  The  plan 
referred  to  is  not  in  the  opposed  classes  because  it  does 
not  restrict  opportunity  to  practice,  nor  free  choice  of  phy- 
sician, is  on  a non-profit  basis  and  under  the  control  and 
management  of  the  profession.  This  places  the  responsibility 
where  it  belongs.  All  of  us  have  looked  to  the  A.  M.  A.  for 
help.  Thus  far  we  have  been  disappointed.” 


An  interesting  booklet  has  been  received  recently 
by  your  Committee.  It  contains  the  platform  and 
principles  of  the  Medical  League  for  Socialized 
Medicine,  an  organization  with  headquarters  in 
Brooklyn  and  with  a membership  of  over  500  phy- 
sicians. This  organization  is  unequivocally  com- 
mitted to  the  principle  of  salaried  physicians  pro- 
viding service  under  the  state. 

These  are  a few  of  the  evidences  of  the  turmoil 
in  medical  economics.  It  is  for  its  quieting  and 
beneficial  influence  that  your  Committee  has  recom- 
mended that  the  plan  of  Mutual  Health  Service 
be  widely  publicized. 

Finally  your  Committee  wishes  to  report  progress 
on  two  other  studies  that  will  be  completed  by  July 
1.  The  first  study  is  concerned  with  the  question 
of  postgraduate  education;  the  second,  with  the  De- 
troit Participation  Plan.  Most  of  the  data  for  both 
studies  have  been  collected  and  a good  part  of  the 
analysis  has  been  completed.  Your  Committee  feels 
that  both  studies  will  throw  much  light  on  subjects 
of  vital  importance  to  the  profession  and  the  public. 

Respectfully  submitted, 


Frederick  A.  Baker,  M.D. 
L.  G.  Christian,  M.D. 

B.  U.  Estabrook,  M.D. 

I.  W.  Greene,  M.D. 

Stuart  Pritchard,  M.D. 

P.  A.  Riley,  M.D. 

W.  H.  Marshall,  M.D., 

Chairman. 


F.  C.  Warnshuis,  M.D., 

Secretary. 


The  Speaker:  At  this  point,  the  Chair  will  re- 

quest the  Chairman  of  the  Credentials  Committee 
to  make  a supplemental  report. 

Dr.  T.  ].  Carney:  Mr.  Chairman,  there  are  71 

members  present  at  this  meeting. 

The  Speaker:  The  Chair  will  approve  the  signed 
slips  as  constituting  an  addition  to  the  roll  call. 

At  this  time  Dr.  Reeder  has  an  announcement  to 
make. 

Dr.  Frank  Reeder  made  an  announcement  con- 
cerning luncheon  arrangements. 


The  Secretary.  May  I at  this  time  take  occasion 
to  present  the  Secretary  of  the  Michigan  State 
Dental  Society,  Dr.  Davis,  and  the  President  of  the 
State  Dental  Society,  Dr.  Prince. 

The  Speaker:  Dr.  Sinai,  will  you  continue  the 

presentation  of  the  problem? 

Dr.  N.  Sinai:  Mr.  Speaker  and  Members  of  the 

House  of  Delegates  : The  Committee  has  assigned 

to  me  the  presentation  of  certain  data  which  may 
assist  the  House  of  Delegates  in  determining  what 
should  be  and  what  may  be,  in  the  event  the  plan 
is  approved,  the  upper  limit  of  income  for  the  group 
provided  with  service  under  the  program. 

Up  until  a year  ago  it  would  have  been  impossible 
to  present  any  data  upon  which  the  House  of  Dele- 
gates could  have  based  judgment.  Up  until  a year 
ago  it  would  have  been  merely  an  opinion  as  to 
what  should  be  the  upper  limit  of  the  income  group. 
But  about  a year  ago  there  were  published  the  results 
of  a study  made  among  approximately  10,000 
families  in  the  United  States.  Those  results  were 
not  secured  through  going  to  a family  and  asking 
certain  questions  concerning  the  medical  services  re- 
ceived during  the  past  year.  It  was  a study  that 
was  projective,  and  the  families  were  visited  at  in- 
tervals of  two  months  throughout  a period  of  a year, 
and  a very  careful  record  was  kept  of  all  the  serv- 
ices secured  or  received  by  each  family. 

In  addition  to  that,  wherever  we  received  informa- 
tion showing  that  the  family  had  called  the  physician 
or  had  received  services  from  a physician,  in  every 
instance  where  it  was  possible  we  checked  up  with 
the  physician  in  order  to  be  sure  that  the  family  was 
not  giving  us  information  that  was  wrong  concern- 
ing costs,  concerning  illnesses,  and  so  on. 

This  study  was  the  first  one  made  in  the  United 
States,  and  I have  a very  great  confidence  in  the 
figures  and  the  results  not  only  because  the  study 
itself  was  very  carefully  planned  but  also  because 
a control  study,  undertaken  by  the  Metropolitan  Life 
Insurance  Company  and  for  which  the  report  has 
been  published  within  the  last  month,  bears  out  our 
figures  in  an  unbelievable  manner.  Our  percentages 
and  the  Metropolitan’s  percentages;  our  total  costs 
and  breakdown  of  the  costs  are  unbelievably  close 
together,  so  that  if  there  is  anything  at  all  to  the 
experimental  method  and  the  control  method  we  are 
quite  positive  that  the  figures  presented  are  correct. 

The  study  was  made  at  a time  when  we  had  a 
much  better  economic  period  than  the  one  today. 
The  study  began  in  February  of  1928  and  continued 
in  about  100  places  in  the  United  States  through 
May  of  1931,  so  that  we  had  the  good  years  of 
1928,  what  was  good  in  1929  and  1930,  and  a few 
months  in  1931.  In  other  words,  we  had  the  peak 
period,  and  then  we  had  a period  when  the  curve 
was  on  a downward  line. 

After  May,  1931,  and  in  1932  and  1933,  no  one  can 
say  what  the  public  has  purchased  in  the  way  of 
medical  care  or  what  the  public  has  received  in  the 
way  of  medical  care.  The  evidence,  of  course,  is 
that  the  slope  has  gone  downward,  but  no  one  is 
going  to  make  even  an  estimate  as  to  how  low  the 
actual  expenditures  have  gone. 

I have  prepared  a series  of  charts  which  bring 
out  fairly  definitely  the  type  of  information  that  is 
presented. 

[Dr.  Sinai  presented  a series  of  charts  showing  that 
if  the  average  expenditure  of  $8.50  for  physicians’ 
services  under  Mutual  Health  Service  were  ap- 
plied to  the  population  with  incomes  under  $2,000 
the  following  increases  in  physicians’  incomes  would 


result :] 

Cities  over  100,000 17  per  cent 

Cities  5,000  to  100,000 44  per  cent 

Cities  under  5,000 52  per  cent 
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The  Speaker:  One  of  the  outstanding  features  of 

Michigan’s  program  of  the  Medical  Economics  Com- 
mittee has  been  its  factual  basis.  Nothing  has  dem- 
onstrated this  any  better  than  that  which  you  have 
just  heard.  Without  such  evidence  we  could  dis- 
cuss this  question  of  income  all  day,  and  at  the 
end  our  conclusions  would  be  the  result  of  our  re- 
actions and  not  our  knowledge.  Reactions  are  diffi- 
cult to  support  either  privately  or  publicly. 

My  first  opinion  on  reading  over  the  plan  (and 
I confess  it  was  based  upon  no  specific  knowledge) 
was  that  Mutual  Health  Service  should  provide 
services  for  those  of  the  very  low  income  group.  I 
felt  that  if  the  upper  income  limit  was  placed  as 
high  as  $2,000  the  doctor’s  income  would  be  reduced. 
This  is  in  the  nature  of  confession,  but  I tried  to 
view  the  problem  as  practically  as  possible. 

I have  been  especially  interested  in  this  chart 
arrangement.  It  is  as  new  to  me  as  it  is  to  you. 
I had  a further  advantage  in  viewing  this  problem 
from  knowledge  that  I acquired  away,  from  my  ex- 
periences in  other  countries,  and  I had  seriously 
begun  to  fear  the  commercial  company  in  furnish- 
ing the  service  to  this  moderate  income  group.  When 
I find  that  35  per  cent  of  our  families  are  in  the 
income  group  between  $1,200  and  $2,000,  that  group 
would  make  a juicy  morsel  for  any  insurance  com- 
pany. It  is  the  commercial  agency  that  we  must 
keep  out  of  this  picture.  Fortunately,  the  facts'  show 
that  this  is  not  only  possible,  but  that  the  doctor’s 
income  can  be  increased  thereby. 

At  early  meetings  of  the  Medical  Economics  Com- 
mittee and  the  Executive  Committee,  we  were  great- 
ly helped  in  advice  and  guidance  and  judgment  by 
Dr.  Bruce.  I personally  invited  Dr.  Bruce  to  be 
present  today.  He  was  unable  to,  but  he  sent  me 
the  following  letter  which  I will  take  the  opportunity 
of  presenting  to  the  House  of  Delegates : 

April  11,  1934 

Dr.  H.  A.  Luce 
1551  Woodward  Avenue 
Detroit,  Michigan 
My  dear  Luce: 

I regret  exceedingly  I shall  be  unable  to  be  with  you  at 
Flint  on  Thursday.  Please  accept  my  thanks  for  your  kind 
invitation,  and  also  convey  my  thanks  and  best  wishes  to 
Dr.  Le  Fevre. 

I have  gone  over  carefully  the  report  of  the  Committee 
and  the  plan.  After  our  trip  to  Chicago  it  was  apparent 
that  the  American  Medical  Association  officials  whom  we 
saw  were  unsympathetic  to  study  and  experimentation  by 
anv  State  organization  and,  further,  that  if  they  had  such 
information  as  the  Michigan  group  sought,  for  some  un- 
known reason,  they  were  reluctant  to  give  it  to  us. 

Thus  it  became  apparent  that  if  we.  were  to  acquire  the 
information,  it  would  be  necessary  to  go  to  Europe  to  ob- 
tain it.  While  I think  we  should  try  to  protect  the  Ameri- 
can Medical  Association  as  far  as  possible,  after  all  your 
duty  is  to  Michigan,  and  the  Michigan  delegates  are  en- 
titled to  the  evidence  you  accumulated. 

[In  this  he  refers  to  the  report  that  was  submitted 
to  the  Economics  Committee  and  to  the  Executive 
Committee  of  the  Michigan  State  Medical  Society 
by  myself  and  Dr.  Sinai  soon  after  our  return.  It 
is  the  report  to  which  I referred  when  I said  earlier 
in  the  day  that  we  would  be  glad  to  read  that  report 
to  you  at  any  time  you  may  wish  it.] 

I like  the  plan.  It  is  moderate  in  tone  and  possesses  a 
satisfactory  tie-up  with  industry  so  necessary  to  the  exclusion 
of  expensive  commercial  insurance  experiments,  as  well  as 
the  universally  objectionable  governmental  control  under 
which  all  European  nations  have  suffered  for  years. 

The  idea  of  the  Committee  to  experiment  in  but  one  or 
two  counties,  and  at  the  county’s  own  request,  provides  an 
effective  safeguard,  insuring  the  elimination  of  possible  er- 
rors and  permitting  the  evaluation  of  other  details  which  a 
practical  demonstration  alone  makes  possible. 

I share  your  regret  that  you  had  to  use  so  much  of 
your  funds  to  disprove  American  Medical  Association  prop- 
aganda. This  regrettable  expense  will  probably  leave  you 
short  of  funds  for  the  demonstration  of  the  plan.  I do  not 
know  whether  Mr.  McGregor  will  feel  like  making  a further 
contribution,  but  would  have  no  hesitancy  in  asking  him. 
Michigan’s  outstanding  contribution  to  medical  economics 
and  in  postgraduate  education  are  attracting  such  widespread 


attention  that  if  the  delegates  decide  to  accept  the  Commit- 
tee’s recommendation,  and  Mr.  McGregor  is  unable  to  give 
further  help,  I know  at  least  of  one  other  source  from 
which  you  may  confidentially  look  for  financial  assistance. 

Cordially  yours, 

James  D.  Bruce. 

In  order  to  properly  conduct  our  organization,  at 
my  request  certain  resolutions  were  prepared.  It 
would  be  a difficult  matter  to  prepare  those  resolu- 
tions today.  Those  resolutions  were  prepared  at  my 
request  in  order  that  the  subject  matter  might  be 
brought  properly  before  the  House. 

Dr.  A.  P.  Biddle  (Wayne)  : Members  of  the 

House. of  Delegates:  As  you  probably  heard,  in  the 
beginning  I felt  very  inimical  to  health  insurance 
for  the  reason  I felt  it  would  limit  the  dignity  of  the 
profession,  and  als’o  be  inimical  to  its  interests. 

I find,  after  giving  the  matter  careful  study  and 
after  what  we  have  heard  today,  that  the  time  has 
come  when  we  must  recognize  a condition  and  not 
a theory.  I feel  the  time  has  come  for  action.  No 
matter  what  action  you  take,  we  must  give  this  mat- 
ter consideration.  It  has  gained  such  force  through- 
out the  United  States  that  some  action  is  going  to 
be  taken  by  everyone,  and  it  is  well  for  us  to  recog- 
nize that  and  take  such  steps  as  to  protect  not  only 
the  patient  but  the  profession. 

RESOLUTION  OF  APPROVAL 

. Therefore,  Mr.  Speaker,  I would  offer  this  resolu- 
tion simply  as  a starting  point  of  discussion  for  what 
may  follow. 

Whereas,  the  House  of  Delegates  of  the  Mich- 
igan State  Medical  Society,  at  its  meeting  on  July 
12,  1933,  directed  the  Committee  on  Medical  Eco- 
nomics to  prepare  and  present  for  consideration  of 
the  House  a plan  or  plans  for  health  insurance ; and 

Whereas,  the  House  of  Delegates  adopted  the 
following  policies  for  the  guidance  of  its  Committee 
on  Medical  Economics : 

a.  Free  choice  of  a physician  by  the  insured. 

b.  Limitation  of  benefits  to  those  of  medical 
service. 

c.  The  control  of  medical  service  benefits  by  the 
profession. 

d.  The  exclusion  of  individuals  or  organizations 
that  might  engage  in  health  insurance  for  profit. 

and 

Whereas,  the  plan  for  Mutual  Health  Service 
presented  by  the  Committee  on  Medical  Economics 
is  in  accord  with  the  above  policies ; therefore,  be  it 

Resolved,  that  the  House  of  Delegates  of  the 
Michigan  State  Medical  Society  approves  the  gen- 
eral principles  of  the  plan  for  Mutual  Health 
Service,  and  directs  the  Committee  on  Medical  Eco- 
nomics to  undertake  the  following  efforts: 

a.  The  discussion  of  the  plan  with  employers  and 
employes. 

b.  The  determination  of  the  legal  status  of  the 
Mutual  Health  Service,  and  the  necessary 
legal  action  for  the  organization  of  Mutual 
Health  Service. 

c.  Preparation  of  the  final  detail  plan  of  the 
Mutual  Health  Service  and  its  presentation 
to  the  House  of  Delegates  for  final  action ; 

and  be  it  further 

Resolved,  that  the  plan  for  Mutual  Health 
Service  shall  not  be  inaugurated  in  any  county  without 
the  approval  of  the  county  and  state  medical  society. 

The  Speaker:  Do  I hear  support? 

Dr.  John  A.  Wee  singer  (Washtenaw)  : I arise  in 
support  of  the  resolution  as  offered  by  Dr.  Biddle. 

Dr.  A.  V.  Wenger  (Kent)  : I support  Dr.  Biddle’s 
resolution. 

Dr.  L.  G.  Christian  (Ingham)  : I arise  to  support 
this  resolution  with  a word  that  this  is  the  doctor’s 
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way  of  doing  things.  We  never  hesitate  to  use 
laboratory  animals,  the  guinea  pigs,  rabbits  or  dogs, 
so  we  should  choose  some  county  in  our  state  as  the 
laboratory  animal  for  this  plan.  In  six  months  or 
a year  all  of  the  bugs  will  appear  in  our  plan.  If 
it  is  unworkable,  we  will  have  the  finest  evidence 
that  has  ever  been  presented  in  this  world  to  the 
sociologist,  and  to  the  medical  profession  that  health 
insurance  is  not  a workable  thing.  If  it  is  workable, 
our  puny  efforts  to  stop  it  will  not  stop  it. 

I was  interested  a little  while  ago  in  reading 
Morris  Fishbein’s  comment  on  the  platform  of  the 
socialist  party  of  1912.  There  were  twenty-three 
planks  in  that  socialistic,  radical  platform,  and 
twenty-one  of  those  planks  had  been  adopted  and 
enacted  into  laws. 

If  it  is  progress,  we  can’t  stop  it;  if  it  is  wrong, 
we  will  find  out. 

Dr.  F.  T.  Andrews  (Kalamazoo)  : I wish  to  com- 
mend the  Committee  on  this  wonderful  report  which 
they  have  presented  at  this  time.  It  is  with  a great 
deal  of  pleasure  that  I second  the  motion  as  pre- 
sented by  Dr.  Biddle  of  Wayne. 

Dr.  B.  R.  Corbus  (Grand  Rapids):  It  just  occurs  to  me, 
Mr.  Speaker,  that  there  might  be  some  danger  in  a county 
taking  up  this  work  in  a district  which  would  not  perhaps 
serve  the  purpose  of  the  Medical  Economics  Committee  be- 
cause of  conditions  which  exist.  Would  the  House  of  Dele- 
gates feel  it  might  be  wise  to  put  in  that  resolution  this 
qualification,  that  no  county  shall  institute  this  plan  without 
the  consent  of  the  State  Society? 

The  Speaker:  Dr.  Corbus,  if  you  will  permit  me  to  read 
a part  of  the  last  resolution  in  which  it  states:  “And  be  it 

further  resolved  that  the  plan  for  Mutual  Health  Service 
shall  not  be  inaugurated,”  do  I understand  you  to  say  that 
must  have  the  approval  of  the  State  Society? 

Dr.  Corbus:  Yes.  My  thought  was  that  it  ought  to  work 
both  ways,  that  the  County  Society  should  not  act  inde- 
pendently of  the  State  Society,  and  should  not  put  into  oper- 
ation this  plan  or  any  plan  without  the  consent  of  the  State 
Society,  feeling  that  the  Economics  Committee  and  the  State 
Society  might  feel  it  was  not  wise  for  this  particular  county 
to  undertake  the  pioneer  work. 

Dr.  C.  S.  Gorsline  (Calhoun) : Having  been  somewhat 

interested  in  this  economic  survey  in  times  past,  and  still 
interested  as  much  as  ever,  th,e  thought  occurs  to  me  that 
instead  of  using  one  guinea  pig  it  might  be  well  to  use 
about  three,  with  this  in  view:  that  no  one  county,  for 
instance,  would  give  us  the  proper  facts  and  experience  from 
which  conclusions  could  be  drawn  for  the  whole  state.  It 
is  my  thought  that  possibly  the  Committee  should  be  given 
power  to  select  three  representative  regions,  not  necessarily 
three  but  that  is  the  number  that  occurs  to  me:  Perhaps 

one  embodying  a place  like  Detroit,  which  is  highly  devel- 
oped in  certain  lines;  another  one,  a typical  rural  com- 
munity; and  possibly  a third  of  an  intermediate  status. 

I arise  to  second  the  motion  in  regard  to  the  resolution 
the  doctor  offered,  and  to  offer  this  as  a suggestion  that 
might  be  contemplated  in  this  resolution. 

Dr.  W.  C.  Ellet  (Berrien):  May  I ask  the  Speaker  if 

he  will  once  more  read  the  three  or  four  principal  points  of 
that  resolution,  without  the  preamble,  so  that  we  may  under- 
stand it  completely. 

The  Speaker:  We  have  a Secretary  for  that  purpose. 

The  Secretary  re-read  the  resolution. 

Dr.  A.  P.  Biddle  (Wayne):  If  it  is  proper,  I would  like 

to  put  in  that  Dr.  Corbus’  suggestion. 

The  Secretary : That  is  included  in  the  plan  because  it 

gives  control  to  the  Board  of  Censors. 

The  Speaker:  Is  that  satisfactory.  Dr.  Corbus? 

Dr.  B.  R.  Corbus:  I recognized  that  when  I spoke.  I 
felt  that  since  things  are  not  briefed  in  this  resolution  it 
might  be  well  to  place  that  in. 

Dr.  A.  P.  Biddle  (Wayne):  I wish  to  include  that  in  the 
resolution,  and  my  seconder  approves. 

The  Secretary : “Without  the  approval  of  said  county  and 
State  Medical  Society.” 

Dr.  Biddle:  Is  that  all  right,  Dr.  Corbus? 

Dr.  Corbus:  Yes. 

Dr.  T.  F.  Heavenrich  (St.  Clair):  “Without  the  approval 

of  the  County  Medical  Society  and  the  State  Medical  So- 
ciety,” does  that  mean  the  State  Medical  Society  in  annual 
session  or  does  it  mean  the  Council  or  the  Executive  Com- 
mittee of  the  Council,  or  the  House  of  Delegates? 

The  Speaker:  The  Speaker  would  interpret  that  as  the 

House  of  Delegates,  if  the  House  of  Delegates  were  con- 
veniently in  session  or  about  to  be  in  session.  The  State 
Constitution  provides  that  the  Executive  Committee  of  the 
State  Council,  in  the  interim,  assumes  the  duties  of  the 
House  of  Delegates,  and  in  emergencies. 

Dr.  Heavenrich : The  Council  does? 


The  Speaker:  The  Council  does. 

Dr.  Heavenrich:  Would  it  be  the  Council  or  the  Execu- 
tive Committee  of  the  Council? 

The  Speaker:  The  Chair  will  interpret  that  as  the  Council, 
because  they  can  be  polled  by  mail.  If  there  is  no  objec- 
tion to  that  interpretation,  it  will  be  so  ordered. 

Dr.  W.  C.  Ellet  (Berrien):  Under  Resolution  c,  do  I 

understand  that  can  be  presented  at  this  meeting  of  the 
House  of  Delegates,  or  must  that  be  taken  up  at  the  next 
regular  annual  meeting  of  the  House  of  Delegates? 

The  Speaker:  “Preparation  of  the  final  detail  plan  of  the 
Mutual  Health  Service  and  its  presentation  to  the  House 
of  Delegates  for  final  action.” 

I would  think  this  would  answer  your  question,  Dr.  Ellet, 
that  some  time  it  is  going  to  be  necessary  for  the  Economics 
Committee  to  prepare  this  material.  If  the  State  Society  Ex- 
ecutive Committee  decided  the  situation  demands  another 
special  meeting  of  the  House  of  Delegates  it  will  be  called. 
If  not,  that  matter  could  wait  until  the  September  meeting. 
Does  that  answer  your  question? 

Dr.  Ellet:  Thank  you,  sir. 

Dr.  B.  L.  Connelly  (Wayne) : We  are  setting  up  an  ex- 
periment, and  I think  anybody  who  understands  experimen- 
tation must  realize  you  have  to  have  a control.  We  are 
just  setting  up  one  side  of  this  experiment.  A certain 
amount  of  experimental  work  has  been  done  before,  but  not 
at  the  same  time  that  the  rest  of  this  experiment  is  go- 
ing on. 

If  this  plan  is  set  up  in  various  counties,  it  is  my  sug- 
gestion that  an  adjacent  or  similar  county  be  used  as  the 
control  for  this  experiment,  and  the  same  study  be  made  of 
the  practice  of  medicine  as  it  is  carried  on  in  this  county 
under  the  present  system.  Therefore,  you  have  a perfectly 
controlled  experiment. 

Dr.  E.  D.  Spalding  (Wayne) : If  this  is  open  for  discus- 

sion, I would  like  to  raise  a question  on  Page  14  of  the 
report,  at  the  top  of  the  page.  It  says:  “T^ese  expendi- 
tures” (according  to  the  chart  here)  “were  for  services  ac- 
tually purchased,  not  for  all  the  services  needed.  There  are 
no  data  upon  which  accurate  predications  of  this  increased 
demand  may  be  based.” 

If  a man  under  economic  stress  and  strain  purchases  a 
certain  amount  of  services,  that  is  one  thing;  but  if  his 
employer  has  subsidized  his  medical  service  there  is  no 
telling  how  often  the  physician  will  be  called. 

I see  nothing  on  these  charts  to  indicate  the  amount  of 
service  that  will  be  demanded  under  the  set-up  as  proposed. 

I also  would  call  attention  to  one  other  thing  on  Page  19 
of  this  report,  where  it  says:  “Such  an  arrangement”  (re- 

ferring now  to  the  Mutual  Health  Service  being  applied 
to  indigents)  “will  permit  the  unemployed  and  indigent  per- 
son the  same  relationship  to  his  general  practitioner  as  he 
enjoys  while  employed.” 

This  is,  in  my  estimation,  simply  an  encouragement  to 
indigency.  If  a man  can  get  all  the  benefits  of  life  without 
working,  I think  he  would  be  a damned  fool  to  work. 

Dr.  C.  S.  Ratigan  (Wayne):  I think  Dr.  Spalding  is 

absolutely  right  in  this  thing,  and  I think  the  present  con- 
ditions are  bearing  that  out  very  well.  The  fact  that  a man 
on  the  welfare  can  get  more  than  he  can  working  at  the 
Ford  Motor,  or  any  other  industrial  concern  in  Greater  De- 
troit, in  the  ordinary  lower  brackets  encourages  indigency. 

Another  thing  is  that  we  are  putting  the  cart  before  the 
horse  here.  We  are  starting  out  on  the  premise  that  the 
employer  and  the  industrialist  are  going  to  take  this  over 
and  accept  it.  We  have  no  data  whatsoever  that  he  will. 
I spoke  to  one  of  the  biggest  industrialists  in  that  district 
before  leaving,  and  he  said  the  industrialists  are  not  going 
to  permit  things  of  this  type  to  be  choked  down.  With  this 
question  of  strikes  and  everything  else  that  is  being  put  on 
to  them,  they  are  certainly  in  no  mood  at  the  present  time 
for  something  like  this.  I think  the  Committee,  before  they 
go  any  further,  should  contact  them. 

Dr.  D.  P.  Foster  (Wayne) : As  I have  read  this  report 

I have  read  nothing  in  it  which  gives  any  intimation  at  all, 
to  my  mind,  as  to  who  is  really  going  to  pay  for  this 
insurance.  If  the  Committee  Chairman  has  any  ideas  in 
the  matter  which  should  be  known,  I would  very  much  like 
to  hear-  them  at  this  time. 

The  Speaker:  Dr.  Sinai,  will  you  kindly  answer  these 

three  questions  while  they  are  fresh  in  our  minds? 

Dr.  Sinai:  Mr.  Speaker  and  Members  of  the 

of  the  House  : In  connection  with  the  first  question 
presented  by  Dr.  Spalding  as  to  what  amount  of 
service  will  be  demanded,  there  are  no  data  avail- 
able in  the  United  States  or  anywhere  else  in  the 
world  that  I know  of  which  will  answer  that  ques- 
tion. That  is  one  of  the  pertinent  questions  which 
we  hope  will  be  answered  if  the  experiment  is  un- 
dertaken anywhere.  It  is  a question  that  has  been 
asked  all  over  the  United  States,  and  some  have 
suggested  that  we  go  to  Europe  and  look  at  the 
figures  in  Europe  for  the  determination  of  how  much 
service  will  be  demanded,  and  that  is  a fallacy  be- 
cause it  isn’t  available  in  Europe.  The  information 
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there  is  all  mixed  up  with  the  cash  benefits,  which 
makes  it  impossible  to  determine  why  a man  goes 
to  a physician ; whether  lie  goes  there  in  order  to 
“go  sick”  and  secure  cash  benefits,  or  whether  he  goes 
there  for  medical  service.  That  same  thing  applies 
even  in  those  systems  in  Europe  that  state  they  will 
provide  all  service,  and  certainly  it  applies  to  the 
English  system. 

Relative  to  the  question  of  the  indigent  and  in- 
digency, we  have  now  a vicious  problem  in  the  medi- 
cal care  of  the  indigent.  Some  method  must  be  de- 
vised whereby  a professional  group,  merely  because 
of  its  previous  willingness  to  bear  the  complete  bur- 
den, may  be  somewhat  relieved  of  that  burden,  and 
it  is  for  that  reason  that  your  Committee  stressed 
the  matter  of  unemployment  insurance. 

If  unemployment  insurance  reserves  are  set  aside, 
it  seems  that  the  right  and  proper  thing  is  to  ear- 
mark a certain  percentage  of  those  reserves,  either 
paid  for  by  industry  or  paid  for  through  wage  de- 
ductions, whichever  system  may  be  the  one  adopted 
by  the  Congress  or  by  legislatures,  for  medical  care 
so  that  for  the  same  period  the  individual  is  cared 
for  through  unemployment  insurance  he  will  also 
have  purchased  the  commodity  of  medical  care.  All 
of  the  other  money  in  unemployment  insurance  is 
intended  to  provide  that  individual  or  his  family 
with  commodities,  and  medical  care  is  one  of  the 
commodities.  It  is  an  unpredictable  commodity  and 
there  has  been  no  attempt  at  all,  either  in  Europe 
or  in  the  considerations  in  this  country,  to  earmark 
a certain  amount  of  funds  for  medical  care. 

When  it  comes  to  the  care  of  the  indigent  and  the 
reference  in  the  report  to  the  relationship  between 
the  indigent  person  and  his  family  physician  being 
exactly  the  same,  I want  to  say  it  is  not  intended, 
on  the  part  of  the  Committee,  that  it  should  be 
exactly  the  same  in  that  all  of  the  services  bought 
and  paid  for  in  the  Mutual  Health  Service  would 
be  provided  without  any  cost  at  all  to  the  individual. 
You  will  find  that  certain  services  must  be  re- 
stricted : A certain  percentage  of  hospitalization,  a 

certain  percentage  of  other  types  of  service,  in  the 
opinion  of  the  family  physician  of  the  indigent  as 
to  what  is  necessary,  the  minimum,  for  that  indigent 
family. 

It  seems  to  me  this  is  the  beginning  of  the  first 
bite  into  the  problem  of  indigent  medical  service, 
and  that  if  the  community  is  going  to  assume  the 
third  party  relationship  and  is  going  to  assume  the 
place  where  industry  is  placed  in  the  Mutual  Health 
Service,  then  the  same  system  exactly  must  obtain, 
must  follow. 

That  brings  up  the  question  as  to  where  will  in- 
dustry stand  in  this  matter?  Nobody  knows,  but  I 
would  like  to  bring  to  your  mind  the  fact  that  cer- 
tain industries  are  pointing  the  way  to  the  new  re- 
lationship between  industry  and  the  worker.  The 
Wrigley  Chewing  Gum  Company  recently  announced 
a plan  for  unemployment  insurance.  It  wasn’t  legal- 
ly called  for,  either.  Wisconsin  has  already  passed  a 
bill  and  it  is  in  process  now  of  being  applied.  The 
Wrigley  Company  also  provides  hospital  insurance  for 
employes.  The  industrialists  to  whom  I have  talked 
feel  they  would  much  prefer  not  to  handle  such  an 
item  as  medical  service,  but  they  would  prefer  to 
purchase  that  on  a flat  rate  and  have  the  misery 
of  control  and  the  difficulty  of  administration  fall 
into  the  hands  of  those  who  are  better  qualified  for 
administration. 

I agree  with  the  speaker  who  said  that  industry 
is  not  going  to  accept  this  without  some  cry,  but  I 
point  also  to  a historical  fact,  that  back  in  1908  and 
in  1912  industry  did  not  accept  Workmen’s  Com- 
pensation and  neither  did  the  medical  profession,  but 
Workmen’s  Compensation  is  to  be  found  in  forty- 
two  states. 


If  this  is  right,  as  has  been  brought  out,  nothing 
can  stop  it;  if  it  is  wrong,  it  will  stop  itself.  What 
will  be  the  statement  of  industry,  no  one  knows. 
What  will  be  the  statement  when  the  Committee  dis- 
cusses the  matter  with  certain  industrialists  and  cer- 
tain labor  groups,  no  one  can  say.  But  the  Committee 
certainly  does  not  feel  that  it  should  go  and  talk 
with  industry  or  talk  to  labor  or  talk  with  the  public 
until  the  House  of  Delegates  has  considered  the 
program  and  has  considered  its  principles  and  has 
approved  such  conversation. 

In  an  experiment,  the  reason  for  the  experiment 
is  that  we  don't  know  things,  and  I think  in  what 
I have  said  I have  demonstrated  that  we  don’t  know- 
plenty.  At  the  end  of  six  months  or  a year,  if  you 
accept  the  plan  and  direct  the  Committee  to  pro- 
ceed, the  hope  is  that  you  will  know,  and  that 
through  your  knowledge  American  medicine  and  the 
American  public  also  will  know  and  be  directed. 

Dr.  S.  IV.  Insley  (Wayne):  Possibly  Dr.  Ratigan  spoke 

to  a different  type  of  employer  than  the  one  with  which  I 
have  been  in  contact  in  the  last  few  weeks.  I would  like 
to  bring  out  some  points  here  which  might  be  of  interest. 
I am  going  to  try  to  stay  away  from  opinions  as  far  as 
humanly  possibly.  I think  some  of  the  points  may  be  of 
interest  to  the  men  here  today  who  are  considering  this  plan. 

Our  Committee  sets  up  a figure  of  approximately  $27.88 
as  the  estimated  yearly  cost  per  capita  for  medical  ex- 
penses. They  have  been  informed  that  these  are  for  actual 
expenditures  found  in  a research  and  not  for  what  might 
be  actually  required  under  ideal  conditions.  This  suggests 
that  a still  higher  figure  might  be  later  found  necessary. 

Our  Committee  suggests  that  employe,  or  employe  plus 
employer,  shall  pay  this  amount  in  certain  advanced  install- 
ments. I have  been  informed  that  a very  large  employer 
in  this  district  does  not  look  upon  such  a plan  with  favor. 
The  employers’  ideas  have  a very  respectable  foundation, 
and  I might  add  that  they  have  plans  of  their  own  to  meet 
such  a situation  and  cope  with  it  and,  incidentally,  save 
themselves  a tremendous  sum  of  money. 

Employes  have  been  questioned  in  regard  to  this  plan. 
They  were  not  selected  and  they  were  not  indigents.  An 
ordinary  wage  earner  with  three  or  four  children  was  in 
no  instance  willing  to  pay  from  $139  to  $167  per  year,  as 
according  to  this  plan.  Their  language,  after  an  explana- 
tion of  the  idea,  was  often  of  a most  picturesque  type.  They 
absolutely  could  not  see  the  idea  of  paying  in  from  $12  to 
$14  a month,  sick  or  well,  for  the  indefinite  years  to  come. 

That  little  summary  of  mine  might  be  misconstrued,  but 
it  might  be  well  to  remember  that  in  the  past  years,  through 
the  boom  and  everything,  health  insurance  voluntarily  bought 
was  never  carried  by  a very  large  number  of  people,  less 
than  2 per  cent. 

Suppose  the  average  American-bred,  respectable  wage 
earner  did  not  like  this  Mutual  Health  Service.  And, 
next,  suppose  employers  were  not  so  favorable  to  the 
scheme.  I do  not  for  one  moment  expect  a proponent  of 
this  plan  to  be  unaware  of  these  possibilities.  They  have 
been  mentioned  today  and  they  must  have  an  alternative. 
Is  this  alternative  a form  of  state  medicine,  the  cost  to  be 
borne  by  taxation? 

The  appalling  consequences  of  these  plans  and  of  their 
own  figures  should  cause  us  the  deepest  concern.  We  shall 
either  be  taxed  into  submission  with  the  stagnation  of  every 
American  principle,  or  be  forced  into  a communistic  regimen- 
tation of  every  necessity  of  life. 

I shall  quote  their  own  figures.  The  majority  of  the  re- 
port of  the  Committee  on  the  study  of  Medical  Costs  esti- 
mates the  costs  of  medical  service,  drugs,  hospitalization, 
and  so  on,  at  about  $30  per  year  for  every  man,  woman, 
child  and  baby  in  this  country.  That  is  spread  out  over 
the  entire  United  States,  and  they  are  proud  of  that  figure. 
Multiply  this  figure  by  125,000,000,  our  present  population. 
The  sum  reaches  an  astonishing  total  of  $3,750,000,000  per 
year.  Thinking  of  that  amount  in  the  sense  of  taxation, 
it  is  greater  than  the  total  United  States  income  taxes  for 
the  year  of  1929.  What  a peculiar  figure  to  be  dealt  with 
over  and  above  our  present  crushing  federal  debt! 

Suppose  we  apply  this  type  of  medical  service  to  the 
state.  Our  worthy  medical  research  for  Michigan  here  has 
estimated  the  per  capita  health  cost  for  Michigan  as  $27.88 
per  year.  Our  state  government,  with  all  its  waste  and  in- 
efficiency, has  been  able  to  climb  to  a per  capita  rate  of 
only  $23  per  year.  Can  you  visualize  an  attempt  to  more 
than  double  this  present  tax  figure  to  the  public  in  their 
present  mood? 

Let  us  localize  this  plan  to  Detroit.  Can  you,  in  all 
sobriety,  imagine  an  increase  of  from  $30,000,000  to  $35,- 
000,000  per  year  to  the  present  tax  budget  of  Detroit?  I 
might  ask  some  of  the  gentlemen  of  Grand  Rapids,  Flint, 
Saginaw,  Bay  City,  and  some  of  the  counties  further  north, 
to  localize  this  plan  to  their  particular  communities,  and 


11 


then  estimate  what  it  would  mean  in  your  present  tax  bud- 
gets and  tax  assessments. 

There  has  been  mention  of  the  extension  of  this  plan 
to  the  indigent.  You  can  pass  that  off.  There  is  a little 
bit  of  opinion  mixed  up  in  there.  Aside  from  not  men- 
tioning the  indigent  and  the  men  in  the  higher  income 
brackets,  if  seems  to  me  that  under  the  present  set-up  of 
these  new  era  plans  the  average  wage  earner  has  been  get- 
ting the  short  end  of  the  stick  through  this  whole  depres- 
sion. Including  these  present  days  and  including  this  pres- 
ent set-up,  he  has,  in  this  plan,  for  example,  the  double  dis- 
tinction of  a doubtful  service  plus  the  privilege  of  paying 
the  freight.  I have  an  opinion,  but  I think  at  the  present 
time  I will  leave  that  opinion  absolutely  alone. 

I simply  took  this  occasion  to  prepare  some  of  these  fig- 
ures and  offer  them  to  you  for  your  consideration. 

Dr.  W.  C.  Ellet  (Berrien) : May  the  House  have  the  rea- 
son for  the  A.  M.  A.’s  adverse  opinion  to  this  plan? 

The  Speaker:  Dr.  Ellet,  the  Chair  will  have  to  rule  that 
that  part  of  the  matter  can  be  dispensed  with  until  we  have 
disposed  of  the  resolution.  Then  we  will  get  it. 

Dr.  F.  IV.  Garber,  Sr.  (Muskegon) : I am  wondering  if 
it  might  not  help  us  somewhat  to  clarify  this  statement  in 
which  it  is  mentioned  that  the  total  amount  owing  to  the 
physician  is  something  like  $5.80.  I don’t  quite  understand 
that.  I am  only  asking  a question  for  clarification.  Does  it 
mean  that  in  a family  group  of  five  the  head  of  the  family 
has  to  pay  $27.88  per  annum  for  each  member,  or  does  he 
pay  only  that  portion  which  comes  under  the  head,  for 
instance,  of  physician’s  rate,  and  how  is  that  arrived  at? 
What  I mean  is  this:  How  much  is  the  ordinary  prac- 

titioner, who  has,  say,  a thousand  persons  under  his  care, 
going  to  get  out  of  that  for  himself  each  year  on  that  as- 
sumption ? 

Dr.  D.  P.  Foster  (Wayne) : _ Might  I rise  for  a point  of 
order  and  ask  that  my  question,  which  you  asked  to  be 
clarified  but  which  was  not  touched  upon  at  all,  be  discussed 
at  this  time?  What  is  this  Committee  going  to  go  to  the 
employer  and  ask  him  for? 

The  Speaker:  That  will  be  discussed. 

Dr.  L.  O.  Geib:  I would  like  to  ask  for  more  informa- 

tion. I think  you  referred  to  an  address  or  a report  on 
your  trip  to  Europe  and  your  conclusions.  I think  that 
report  should  be  presented  at  this  time  so  we  can  get  a 
clear  view  of  the  situation. 

The  Speaker:  If  it  is  the  desire  of  the  House  that  the 
European  report  be  presented  at  this  time,  that  will  be  com- 
plied with  . 

Dr.  C.  F.  Moll  (Genesee) : I move  that  this  report  be 

now  submitted  to  this  House  of  Delegates. 

The  motion  was  regularly  supported. 

The  Speaker:  Is  there  any  discussion?  Those  in  favor 

say  “aye”;  those  opposed  say  “no.”  It  is  carried. 

The  Secretary  will  read  the  report  entitled,  “Luce-Sinai 
Report  to  the  Executive  Committee  of  the  Michigan  State 
Medical  Society.”  I would  beg  permission  to  interrupt  the 
Secretary  at  a point  to  add  some  information  which  was  not 
available  at  the  time  this  report  was  written. 

LUCE-SINAI  REPORT 

The  Secretary:  This  report  was  presented  to  the 
Executive  Committee  of  the  Council  of  the  Michigan 
State  Medical  Society  on  the  twenty-second  day  of 
February,  1934,  and  by  action  of  the  Council  was 
transmitted  to  the  Chairman  of  the  Board  of 
Trustees  of  the  American  Medical  Association  on 
February  23  by  registered  mail,  for  which  I hold  a 
receipt  as  having  been  received  on  February  24. 

HEALTH  INSURANCE  IN  FOREIGN  COUNTRIES 

Your  commission  presents  the  results  of  its  study 
as  a collection  of  factual  evidence.  The  study  was 
undertaken  through  a joint  grant  of  funds  from  the 
Michigan  State  Medical  Society  and  the  American 
College  of  Dentists.  The  latter  organization  financed 
a study  in  1931  and  desired  to  cooperate  in  bringing 
its  material  up  to  date.  Actually,  the  need  for  study 
grew  out  of  conflicting  viewpoints  and  information. 

When  the  Michigan  State  Medical  Society  ap- 
proved the  preparation  of  a plan  for  health  insur- 
ance, the  action  implied  that  the  Society  was  not 
antagonistic  to  health  insurance,  per  se,  and  was 
preparing  to  consider  it  providing  a plan  could  be 
developed  in  conformity  with  its  adopted  policies. 
There  is  a sufficiency  of  editorial  evidence  that  the 
public  welcomed  this  demonstration  of  medical  lead- 
ership. 

Shortly  after  the  State  Society’s  action  certain 
articles,  prepared  or  sponsored  by  national  officials 


and  dealing  with  the  subject  of  health  insurance, 
began  to  appear.  The  direct  or  implied  criticisms  in 
these  articles  and  the  direct  or  implied  conclusions 
flowing  therefrom  could  mean  only  one  thing:  the 
program  of  the  Michigan  State  Medical  Society  was 
ill-conceived  and  dangerous. 

Three  courses  of  action  were  open  to  the  leader- 
ship of  the  State  Medical  Society.  The  first  (and 
easiest)  would  have  been  to  stop  all  work  in  con- 
nection with  the  program,  thereby  impugning  the 
judgment  and  negating  the  work  of  the  Committee 
on  Medical  Economics.  The  second  course  would 
have  been  that  of  continuing  the  program  in  the 
face  of  all  criticism.  If  this  were  done  the  leader- 
ship in  Michigan  would  have  become  suspect  to  both 
the  practicing  physicians  in  the  state  and  the  pro- 
fession in  other  states. 

The  third  and  most  logical  course  was  followed, 
that  of  a study.  It  must  be  plainly  understood  that 
the  study,  made  in  the  short  period  of  six  weeks, 
was  not  intended  as  a minute  inquiry  into  the  whole 
structure  and  functioning  of  health  insurance.  Briefly, 
its  purposes  were  as  follows : 

1.  To  determine  the  success  or  failure  of  health 
insurance  in  meeting  the  medico-economic  prob- 
lems of  the  public  and  the  professions. 

2.  To  secure  evidence  upon  which  the  Michigan 
State  Medical  Society  and  the  American  Col- 
lege of  Dentists  might  base  a definite  policy 
concerning  health  insurance. 

The  commission  was  not  unacquainted  with  the 
history  and  the  operation  of  health  insurance  in 
England,  where,  because  of  the  circumstances  neces- 
sitating the  study,  the  major  part  of  the  survey  was 
made.  The  present  findings  deal  with  the  English 
system.  A later  report  will  concern  itself  with  cer- 
tain phases  of  health  insurance  in  other  countries. 

During  the  study  three  questions  arising  out  of 
the  direct  or  implied  conclusions  from  publications 
in  the  United  States  were  kept  in  mind  constantly: 

1.  Is  the  operation  of  health  insurance  unsatis- 
factory to  either  or  both  the  profession  and  the 
public? 

2.  Has  health  insurance  exerted  a deteriorating 
effect  upon  the  quality  of  medical  service? 

3.  Is  health  insurance  constituting  a grave  finan- 
cial drain  upon  England  and  is  the  system 
itself  in  danger  of  financial  collapse? 

Relating  to  these  three  questions  the  commission 
collected  official  reports  and  other  data.  Particular 
emphasis  was  placed  upon  interviews  with  officials 
of  the  professions,  practicing  physicians,  government 
officials,  and  laymen.  In  order  to  prevent  any  charge 
of  misinterpretation,  the  rough  notes  of  all  impor- 
tant interviews  were  copied  in  triplicate  and  two 
copies  mailed  to  the  individual  interviewed.  An  ac- 
companying letter  requested  the  return  of  one  copy 
of  the  notes  with  any  comments,  changes,  or  addi- 
tions thought  necessary.  The  returned  copies,  there- 
fore, amount  to  signed  statements. 

From  the  English  viewpoint,  as  well  as  the  Amer- 
ican, the  major  defects  in  the  English  system  are 
fairly  obvious.  One  is  that  the  statutes  provide  only 
for  the  home  and  office  medical  service  of  the  gen- 
eral practitioner  to  the  insured  patient.  The  other 
is  the  association,  with  the  medical  service  benefit, 
of  sickness  cash  benefit  for  26  weeks,  of  disability 
cash  benefit  for  periods  subsequent  to  26  weeks,  of 
maternity  cash  benefit,  and  of  other  cash  benefits 
from  an  insurance  society’s  surplus. 

Out  of  the  second  major  defect  arises  most  of  the 
controversy  in  England  because  upon  the  general 
practitioner  is  placed  the  burden  of  certifying  that 
the  insured  patient  is  entitled  to  cash  benefits.  Hence, 
the  controversy  dealing  with  “over-certification”  by 
physicians  and  with  increasing  sickness  rates.  It  was 
in  full  recognition  of  this  attempt  to  mix  the  in- 
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compatible  elements  of  medical  service  and  cash  that 
the  Michigan  House  of  Delegates  adopted  its  policy 
limiting  the  proposed  plan  to  service  benefits. 

The  attitude  of  the  British  Medical  Association 
toward  the  principle  of  health  insurance  is  shown 
by  the  following  “fundamental  principles”  contained 
in  the  organization’s  “Proposals  for  a General  Medi- 
cal Service  for  the  Nation”  adopted  in  1930: 

1.  That  a satisfactory  system  of  medical  service 
must  be  directed  to  the  prevention  of  disease  no  less 
than  to  the  relief  of  individual  sufferers. 

2.  That  the  medical  service  of  the  community  must 
be  based  on  the  provision  for  every  individual  of  a 
general  practitioner  or  family  doctor. 

3.  That  a consultant  service  and  all  necessary 
specialist  and  auxiliary  forms  of  diagnosis  and  treat- 
ment should  be  available  for  the  individual  patient, 
normally  through  the  agency  of  the  family  doctor. 

4.  That  the  interposition  of  any  third  party  be- 
tween the  doctor  and  the  patient,  so  far  as  actual 
medical  attendance  is  concerned,  shall  be  limited  as 
possible. 

5.  That  as  regards  the  control  of  the  purely  pro- 
fessional side  of  the  service,  the  guaranteeing  of  the 
quality  of  the  service,  and  the  discipline  of  the  doc- 
tors taking  part  in  it,  as  much  responsibility  as  pos- 
sible should  be  placed  on  the  organized  medical  pro- 
fession. 

6.  That  in  any  arrangements  made  for  communal 
or  subsidized  or  insurance  medical  service  the  or- 
ganized medical  profession  should  be  freely  con- 
sulted from  the  outset  on  all  professional  matters  by 
those  responsible  for  the  financial  and  administra- 
tive control  of  that  service. 

7.  That  medical  benefits  of  the  present  National 
Health  Insurance  Acts  should  be  extended  so  as  to 
include  the  dependents  of  all  persons  insured  there- 
under and  entitled  to  medical  benefit. 

8.  That  every  effort  should  be  made  to  provide 
medical  and  nursing  service  facilities  in  institutions 
(Home  Hospitals)  where  the  family  doctor  may 
treat  those  of  his  own  patients  who  need  such  pro- 
vision and  who  can  thus  remain  under  his  care. 

It  has  been  said  many  times  that  the  British  Medi- 
cal Association  unwillingly  adopted  these  proposals 
purely  as  a defense  measure.  A more  recent  action 
by  the  British  Medical  Association  throws  some  light 
on  this  contention.  If  the  above  principles  were  only 
defensive  the  Association  would  have  been  content 
if  they  remained  “paper  principles.” 

In  April,  1933,  the  Association  published  a mem- 
orandum dealing  with  “Public  Medical  Service.”  The 
memorandum  was  an  activation  of  Principle  VII. 
Public  Medical  Service  is  a plan  of  voluntary  insur- 
ance for  the  dependents  of  those  insured  under  Na- 
tional Health  Insurance.  The  plan  provides  only  for 
medical  service  and  is  being  developed  in  a number 
of  places  in  England  under  the  control  of  the  medi- 
cal profession. 

At  this  point  some  of  the  statements  of  Dr.  A.  H. 
Cox,  recently  retired  secretary  of  the  British  Medical 
Association,  Dr.  G.  C.  Anderson,  the  present  secre- 
tary, and  Sir  Henry  Brackenbury  become  apropos. 
These  statements  refer  to  the  satisfaction  or  dissatis- 
faction of  the  profession  with  health  insurance.  They 
are  presented  from  the  approved  notes  without  com- 
ment. 

Dr.  Cox  held  office  at  the  time  England  adopted 
health  insurance  in  1911  and  his  memory  of  the 
trying  events  of  that  period  is  especially  vivid.  Now, 
over  twenty  years  later,  his  opinions,  which  follow, 
are  the  mature  ones  of  experience  coupled  with  per- 
spective. 

With  reference  to  the  policy  of  the  medical 
profession  towards  health  insurance,  it  was 
emphasized  that  the  profession  should  be  first 
in  the  field  with  plans  and  program.  It  was 


further  emphasized  that  there  is  grave  danger 
in  waiting  for  action  to  be  taken  by  the  public 
or  the  politicians.  “If  the  doctors  don’t  know 
what  is  necessary  in  medical  care,  who  does?” 
“We  were  not  prepared  for  a health  insurance 
in  England." 

If  the  profession  had  been  first  in  the  field 
with  a plan,  there  would  have  been  saved 
much  bitter  feeling  within  the  profession  as 
well  as  loss  of  public  prestige.  Up  to  the  last 
minute  the  profession  reiterated  its  stand 
against  any  participation  in  a scheme  of 
health  insurance.  At  a meeting  in  November, 
1911,  the  feeling  against  health  insurance  ran 
high.  In  general,  it  may  be  said  that  the  lead- 
ership in  this  course  was  taken  by  men  not  in 
practice  among  the  general  population.  As  evi- 
dence of  the  feelings  within  the  rank  and  file, 
Dr.  Cox  had,  at  the  November  meeting,  letters 
and  telegrams  from  members  of  the  profes- 
sion, stating  that  the  health  insurance  scheme 
appeared  to  be  good,  and  evidencing  a willing- 
ness to  give  it  a trial.  This  evidence  was  not 
presented  at  the  meeting,  the  information  be- 
ing withheld  on  motion  by  a gynecologist  who 
was,  however,  supported  bv  a large  majority 
of  men  who  were  in  general  practice,  but  who 
at  the  time  were  in  a state  of  great  emotional 
excitement.  Within  a little  more  than  a 
month,  the  action  taken  at  the  November 
meeting  against  participation  in  health  insur- 
ance was  rescinded.  As  a result  of  the  con- 
flict within  the  profession,  years  were  required 
to  close  the  gaps  between  different  groups. 

In  spite  of  the  statement  of  Lloyd  George, 
that  he  had  consulted  everyone  prior  to  the 
introduction  of  his  Insurance  Bill,  he  had  not 
consulted  the  profession  until  directly  ap- 
proached, and  at  a comparatively  late  stage. 
As  a result  of  this  approach,  the  Bill  was  rad- 
ically altered.  If  the  profession  had  adopted 
a policy,  the  conflict  could  have  been  prevent- 
ed, or  at  any  rate  its  violence  mitigated. 

The  struggle  that  took  place  before  the  Bill 
was  adopted  almost  split  the  British  Medical 
Association.  One  group  within  the  organiza- 
tion included  the  antipanel  men.  Some  of  the 
panel  physicians,  feeling  that  they  were  not 
regarded  highly  by  the  British  Medical  Asso- 
ciation, tried  to  from  their  own  organizations. 
This  was  forestalled  by  the  British  Medical 
Association  calling  a meeting  of  the  insur- 
ance physicians,  forming  a committee  which 
should  directly  represent  their  interests. 

During  the  fight,  membership  in  the  British 
Medical  Association  increased  greatly.  Fol- 
lowing the  adoption  of  the  insurance,  there 
occurred  an  abrupt  decrease.  At  present  the 
membership  is  larger  than  ever,  but  it  took 
some  years  to  get  over  the  prejudice. 

As  a result  of  its  experience,  the  British 
Medical  Association  has  learned  to  handle  and 
direct  the  thinking  of  the  public  and  the  poli- 
tician. There  is  no  longer  such  a tendency  to 
“demand”  but  rather  to  persuade. 

Dr.  Cox  re-emphasized  the  need  for  per- 
mitting the  voice  of  the  man  who  is  in  prac- 
tice to  be  heard  and  heeded.  He  acknowl- 
edges with  gratitude  the  help  that  the  general 
practitioners  have  always  had  from  some  of 
the  consultants,  but  when  it  comes  to  setting 
the  terms  on  which  the  general  practitioners 
are  to  be  employed,  the  opinion  of  outsiders 
should  not  have  too  much  weight. 

Only  by  education  will  it  be  possible  to 
make  the  physician  see  that  a block  of  pa- 
tients, paying  so  much  per  year,  will  pay  more 
than  a few  who  become  sick  and  call  for  his 
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services.  A usual  tendency  at  the  beginning 
was  for  the  physician  to  look  upon  the  patient 
who  was  sick  as  receiving  services  to  the  value 
of  one  or  two  pounds  ($5  or  $10),  for  8/ 
($2),  counting  only  the  persons  he  saw  and 
not  those  who  never  came  but  were  paying  all 
the  time. 

The  profession  must  say  to  the  public  and 
the  politicians,  “If  you  give  us  responsibility, 
we  will  provide  good  service.”  This  places  on 
the  profession  a heavy  burden  of  responsibil- 
ity, that  of  seeing  that  the  service  is  good. 

In  the  beginning,  such  a policy  engenders  a 
good  deal  of  friction,  but  for  all  that  the 
policy  must  be  strictly  adhered  to.  A short- 
sighted doctor  is  apt  to  think  his  association 
must  stick  up  for  him  whether  he  is  right  or 
wrong.  An  organized  profession  can  only 
obtain  a large  amount  of  responsibility  for  the 
quality  of  the  service  if  it  puts  the  interest 
of  the  public  first. 

Dr.  Anderson,  the  successor  to  Dr.  Cox,  approved 
the  following  notes : 

The  British  Medical  Association  has  adopted 
a policy  of  free  choice  of  physician  for  the 
people  receiving  medical  service  under  the 
Poor  Laws.  It  has  been  difficult  to  make 
progress  in  this  direction,  because  the  laws 
provide  for  “poor  physicians.”  In  the  few 
places  where  free  choice  has  been  granted, 
it  is  only  because  its1  adoption  coincides  with 
the  retirement  of  the  “poor  physician.” 

Dr.  Ande'rson  discussed  the  Public  Medical 
Service,  a voluntary  medically  controlled  or- 
ganization. If  and  when  a more  comprehen- 
sive medical  service  program  is  adopted  by 
the  Government,  the  medical  profession, 
through  its  experience  with  a broader  pro- 
gram, will  be  in  a very  Strong  position  to  ad- 
vise the  authorities. 

Payment  for  hospital  staffs  is  increasing 
outside  of  London.  The  Merseyside  contribu- 
tory hospital  scheme  in  Liverpool  sets  aside 
10  per  cent  of  the  money  collected  by  the  hos- 
pital for  the  attending  staff. 

Not  one  in  a hundred  physicians  would  leave 
panel  practice.  In  England  it  preserves  the 
major  element  of  private  practice.  There  are 
some  die-hards  who  are  opposed,  but  they 
failed  to  carry  their  opinion  by  a large  major- 
ity in  1924. 

The  main  criticism  of  health  insurance 
comes  from  those  with  little  or  no  experience 
in  its  operation  or  practice. 

Health  insurance  has  stabilized  the  practice 
of  the  general  practitioner ; as  the  system  now 
operates,  the  Ministry  of  Health  makes  no 
changes  in  medical  service  without  consulting 
the  British  Medical  Association.  The  same 
holds  true  for  other  Government  departments 
dealing  with  medical  subjects. 

In  support  of  the  last  note  Dr.  Paterson  of  the 
Ministry  of  Health  made  the  statement  that : 

“The  Ministry  of  Health  consults  the  British 
Medical  Association  before  taking  any  action 
relative  to  medical  service.  Although  the 
Ministry  has  the  right  to  act  without  such  con- 
sultation, its  policy  is  to  consult.” 

Sir  Henry  Brackenbury,  who  provided  information 
on  the  same  general  subject,  has  a background  of 
many  years  in  general  practice  in  addition  to  service 
as  Chairman  of  the  Council  of  the  British  Medical 
Association.  He  received  the  Knighthood  following 
the  presentation  of  the  case  of  the  British  Medical 
Association  before  the  Royal  Commission  in  1926. 
As  a result  of  his  presentation  the  capitation  fee  to 
the  physician  was  increased.  It  would  be  difficult  to 


find  any  medical  practitioner  in  England  who  is  held 
in  higher  esteem  by  the  profession. 

In  discussing  the  article  appearing  in  the 
Bulletin  of  the  American  Medical  Association 
(December),  Sir  Henry  said  that  the  article 
missed  entirely  the  setting  of  the  meeting.  He 
was  speaking  primarily  to  laymen  and  wished 
to  bring  to  their  attention  certain  defects  in 
the  system  of  health  insurance.  The  main 
purpose  of  the  talk  was  to  point  out  the  need 
for  the  separation  of  cash  and  service  benefits. 
The  medical  profession  emphatically  favors 
medical  advice  and  treatment  through  insur- 
ance. 

The  doling  out  of  cash  raises  many  new 
questions.  As  far  as  doctors  are  concerned, 
their  only  interest  in  cash  benefits’  is  that  of 
citizens.  Professionally,  they  are  neither  com- 
petent nor  have  they  any 'desire  to  present  a 
program  for  “unemployment  insurance.” 

On  the  question  of  certification,  Sir  Henry 
stated  that,  in  his  opinion,  the  controversy 
arises  through  the  doctor’s  misinterpretation 
of  his  position  in  the  scheme.  Too  often  a 
certificate  is  issued  on  a basis  of  the  ques- 
tion, “Would  a rest  do  the  patient  good?”  and 
not,  “Is  the  patient  entitled  to  cash  benefits 
under  the  insurance  rules?” 

In  its  comprehensive  program,  the  British 
Medical  Association  proposes  : first,  to  extend 
medical  service  to  the  dependents  of  the  in- 
sured (this  may  be  taken  as  evidence  of  pro- 
fessional approval  of  the  system)  ; second,  the 
inclusion  of  consultive  and  other  services. 

The  British  Medical  Association  wants  the 
right  of  free  choice  to  be  extended  to  people 
who  are  provided  with  service  under  the  Poor 
Laws.  This  refers  to  the  patients  who  have 
been  taken  out  of  the  insurance  system  and 
must  depend  upon  local  assistance  for  medical 
care.  The  British  Medical  Association  is 
hopeful  that  eventually  the  Poor  Law  authori- 
ties may  act  in  loco  parentis  and  pay  an 
amount  equivalent  to  the  insurance  premium 
to  the  insurance  organization.  Meanwhile,  it 
is  emphasizing  free  choice. 

If  health  insurance  were  to  start  anew,  the 
Approved  (Insurance)  Society  should  have 
no  place  in  the  system. 

Any  statement  that  Sir  Henry  is  opposed  to 
health  insurance  for  the  provision  of  medical 
attendance  and  treatment  is  “directly  contrary 
to  the  truth.” 

Further  light  on  this  subject  is  contained  in  the 
interviews  with  Dr.  Burgess  and  Dr.  McGowan  of 
Manchester.  Both  are  medical  practitioners  with 
experience  before  and  after  the  adoption  of  health 
insurance,  and  Dr.  McGowan  has  been  Secretary  of 
the  Manchester  Panel  Physicians’  Committee  for 
fifteen  years. 

(Dr.  Burgess)  If  a vote  were  taken  today 
on  whether  or  not  the  panel  system  should 
be  discontinued,  the  vote  would  be  unanimous 
to  retain  the  system.  It  is  the  desire  and  the 
purpose  of  the  profession  to  extend  its  scope. 

(Dr.  McGowan)  From  the  standpoint  of 
morale,  T wish  health  insurance  had  never 
been  established,  although  the  physician  would 
not  have  come  through  as  well  financially. 
Relative  to  the  “morale”  of  the  profession, 

Dr.  McGowan  felt  that  a plan  such  as  that 
of  the  Public  Medical  Service  would  have  been 
better. 

The  body  of  the  profession  has  been  keener 
on  commercial  things,  especially  with  refer- 
ence to  the  sale  of  practices. 

For  fifteen  or  sixteen  years  the  system  in 
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Manchester  provided  for  payment  to  the  phy- 
sician according  to  the  services  rendered.  Dr. 
McGowan  preferred  this  system  because  it  was 
nearer  to  actual  private  practice.  The  reason 
for  changing  the  system  arose  from  the  fact 
that  certain  men  in  the  profession  took  advan- 
tage of  it. 

Among  the  younger  men  in  practice  the  only  ap- 
parent dissatisfaction  is  with  the  limitation  of  the 
service  under  health  insurance.  The  conclusion  of 
your  commission  is  that  from  the  professional 
standpoint  there  is  little  dissatisfaction  in  England 
with  the  fundamental  purpose  and  the  general  op- 
eration of  the  medical  services'  provided  for  the 
insured  group. 

But  what  of  the  patient  and  the  important  ques- 
tion dealing  with  the  quality  of  service?  If  general 
comparisons  are  ever  odious  they  are  particularly 
so  with  respect  to  the  quality  of  medical  service 
provided  in  one  area  as  against  another  or  in  one 
country  as  against  another.  Quality  of  service  is 
a compound  arising  from  a mixture  of  many  ele- 
ments : the  training  of  physicians,  the  adequacy  of 
facilities,  customs,  public  education  and  a multitude 
of  other  factors. 

In  England,  as  well  as  in  the  United  States,  one 
may  secure  evidence  to  support  any  opinion  con- 
cerning either  good  or  bad  practice.  Arguments 

based  upon  comparisons  between  England  and  the 
United  States  could  go  on  endlessly.  Therefore, 
your  commission  limited  itself  to  the  question : 
Since  health  insurance  was  adopted,  has  medical 
service  improved  or  deteriorated  in  England?  This 
limitation  served  to  reduce  the  variable  features  of 
practice.  Without  such  limitation,  any  statement 
would  be  meaningless. 

Again  your  commission  presents  the  English  opin- 
ion in  the  following  notes : 

(Dr.  Anderson)  Relative  to  the  quality  of 
service,  Dr.  Anderson  stated  that  in  his  opin- 
ion it  is  infinitely  better  now.  In  determin- 
ing quality,  the  vision  is  often  colored  by  cer- 
tain situations  in  London.  In  other  parts  of 
England,  Scotland  and  Wales,  and  indeed  in 
most  parts  of  London,  the  standard  of  service 
is  high. 

In  1911  the  public  was  provided  with  inade- 
quate medical  service.  While  the  service  is 
better  today,  it  is  still  inadequate.  The  answ'er 
appears  to  be  the  more  comprehensive  scheme 
of  the  British  Medical  Society. 

In  London  there  is  undoubtedly  an  abuse 
of  service  in  hospitals  through  the  tendency 
of  some  physicians,  to  refer  too  many  of  the 
cases  and  the  tendency  of  the  Boards  of  Man- 
agement to  encourage  attendances  in  order  to 
give  opportunity  for  popular  appeals  for 
funds. 

The  panel  doctor  provides  treatment  for  his 
patient  suffering  from  industrial  or  other  work 
accidents.  For  specialist  care,  patients  are  re- 
ferred. 

(Dr.  Cox)  In  the  beginning  of  Health  In- 
surance the  public  was  strongly  suspicious  be- 
cause the  system  was  new  and  people  were 
fearful  that  unless  they  paid  on  the  “per  call” 
basis,  the  physician  would  have  little  interest. 

In  order  to  overcome  this,  the  British  Medical 
Society  adopted  a policy  of  education.  Most 
of  the  emphasis  W'as  placed  upon  the  improve- 
ment of  the  medical  service,  to  the  end  that 
the  insurance  service  would  become  one  in 
which  the  profession  could  take  pride. 

Prior  to  Health  Insurance,  there  were  many 
six-penny  and  shilling  practices,  in  which  the 
physician  gave  the  cheapest  kind  of  service. 

In  addition,  there  were  the  Friendly  Society 


Clubs,  in  many  of  which  the  service  was  of 
low  quality  and  very  badly  paid. 

Gradually,  through  the  educational  program 
of  the  British  Medical  Society,  and  the  gradual 
pressure  of  the  Panel  Committees,  the  man 
who  is  providing  poor  service  is  being  elim- 
inated, or  at  any  rate  controlled. 

Dr.  Cox  gave  it  as  his  opinion  that  the  man 
who  is  now  serving  his  (Dr.  Cox’s)  patients 
in  an  industrial  community,  is  giving  these 
patients  better  service  than  they  received  be- 
fore, because  it  is  possible  for  him  to  pro- 
vide many  things  without  cost  to  himself  (the 
doctor),  and  without  undue  burden  to  the  pa- 
tient, and  the  patient  has  no  excuse  for  not 
seeking  advice. 

One  of  the  functions  of  the  Insurance  Com- 
mittee is  to  see  that  better  accommodations 
for  the  care  of  the  patient  are  provided  by 
the  doctor.  There  is  little  doubt  that  there 
may  be  found  that  type  of  practice  where  the 
service  is  decidedly  impersonal  and  routine. 
This  type  of  practice  is  being  eliminated.  In 
industrial  areas  the  general  level  of  quality 
has  been  raised. 

One  of  the  important  features  of  insurance 
is  the  permission  granted  the  insured  to 
change  doctors  when  dissatisfied.  In  the  old 
days  of  club  practice,  no  such  change  was 
permitted.  The  only  way  a doctor  could  lose 
his  club  patient  was  through  the  loss  of  the 
whole  club,  and  if  the  patient  was  dissatisfied, 
he  could  only  get  another  doctor  by  paying  for 
him  outside  of  the  club. 

The  question  of  the  tendency  of  the  panel 
doctor  to  refer  patients  to  Voluntary  Hospitals 
was  discussed.  Dr.  Cox  stated  that  undoubt- 
edly this  tendency  exists  and  that  there  is  now 
a move  to  make  the  hospitals  serve  as  diag- 
nostic aids  to  the  general  practitioner,  and  to 
receive  patients  on  a letter  from  the  doctor. 
Some  hospitals  decline  to  receive  insured 
persons  as  out-patients  unless  they  have  a 
letter — except  casualties  and  emergencies. 

(Sir  Henry  Brackenburv)  The  comment 
concerning  quality  of  service  was  that  there 
is  no  use  comparing  the  worst  type  of  insur- 
ance practice  with  the  best  type  in  private 
practice,  or  'in  out-patient  hospital  practice. 
If  averages  are  compared,  it  is  Sir  Henry’s 
opinion  that  the  general  level  of  insurance 
practice  would  be  fully  as  high  as  that  of 
private  practice. 

It  was  stated  that  insurance  practice  has 
two  restraints : one,  loss  of  patients ; and  two, 
the  control  developed  by  the  insurance  system. 
In  private  practice,  the  only  restraint  is  the 
loss  of  patients. 

It  was  pointed  out  that  while  the  profession 
is  not  inclined  to  be  less  scientific  under  an 
insurance  system,  the  chances  of  commercial- 
ization are  rather  more  easy.  By  “commer- 
cialization” is  meant  the  transfer  en  bloc  of 
patients  from  one  physician  to  another  who 
purchases  his  practice.  This  makes  it  easier 
to  buy  and  sell  practices,  since  it  is  estimated 
that  not  more  than  2.5  per  cent  up  to  5 per 
cent  of  the  patients  on  a list  will  make  a 
transfer  when  a surgery  is  taken  over  by  a 
new  physician. 

Public  health  has  improved  because  now 
men  of  first  class  character  find  it  economical- 
ly possible  to  practice  in  poor  areas.  Prev- 
iously, in  these  areas,  patients  had  no  services 
or  visited  chemists  or  out-patient  departments. 

(Dr.  Paterson)  Dr.  Paterson  is  satisfied 
that  the  standard  of  treatment  is  immensely 
better  for  the  insured  group  than  it  was  be- 
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fore  panel  practice.  The  treatment  is  better 
in  many  cases  because  the  physician  may  order 
items  which  could  not  be  afforded  by  the 
patient.  There  is  no  limitation  upon  drugs, 
providing  there  is  reason  in  the  order.  In 
England,  the  average  cost  of  drugs  amounts 
to  2/10d  (70c).  In  Scotland  it  is  only  1/1  Id 
(47c).  The  reason  for  the  difference  is  large- 
ly traditional.  In  Scotland,  medical  practice 
has  always  been  divorced  from  dispensing.  In 
England  the  patient  always  has  come  away 
with  a bottle. 

(Dr.  McGowan)  He  feels  that  there  has 
been  no  effect  on  the  standard  of  treatment 
under  health  insurance.  The  patients  are 
generally  satisfied  as  shown  by  the  fact  that, 
though  Manchester  has  380,000  insured  people, 
the  insurance  committee  has  received  only  105 
complaints  in  21  years. 

In  addition  to  members  of  the  profession 
in  official  positions  and  in  practice  your  com- 
mission questioned  many  laymen.  These  in- 
cluded people  in  the  insured  group,  the  phy- 
sician’s patients,  as  well  as  representatives  of 
the  press.  The  interviews  supported  the  pro- 
fessional opinions  and  professional  criticisms 
that  have  been  presented. 

Associated  with  the  subject  of  quality  is 
that  of  postgraduate  training  for  the  phy- 
sician. Here  again  comparisons  are  difficult, 
but  certain  statements  are  presented  as  of  in- 
terest. It  is  your  commission’s  opinion  that 
there  is  as  little  justification  for  stating  that 
the  lack  of  postgraduate  training  is  the  result 
of  health  insurance  as  for  stating  that  it  per- 
sists in  spite  of  health  insurance. 

(Dr.  McGowan)  Relative  to  postgraduate 
training,  there  is  an  increasing  desire  for  this 
type  of  work  on  the  part  of  the  younger  men. 
The  desire  is  not  so  manifest  among  senior 
practitioners. 

(Dr.  Cox)  Undoubtedly  postgraduate  re- 
quirements will  eventually  develop  in  England. 

At  present  the  only  development  for  post- 
graduate training  has  been  through  a small 
fund  set  aside  for  the  training  of  rural  panel 
physicians.  With  the  development  of  the  new 
postgraduate  school  in  London,  it  is  expected 
that  impetus  will  be  given  to  the  continued 
training  of  the  physicians.  At  present  the 
building  for  the  postgraduate  school  is  com- 
pleted and  a superintendent  has  been  ap- 
pointed, but  not  yet  a staff. 

The  question  concerning  the  financial  structure  of 
health  insurance,  like  the  question  of  quality  and 
satisfaction,  must  be  viewed  from  the  standpoint  of 
cash  and  service  benefits.  Any  concern  felt  over 
the  finances  of  health  insurance  originates  from  the 
increase  of  cash  benefit  claims  and  not  from  the 
costs  of  medical  service.  The  costs  of  such  service 
have  been  reduced  10  per  cent  for  the  past  year 
through  a joint  agreement  with  the  physicians.  The 
Approved  (Insurance)  Societies  still  maintain  huge 
cash  reserves.  In  the  1932-33  report  of  the  Min- 
ister of  Health,  the  accumulated  funds  at  the  be- 
ginning of  the  year  amounted  to  109,677,000  pounds 
(approximately  $548,300,000).  At  the  end  of  the 
year  these  funds  had  increased  to  109,789,000  pounds 
(approximately  $548,900,000). 

According  to  recent  Acts  some  of  the  surplus 
funds  may  be  used  to  pay  for  the  benefits  of  those 
persons1  who,  by  reason  of  unemployment,  are  in 
arrears.  While  certain  persons  no  longer  entitled 
to  the  benefits  of  Health  Insurance  have  become 
community  charges,  it  is  significant  that  before  be- 
coming such  charges  they  were  carried  by  the  so- 
cieties without  payment  of  dues  for  an  average  of 
about  two  years.  As  pointed  out  in  one  of  the 


notes,  the  medical  profession  is  endeavoring  to  main- 
tain these  people  in  the  insurance  system  through 
payments  from  community  funds. 

Vice  Speaker  Reeder  assumed  the  chair. 

The  Speaker:  Mr.  Vice  Speaker,  if  I may  be 

allowed  to  interrupt  this  reading,  I should  like  to 
say  that  in  listening  to  this  report  it  seems  to  be 
largely  one-sided.  We  secured  our  information  from 
every  source  possible  to  contact,  from  taxicab 
drivers,  fellow  passengers  in  railway  trains,  phar- 
macists and  hotel  clerks. 

At  this  time  I would  like  to  speak  in  commenda- 
tion of  the  favors  and  courtesies  that  were  shown 
us  by  the  British  medical  profession.  The  English 
doctor  is  one  of  the  finest  types  of  citizen  I would 
care  to  meet.  Perhaps  the  only  criticism  we  received 
(and  it  wasn’t  exactly  an  adverse  criticism)  came 
from  the  London  correspondent  of  the  American 
Medical  Association.  However,  in  a late  issue  of 
the  American  Medical  Journal  he  stated  that  the 
principle  of  health  insurance  was  sound. 

It  might  be  of  interest  to  know  that  the  London 
correspondent  of  the  American  Medical  Association 
is  not  and  has  not  been  for  a number  of  years,  if 
ever,  engaged  in  the  private  practice  of  medicine, 
and  there  is  no  record  available  (we  went  back  in 
the  records  over  thirty  years)  that  he  had  been  at 
any  time  a member  of  the  British  Medical  Associa- 
tion. 

After  our  return,  naturally  information  on  this 
subject  continued  to  come  to  us.  With  the  permis- 
sion of  Dr.  Clinton,  I will  read  you  extracts  of  a 
letter  that  was  sent  to  him  under  date  of  Decem- 
ber 13,  1933. 

You  will  notice  that  the  question  has  been  raised 
as  to  the  annual  budget,  and  that  a serious  drain 
had  been  made  upon  the  treasury  by  reason  of  this. 

His  answer  is : “I  don’t  think  so.  I understand 

health  insurance  is  working  quite  satisfactorily  as 
a financial  scheme,  and  possibly  your  remark,  there- 
fore, is  somewhat  more  true  in  relation  to  employ- 
ment insurance.” 

Question  No.  2:  “That  the  working  class  do  not 

receive  as  good  medical  service  as  they  formerly 
did  with  individual  practices.” 

Answer:  “I  have  had  interviews  both  with  one 

of  our  ministers  who  has  had  long  and  varied  ex- 
periences and  also  a working  man  superior  in  intel- 
ligence who  is  a governor  of  the  infirmary  here,  and 
they  both  affirm  that  the  act  has  been  and  is  a 
great  boon  to  the  workers.  Of  course,  both  admit 
that  malingerers  and  unscrupulous  and  discontented 
persons  do  make  complaints,  but  those  are  the  ex- 
ception and  not  the  rule.” 

Question  No.  3 : “That  general  medical  men  on 

fixed  salaries  have  not  the  same  initiative  and  do 
not  progress  or  advance  as  formerly.” 

Answer:  “All  my  friends  repudiate  that  sugges- 

tion absolutely.” 

He  made  some  suggestions.  “If  inaugurated  in 
America,  brook  no  interference  from  federated,  so- 
cieties.” As  an  explanation  of  “federated  societies,” 
that  is  comparable  to  fraternal  societies  in  this  coun- 
try which  may  carry  health  insurance.  The  prin- 
ciple is  the  same  in  our  country  if  we  allow  any 
insurance  company  to  dictate  this  matter. 

The  Secretary:  The  next  section  of  the  report 

has  to  deal  with  “Dental  Aspects.” 

The  Speaker:  That  can  be  discussed  later,  be- 

cause it  will  be  of  interest  to  only  the  dental  school. 
Time  is  short.  If  that  is  agreeable,  they  can  be 
assured  that  will  be  presented  to  them. 

Dr.  Prince : That  will  be  agreeable. 

DENTAL  ASPECTS 

The  status  of  dentistry  in  the  health  insurance  systems  of 
England  has  not  improved.  Dental  care  still  remains  an 
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“additional,”  rather  than  statutory,  benefit.  The  provision 
of  this  service  depends  entirely  on  the  availability  of  surplus 
funds  in  the  treasuries  of  the  Approved  Societies. 

The  number  of  members  in  those  Approved  Societies  that 
maintained  dental  benefits  has  decreased  from  14,000,000  to 
11,000,000.  This  decrease,  according  to  Dr.  W.  G.  Senior, 
Secretary  of  the  British  Dental  Association,  has  its  basis  in 
the  ruling  that  permitted  the  Approved  Societies  to  pay  the 
accounts  of  its  members  in  arrears  from  surplus  funds.  Ac- 
cording to  Dr.  Senior,  the  added  expense  on  these  surplus 
funds  reduced  the  money  for  additional  benefits.  In  his 
own  words,  “The  working  member  of  the  Approved  Society 
is  deprived  of  dental  benefits  in  order  that  his  less  fortunate 
brother  may  have  medical  benefit.”  The  view  of  the  sec- 
retary is  that  arrears  payments  should  be  paid  from  govern- 
ment funds. 

For  some  years  the  British  Dental  Association  has  ad- 
vocated a national  scheme  of  statutory  dental  benefits  com- 
parable to  that  for  medical  care.  While  little  progress  in 
effecting  the  program  has  been  made,  the  British  Dental 
Association  has  prepared  a formal  plan  and  is  agitating  for 
its  adoption.  The  plan  provides  for  dental  benefits  for  all 
those  who  are  insured  under  the  present  Act.  As  is  the 
case  in  medicine,  the  plan  provides  for  “free  choice”  of 
dentist  and  payment  by  a fiat  annual  (capitation)  fee. 

Certain  quotations  from  the  plan  of  the  British  Dental 
Association  will  be  of  interest  to  the  profession  in  the  United 
States: 

(1)  The  foregoing  considerations  have  an  important  bear- 
ing on  the  question  as  to  whether  the  remuneration  of  den- 
tal practitioners  who  undertake  treatment  of  insured  per- 
sons should  be  on  the  basis  of  a scale  of  fees  for  various 
items  of  treatment,  or  be  made  on  a per  caput  basis. 

The  Committee  is  of  the  opinion  that  the  basis  of  an  item- 
ized scale  of  fees  for  treatment  is  not  in  the  best  interests 
of  the  insured  person,  since  it  is  not  conducive  to  treatment 
being  visualized  as  a whole,  thereby  tending  to  restrict  the 
dentist’s  professional  judgment.  Payment  on  a per  caput 
basis  and  a panel  system  would  not  only  leave  the  dentist 
free  to  exercise  his  professional  judgment,  but  would  put 
a premium  upon  careful  diagnosis,  and,  more  important  even 
from  the  point  of  view  of  a health  service,  it  would  insure 
that  maintenance  of  contact  between  patient  and  practitioner 
so  necessary  to  secure  true  prevention  and  maintain  dental 
fitness.  Such  an  ideal  the  Committee  believes  is  possible 
only  by  the  adoption  of  a per  caput  and  panel  system  of 
administration. 

The  adoption  of  such  a system  as  that  outlined  above  with 
maintenance  of  contact  between  patient  and  practitioner  as 
the  first  essential,  would  foster  the  development  of  general 
dental  practitioner  or  family  dentist,  a development  the  im- 
portance of  which  was  stressed  by  the  British  Medical  As- 
sociation’s proposals  in  the  parallel  case  of  the  family  doctor. 
The  Committee  considers  that  every  insured  person  should 
be  assured  of  the  services  of  such  a practitioner. 

Some  form  of  control  is  inseparable  from  a health  service 
financed  partly  out  of  public  funds,  and  the  dental  profes- 
sion would  not  desire  to  be  unreasonable  in  its  demands 
for  freedom  in  this  respect,  but  the  Committee  is  of  the 
strongest  possible  opinion  that  the  maintenance  of  confidence 
between  patient  and  dentist,  upon  which  the  success  of 
dental  treatment  depends  to  a far  greater  extent  than  is 
realized,  would  best  be  secured  by  limiting  so  far  as  pos- 
sible the  interposition  of  third  parties. 

(2)  The  Committee  has  examined  public  dental  service 
from  many  angles.  It  would  emphasize  that,  in  order  to 
secure  a satisfactory  standard  of  dental  health  for  insured 
persons,  the  school  dental  service  should  be  expanded  so 
as  to  insure  that  all  children  who  attain  the  leaving  age 
are  in  a dentally  fit  condition. 

(3)  The  scope  of  treatment  to  be  provided  under  the 
scheme  may  be  defined  as  “general  dental  treatment,”  and 
would  include  scaling,  gum  treatment,  filling  with  plastics, 
root  treatment,  extractions  with  local  and  general  anesthesia 
other  than  prolonged,  the  provision  of  such  dentures  as 
were  found  to  be  necessary  for  the  maintenance  of  a reason- 
able standard  of  mastication  and  general  appearance,  to- 
gether with  the  upkeep  of  dentures,  e.g.,  repairs,  re-makes, 
etc.  The  provision  of  dentures  would,  it  is  considered,  re- 
quire to  be  governed  by  the  following  rules: 

An  insured  person  would  be  entitled  to  receive  dentures 
under  the  scheme  if  either: 

(a)  his  or  her  Masticatory  Co-efficient  calculated  on  the 
following  scale  was  40  or  less: 


8 incisors  count  as  1 equals 8 

4 canines  count  as  2 equals 8 

8 premolars  count  as  three  equals....  24 

12  molars  count  as  5 equals 60 

Total  100 


(b)  he  or  she  had  less  than  ten  teeth  in  functional  occlu- 
sion; 

(c)  he  or  she  suffered  from  digestive  disorders  caused  by 
lack  of  sufficient  masticatory  powers  even  if  Mastica- 
tory Co-efficient  was  above  40;  or 

(d)  the  nature  of  his  or  her  occupation  made  it  essential 
that  teeth  lost  from  the  front  of  the  mouth  should 
be  replaced  by  dentures.  Musicians  and  singers  may 
be  quoted  as  examples. 


(4)  Gold  fillings,  porcelain  and  gold  inlays,  prolonged 
general  anesthetics,  radiographs,  electro-therapeutic  treatment, 
gold  and  metal  dentures,  crowns  and  bridges,  obturators, 
splints  and  orthodontic  apparatus,  treatment  of  oral  com- 
plications arising  from  general  medical  or  surgical  treatment, 
would  not  be  included  in  the  service.  A dentist  desiring 
to  provide  any  of  the  excepted  items  of  treatment  for  an 
insured  person  on  his  list  would  be  required  to  obtain  the 
prior  permission  of  the  Insurance  Committee. 

The  Committee  has  experienced  great  difficulty  in  arriving 
at  a suitable  capitation  fee,  available  statistics  being  meagre 
and  inconclusive,  but  after  a careful  examination  of  the 
available  data  it  is  of  the  opinion  that  an  adequate  service 
can  be  provided  at  a capitation  rate  within  the  limits  of  12s. 
6d.  and  16s.  (approximately  $3  to  $4). 

The  Committee  of  the  British  Dental  Association  bases 
the  above  capitation  fee  on  the  assumption  that  services 
would  be  supplied  to  approximately  25  per  cent  of  the  in- 
sured population.  It  further  recognizes  the  fact  that  be- 
cause of  the  deplorable  state  of  dental  conditions  in  the 
country,  the  twenty-five  per  cent  rate  might  not  apply  and 
the  dentist  would  probably  suffer  a loss  from  his  panel  prac- 
tice for  two  or  three  years.  However,  over  a period  of 
years,  as  patients  became  better  risks  and  as  school  services 
expanded,  there  would  develop  a normal  and  continuous 
case  load  from  which  the  dentist  would  derive  a profit. 

The  following  notes,  approved  by  Dr.  Senior,  throw  fur- 
ther light  on  conditions  in  England: 

Dr.  Senior  discussed  the  interesting  situation  resulting 
from  the  practice  of  dentistry  by  the  Cooperative  stores. 
These  stores,  originally  organized  to  purchase  and  sell  food 
and  general  supplies  on  a cooperative  basis,  have  extended 
their  activities  enormously.  At  present  they  provide  such 
items  as  health,  educational  and  library  services. 

Some  time  ago  the  stores  opened  a number  of  dental 
clinics.  Under  the  dental  law,  this  set-up  was  illegal,  and 
the  stores  were  prosecuted  and  fined.  However,  the  practice 
of  medicine  or  dentistry  by  a specific  Corporation  for  this 
purpose  is  not  illegal.  After  the  prosecution,  the  cooperative 
stores  organized  a dental  company,  and  now  have  some  33 
dental  clinics  operating.  Not  only  members,  but  anyone 
may  go  to  these  clinics  and  secure  dentistry  at  insurance 
rates.  The  clinics  have  grown  in  number  until  the  last 
year.  While  they  damaged  private  practice,  the  quality  of 
service  rendered  is  good.  Both  the  equipment  and  person- 
nel are  high  grade. 

There  has  been  great  improvement  in  the  dental  work 
for  insured  persons  since  the  plan  for  regional  dental  offi- 
cers was  adopted  by  the  Ministry  of  Health.  By  this  sys- 
tem the  approved  societies  have  learned  who  are  the  black 
sheep  in  dentistry. 

The  Ministry  of  Health  suggested  to  the  Dental  Benefit 
Council  the  opening  of  an  experimental  clinic.  The  objec- 
tive was  to  determine  the  feasibility  of  providing  dentistry 
to  insured  patients  through  clinics  rather  than  private  prac- 
tice. The  scheme,  which  was  prepared  by  the  Council,  was 
shelved  by  the  Ministry.  (Senior  stated,  “If  you  have  to 
develop  a Clinic  plan,  be  sure  and  include  all  of  the  costs.”) 

The  Approved  Societies  attempt  to  maintain  their  addi- 
tional cash  benefits,  and  after  that  come  the  dental  benefits. 
Senior  would  eliminate  the  approved  society  from  Health 
Insurance,  and  provide  the  benefits  directly  under  Govern- 
ment control. 

The  dentist’s  position  is  more  difficult  than  that  of  the 
physician  in  health  insurance.  All  dental  work  is  on  dis- 
play for  examination  and  approval.  Hence  the  examinations 
are  bound  to  improve  the  quality  of  service. 

Since  the  development  of  Health  Insurance,  the  doctor’s 
life  is  more  satisfactory.  Relative  to  postgraduate  training, 
the  statement  was  made,  “We  haven’t  developed  in  England 
the  postgraduate  mind.” 

SOURCES  OF  INFORMATION 

Two  other  items  growing  out  of  this  investigation 
appear  to  be  of  major  importance.  One  refers  to 
the  main  source  of  information  to  the  general  pro- 
fession in  the  United  States'  on  the  subject  of  Eng- 
lish Health  insurance.  The  other  relates  to  the  di- 
gest of  a speech  by  Sir  Henry  Brackenbury,  which 
was  presented,  with  comments,  in  the  November, 
1933,  Bulletin  of  the  American  Medical  Association. 

The  first  item  deals  with  the  weekly  letters  of 
the  London  correspondent  in  the  Journal  of  the 
A.  M.  A.  In  these  letters  are  many  comments,  in 
the  main  of  an  adverse  nature,  concerning  health 
insurance.  Your  commission  believes  that  these 
comments  convey  an  erroneous  impression  to  their 
readers  and  that  they  do  not  present  the  opinions 
or  views  of  the  English  profession.  Preparation  of 
the  weekly  letter  has  been  placed  in  the  hands  of 
one  who  is  not  in  regular  practice ; neither  is  he 
a member  of  the  British  Medical  Association,  nor 
is  any  record  found  of  his  having  been  at  any  time 
in  the  past  thirty-three  years. 
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Sir  Henry  Brackenbury  prepared  a written  criti- 
cism of  the  aforementioned  digest  of  his  speech. 
After  commenting  on  the  failure  of  the  article  to 
convey  the  fact  that  he  was  addressing  a group 
composed  largely  of  insurance  officials  and  other 
laymen,  he  states  as  follows : 

“This  distortion  of  atmosphere  or  setting  is  fur- 
ther emphasized  by  the  omission  from  the  report 
and  comments  of  all  reference  to  the  earliest  part 
of  the  address.  This  initial  portion  is  of  essential 
importance  in  at  least  two  respects:  (1)  It  places 

in  the  forefront,  amongst  other  things,  the  officially 
expressed  opinion  of  the  medical  profession  in  Great 
Britain  that  ‘the  measure  of  success  which  has  at- 
tended the  experiment  of  providing  medical  benefit 
under  the  National  Health  Insurance  System  has 
been  sufficient  to  justify  the  profession  in  uniting 
to  insure  its  continuance  and  imnrovement.’  (2)  It 
stresses  the  fact  that  the  whole  address  was  in- 
tended ‘not  to  he  dogmatic  but  interrogatory,’  that 
the  questions  asked  were  genuine  inquiries  seeking 
to  provoke  thought  and  not  propounded  for  the  pur- 
pose of  giving  definite  or  fully  considered  answers. 

“In  fact,  as  can  be  seen  by  a careful  per- 
usal of  the  paper  itself  even  as  quoted  in  the 
‘Bulletin’  and  as  was  evident  from  these 
omitted  portions,  the  discussion  was  concerned 
with  the  sociological  and  financial  conse- 
quences of  cash  payments  or  ‘doles’  week  by 
week,  and  not  with  the  medical  or  health 
effects  of  the  system  of  giving  medical  advice 
and  treatment.  This  is  all-important.  Atten- 
tion is  drawn  to  the  tendency  of  the  former 
to  produce  certain  undesirable  effects;  in  so 
far  as  the  latter  is  considered  the  indications 
are  that  it  does  not  produce  like  effects,  and 
is  beneficial.  The  one  conclusion  which  is 
asserted  with  some  confidence  is  that  the  two 
things  ought,  as  far  as  possible,  to  be  sep- 
arated from  each  other. 

“The  interpolated  comments  in  the  ‘Bulletin’ 
report  are  sententious  and,  I think,  unfair  and 
misleading,  because  thev  imply  or  assume  that 
possible  strictures  with  regard  to  ‘sickness 
insurance  for  cash  payments’  apply  also,  and 
equally,  to  ‘medical  benefit.’  This  is  not  so, 
nor  is  there  any  justification  for  reading  this 
into  the  address.  Even  in  the  report  itself 
there  is  one  instance  in  which  the  use  of  italics 
almost  amounts  to  deliberate  misrepresenta- 
tion. In  quoting  alternative  suggestions  for 
dealing  with  certain  positions,  one  alternative 
is  italicized,  whereas  in  the  address  I imme- 
diately go  on  to  declare  that  it  is  the  other 
(non-italicized)  alternative  which  should  be 
adopted.  This  is  an  unworthy  trick.” 

Your  commission  presents  the  above  two  items 
with  regret. 

In  presenting  this  report  your  commission  wishes 
to  record  its  opposition  to  the  introduction  into  the 
United  States  of  any  system  of  health  insurance 
now  existing  in  any  country  in  Europe.  No  system 
conforms  at  present  with  all  the  policies  adopted 
by  the  Michigan  House  of  Delegates  in  July,  1933. 
These  policies  are : 

1.  Free  choice  of  physician  by  the  insured. 

2.  Limitation  of  benefits  to  those  of  medical 
service. 

3.  The  control  of  medical  service  benefits  by 
the  profession. 

4.  The  exclusion  of  individuals  or  organizations 
that  might  engage  in  health  insurance  for 
profit. 

At  the  same  time  your  commission  records  its 
opinion  that  the  defects  of  present  systems  have 
been  imposed  upon  and  are  not  inherent  in  the 
principle  of  health  insurance.  The  impositions  upon 
the  principles  take  their  origin  very  largely  from 


the  failure  of  the  professions  to  adopt  a definite 
policy  of  constructive  action  early  in  the  discussion 
of  health  insurance.  When  health  insurance  becomes 
an  immediate  rather  than  a remote  problem  profes- 
sional prower  is  largely  dissipated  through  internal 
antagonism  or  inertia  arising  out  of  a general  lack 
of  knowledge  concerning  the  subject. 

Such  a condition  only  serves  to  nourish  and 
strengthen  any  opposition  to  medical  leadership.  As 
far  as  the  public  is  concerned,  any  failure  of  the 
profession  to  assume  leadership  is  accepted  as  evi- 
dence of  a lack  of  qualification.  Unless  emotionally 
aroused,  the  public  would  welcome  leadership  from 
the  profession. 

The  first  need  in  the  development  of  constructive 
leadership  is  an  informed  profession,  since  no  sys- 
tem of  mechanical  “checks  and  balances”  can  ever 
replace  intelligent  judgment  of  leadership-ability. 
The  official  channels  through  which  information 
flows  to  the  practicing  physician  are  well  known. 
It  is  unnecessary  to  say  that  these  channels  should 
be  of  unimpeachable  integrity.  If  they  fail  of  their 
function,  if  there  is  a selection  of  either  protago- 
nistic  or  antagonistic  material,  if  there  is  any  jug- 
gling of  facts,  the  suffering  and  the  loss  of  public 
esteem  fall  upon  blameless  shoulders  : the  rank  and 
file  of  practicing  physicians. 

Appended  is  a brief  description  of  the  English 
system  of  health  insurance. 

Respectfully  submitted, 

(Signed)  H.  A.  Luce,  M.D. 

(Signed)  N.  Sinai,  Director  of 
Research,  Committee  on 
Medical  Economics. 


NATIONAL  HEALTH  INSURANCE  IN  ENGLAND 

A description  of  the  main  features  of  national  health  in- 
surance in  England  is  quoted  from  the  “Memorandum  on 
the  English  Scheme  of  National  Health  Insurance,  with 
Special  Reference  to  its  Medical  Aspects,”  by  G.  F.  Mc- 
Cleary,  Deputy  Senior  Medical  Officer  of  the  Ministry  of 
Health,  published  in  1930.  Certain  changes  in  the  financial 
structure  of  health  insurance  have  been  made  since  1930 
and  these  are  included  in  the  following  material: 

Section  I. — The  General  Framework  of  the  Insurance  Scheme 

The  English  system  of  National  Health  Insurance  was 
established  by  the  National  Insurance  Act  of  1911,  which 
was  described  in  the  Preamble  of  the  Art  as  “an  Act  to 
provide  for  insurance  against  loss  of  health  and  the  preven- 
tion and  cure  of  sickness  and  for  purposes  incidental  there- 
to.” The  system  has  been  modified  by  several  subsequent 
Acts,  the  most  important  of  which  was  the  consolidating 
Act  of  1924,  but  the  modifications  have  for  the  most  part 
dealt  with  matters  of  detail,  the  chief  object  being  to  sim- 
plify administration  and  adapt  the  scheme  to  the  changed 
conditions  due  to  the  war.  The  main  framework  of  the 
Scheme  still  stands. 

An  exception  to  this  statement  should,  perhaps,  be  made 
in  regard  to  Widows’,  Orphans’  and  Old  Age  Contributory 
Pensions  Act,  1925,  which  increased  the  contributions  paid 
by  insured  persons,  and  in  return  entitled  them  to  old 
age  pensions,  and  provided  pensions  for  the  widows  and 
orphans  of  deceased  insured  persons.  But  this  Act,  though 
adding  substantially  to  the  advantages  accruing  to  the 
insured  population,  did  not  modify,  except  in  points  of 
detail,  the  general  scheme  of  administration. 

The  Insured  Population. — National  Health  Insurance  is 
compulsory  upon  all  persons,  male  or  female,  of  the  ages 
of  16  and  upwards,  who  are  employed  under  a contract  of 
service  in  manual  labor.  The  insured  population,  therefore, 
includes  practically  all  those  who  are  spoken  of  as  “wage- 
earners.”  Moreover,  all  persons  employed  under  a contract 
of  service  in  non-manual  employment  are  required  to  be 
insured  if  their  rate  of  remuneration  does  not  exceed  £2 50 
a year.  Persons  to  whom  compulsory  insurance  applies  are 
known  as  employed  contributors. 

The  Insurance  Scheme  provides  also  for  voluntary  insur- 
ance. Any  person  except  a married  woman,  who  has  been 
employed  and  insured  for  not  less  than  104  weeks,  may, 
after  ceasing  to  be  an  employed  contributor,  continue  in 
insurance  as  a voluntary  contributor.  Such  persons  pay  the 
whole  weekly  contribution  themselves.  Unt;l  recently  few 
persors  took  advantage  of  this  provision.  The  total  num- 
ber of  insured  persons  in  England  and  Wales  in  1929  was 
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about  15.000,000,  forming  37.8  per  cent  of  the  total  popula- 
tion, and  until  the  introduction  of  the  Contributory  Pen- 
sions scheme  there  were  only  about  30,000  voluntary  contrib- 
utors. The  number  has,  however,  increased  materially  in  the 
past  four  years  doubtless  in  consequence  of  the  advantages 
offered  by  the  Pensions  Act  of  1925,  which  apply  to  volun- 
tary as  well  as  to  employed  contributors,  and  in  1929  was 
about  276,000.  A voluntary  contributor  whose  total  income 
exceeds  £250  a year  is  not  entitled  to  medical  benefits. 

Cost  of  Scheme. — The  cost  is  borne  partly  by  the  insured 
persons,  partly  by  their  employers,  and  partly  by  the  State. 
The  insured  persons  and  their  employers  pay  their  share 
in  the  form  of  weekly  contributions,  as  shown  in  the  fol- 
lowing table:* 
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weeks  during  which  an  employed  person  is  incapable  of 
work  by  reason  of  sickness  or  disablement,  but  they  may  be 
paid  for  such  weeks  in  so  far  as  is  necessary  to  make  up 
the  104  contributions  required  to  qualify  for  certain  benefits 
or  for  pensions. 

The  share  of  the  cost  borne  by  the  State  takes  the  form 
of  the  payment  of  one-seventh  in  the  case  of  men  and  one- 
fifth  in  the  case  of  women  of  the  total  cost  of  benefits  and 
of  their  administration  by  Approved  Societies  and  Insurance 
Committees.  The  State  also  bears  the  cost  incurred  by  the 
Government  Departments  concerned  in  the  central  adminis- 
tration of  the  scheme. 

The  contributions  of  insured  persons  and  employers  in 
the  year  1929  amounted  in  the  aggregate  to  $116,524,500,  and 
a sum  of  $25,206,500  was  derived  from  interest  on  accumu- 
lated funds.  The  benefits  and  the  administration  of  the 
benefits  by  Approved  Societies  and  Insurance  Committees 
cost  $155,675,000  and  $19,397,500  respectively,  and  the  total 
expenditure,  including  the  cost  of  central  administration,  was 
$179,832,500. 

Method  of  Payment  of  Contributions. — The  employer  is 
responsible  for  the  payment  of  his  own  and  his  employee’s 
contributions.  The  money  payment  is  made  by  the  purchase 
by  the  employer  at  a post  office,  of  special  stamps,  known 
as  Health  Insurance  and  Pensions  Stamps,  of  the  values 
required.  A stamp  of  the  appropriate  value  for  each  week 
of  employment  must  be  fixed  on  a card,  the  Contribution 
Card,  which  the  insured  person  must  submit  to  the  em- 
ployer, on  request,  for  that  purpose.  The  employer  is  en- 
titled to  recover  the  insured  person’s  share  of  the  cost  of 
the  stamp  by  making  a deduction  from  his  wages. 


Benefits. — The  benefits  provided  for  insured  persons  are 
as  follows: 


(1)  Medical  Benefit,  i.e.,  medical  treatment,  including  the 
supply  of  medicine,  and  of  such  medical  and  surgical 
appliances  as  may  be  included  in  a list  prescribed  by 
the  Minister  of  Health. 

(2)  Sickness  Benefit,  i.e.,  weekly  cash  payments  during 
incapacity  for  work  by  reason  of  illness.  The  ordi- 
nary payments  are  $3.75  a week  for  men,  $3.00  a 
week  for  married  women,  and  $2. '50  a week  for  un- 
married women,  beginning  on  the  fourth  day  of  inca- 
pacity and  continuing  during  a maximum  period,  for  the 
same  illness,  of  26  weeks.  An  illness  beginning  within 
twelve  months  from  recovery  from  any  illness  is  for 
this  purpose  regarded  as  the  same  illness. 

(3)  Disablement  Benefit,  i.e.,  a continuance  of  weekly 
payments  after  the  right  to  sickness  benefit  has  lapsed. 
Disablement  benefit  is  practically  an  extension  of 
sickness  benefit  at  a lower  rate  (50%).  Unlike  sick- 
ness benefit,  it  is  not  limited  to  26  weeks  or  other 
period,  but  continues  to  be  paid  until  the  insured 
person  becomes  capable  of  work,  or  reaches  the  age  of 
65,  at  which  an  old  age  pension  ordinarily  becomes 
payable.  Disablement  benefit,  being  paid  as  long  as 
the  insured  person  is  incapable  of  work,  is  practically 
the  same  thing  as  an  invalidity  pension;  but  it  is 
paid  only  in  respect  of  total  incapacity,  not  partial 
incapacity. 

(4)  Maternity  Benefit,  i.e.,  payment  of  $10  on  the  con- 
finement of  an  insured  woman  or  the  wife  of  an 
insured  man.  If  the  woman  is  insured  and  married, 
and  is  an  employed  contributor,  she  receives  an  addi- 
tional $10. 

(5)  Additional  Benefits. — These  may  be  provided  by  those 
Approved  Societies  that  are  found,  on  valuation,  to 


*In  this  description  the  following  values  have  been  as- 
signed to  the  English  currency:  Pound,  $5.00;  shilling, 

25c;  pence,  2c. 


have  sufficient  funds  at  their  disposal  for  the  purpose. 
The  benefits  may  atake  the  form  either  of  an  increase 
in  sickness,  disablement  or  maternity  benefits,  or  con- 
tributions towards  the  cost  of  certain  forms  of  special 
treatment,  e.g.,  dental,  ophthalmic,  hospital  or  conva- 
lescent treatment. 


ADMINISTRATION 

The  administration  of  the  Scheme  may  be  considered 
under  two  heads,  local  and  central.  What  may  be  con- 
veniently termed  the  “local”  administration  is  undertaken 
by  Approved  Societies  and  Insurance  Committees  under  the 
central  supervision  of  the  Minister  of  Health. 


LOCAL  ADMINISTRATION 


Approved  Societies. 

These  are  self-governing  associations  of  insured  persons 
who  unite  voluntarily  to  form  a Society  for  the  purposes 
of  national  health  insurance.  When  such  an  organization 
has  been  approved  by  the  Minister  it  becomes  an  Approved 
Society.  There  are  over  900  Approved  Societies  operating 
in  England  and  Wales,  and  28  of  these  have  branches  which 
are  independent  financial  units,  and  have  considerable  ad- 
ministrative independence.  There  are  about  6,000  branches. 
The  Approved  Societies  administer  sickness,  disablement,  and 
maternity  benefits  and  such  additional  benefits  as  they  may 
be  in  a position  to  provide.  They  are  not  organized  on  a 
territorial  basis,  although  the  membership  of  some  of  the 
smaller  societies  consists  chiefly  of  persons  who  live  in  cer- 
tain local  areas.  The  number  of  members  varies  from  less 
than  50  to  2,000,000.  Some  of  the  large  societies  have  mem- 
bers in  every  part  of  the  country,  and  their  membership 
includes  workers  in  an  enormous  number  of  occupations. 

Insurance  Committees. 

There  is  an  Insurance  Committee  for  every  county  and 
county  borough,  the  total  for  England  and  Wales  being 
146.  Three-fifths  of  the  members  represent  insured  persons, 
and  are  elected  by  Approved  Societies  having  members  resi- 
dent in  the  county  or  county  borough;  one-fifth  are  ap- 
pointed by  the  Council  of  the  county  or  county  borough. 
Of  the  other  members,  two  are  medical  practitioners  ap- 
pointed by  the  Local  Medical  Committee,  one  is  a medical 
practitioner  appointed  by  the  county  or  county  borough 
council,  and  the  remaining  members  are  appointed  by  the 
Minister  of  Health.  Of  the  members  appointed  by  the 
county  or  county  borough  council  and  the  Minister  respec- 
tively, two  at  least  must  be  women  in  the  case  of  larger 
committees,  and  the  Minister’s  appointments  must  also  in- 
clude at  least  one  medical  practitioner.  (This  provision  does 
not  apply  to  committees  having  fewer  than  25  members.') 
The  number  of  members  varies,  but  cannot  be  less  than  20 
or  more  than  40,  and  as  will  be  seen  above,  the  number  of 
doctors  on  the  committee  cannot  be  less  than  three  and 
may  be  more. 

Insurance  Committees  administer  medical  benefit,  and  for 
this  purpose  they  enter  in  agreements  with  local  doctors 
for  the  medical  treatment  of  the  insured  persons  of  their 
areas,  and  with  chemists  for  the  supply  of  medicine  and 
medical  and  surgical  appliances.  They  are  under  obligation 
to  confer  in  certain  circumstances  with  three  other  local 
committees,  r.amely,  the  Local  Medical  Committee,  the  Panel 
Committee  and  the  Pharmaceutical  Committee. 

Local  Medical  Committees. 

In  every  county  and  county  borough  there  is  a committee 
of  doctors  constituted  by  the  doctors  of  the  area  themselves 
and  recognized  by  the  Minister  as  representative,  not  merely 
of  the  insurance  practitioners  but  of  all  the  members  of  the 
medical  profession  in  the  area.  This  committee  must  be 
consulted  by  the  Insurance  Committee  on  all  general  ques- 
tions affecting  the  administration  of  medical  benefit. 

Panel  Committees. 

In  the  early  days  of  the  scheme  it  became  evident  that  it 
was  necessary  to  provide  a convenient  method  to  enable 
Insurance  Committees  to  obtain  the  views  of  the  insurance 
practitioners  of  their  area  in  regard  to  certain  matters 
affecting  the  administration  of  medical  benefit,  and  by  the 
Insurance  Act  of  1913  it  was  provided  that  in  every  area 
a committee  should  be  appointed  by  the  insurance  practi- 
tioners of  the  area  for  the  purpose.  This  Committee  is 
termed  the  “Panel  Committee.”  All  the  members  must  be 
doctors  and  not  less  than  three-fourths  must  be  insurance 
practitioners.  In  many  areas  the  Panel  Committee  has  been 
recognized  as  the  Local  Medical  Committee,  and  is  then 
termed  the  Local  Medical  and  Panel  Committee.  In  other 
areas  the  Local  Medical  Committee  and  the  Panel  Committee 
are  separate  bodies. 

Pharmaceutical  Committees. 

In  every  county  and  county  borough  there  is  a committee 
elected  by  the  insurance  pharmacists  of  the  area,  which  must 
be  consulted  by  the  Insurance  Committee  on  all  general  ques- 
tions affecting  the  supply  of  medicine  and  appliances  to  in- 
sured persons.  This  is  termed  the  Pharmaceutical  Commit- 
tee. 
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CENTRAL  ADMINISTRATION 

The  National  Health  Insurance  Scheme  in  England  and 
Wales  is  under  the  general  supervision  of  the  Minister  of 
Health,  whose  powers  as  regards  Wales  are  exercised  through 
the  Welsh  Board  of  Health.  The  Insurance  Acts  confer 
wide  powers  upon  the  Minister.  He  makes  regulations, 
which  have  the  force  of  law,  on  a great  variety  of  insurance 
matters,  e.g.,  the  collection  of  contributions,  the  administra- 
tion of  benefits,  the  constitution  of  Insurance  Committees, 
the  conditions  of  service  of  insurance  doctors  and  chemists, 
etc.  The  Minister  is  also  the  appeal  authority  in  disputes 
between  insured  persons,  doctors,  chemists,  Approved  Socie- 
ties and  Insurance  Committees,  although  his  functions  in 
this  respect  are  largely  delegated  to  independent  tribunals 
appointed  by  him. 

The  officers  of  the  Ministry  include  an  Out-door  Staff  or- 
ganized on  a territorial  basis,  who  secure  the  payment  of 
contributions,  and  advise  Approved  Societies,  Insurance  Com- 
mittees and  insured  persons  on  matters  arising  out  of  the 
administration  of  the  Scheme.  There  is  also  a local  staff 
of  medical  officers,  the  Regional  Medical  Staff,  to  which  ref- 
erence is  made  later. 


Section  II. — Medical  Benefit. 

After  the  foregoing  brief  sketch  of  the  general  framework 
of  the  National  Health  Insurance  Scheme,  more  detailed 
consideration  may  be  given  to  the  administration  of  medical 
benefit,  the  subject  with  which  this  Memorandum  is  chiefly 
concerned. 

The  original  Insurance  Bill  as  laid  before  Parliament  in 
1911  provided  that  medical  benefit  should  be  administered  by 
the  Approved  Societies;  but  the  medical  profession  strongly 
opposed  this  provision,  and  contended  for  the  establishment 
of  local  bodies,  on  which  doctors  should  be  represented, 
specially  constituted  to  administer  medical  benefit.  This 
was  conceded  by  the  Government,  and  the  Bill  was  altered 
to  provide  for  the  constitution  of  Insurance  Committees, 
which  are  charged  with  the  duty  of  making  the  arrangements 
or  bringing  the  doctor  into  relation  with  the  scheme  and 
for  distributing  the  insured  persons  in  each  area  among  the 
doctors  of  the  area.  Insurance  Committees  also  make  the 
necessary  arrangements  with  the  chemists.  Neither  the  in- 
surance doctors  nor  insurance  chemists  have  any  direct  ad- 
ministrative relation  with  the  Approved  Societies. 


Participation  in  the  Insurance  Medical  Service. 

Insurance  Committees  have  no  power  to  select  the  doctors 
who  participate  in  the  Insurance  Medical  Service.  Any 
registered  medical  practitioner  (other  than  a practitioner 
whose  name  has  been  removed  from  a medical  list  by  the 
Minister)  has  a right  to  require  an  Insurance  Committee 
to  place  his  name  on  their  list  of  doctors  who  undertake  to 
give  medical  attendance  and  treatment  to  insured  persons 
on  the  terms  of  service  for  insurance  practitioners  offered 
by  the  Committee  and  approved  by  the  Minister.  The  statu- 
tory right  of  any  qualified  doctor  to  participate  in  the  In- 
surance Medical  Service  was  one  of  the  principles  for  which 
the  medical  profession  strenuously  contended  during  the 
passage  of  the  Insurance  Bill  through  Parliament  in  1911. 

The  profession  also  pressed  for  the  right  of  the  insured 
persons  to  choose  their  doctor,  and  this  was  conceded.  An 
insured  persons  is  entitled  to  select  any  doctor  from  among 
those  included  in  the  Medical  List  of  the  area  in  which 
he  resides,  subject  to  the  doctor’s  consent,  and  he  can  at  any 
time  change  his  doctor,  if  the  doctor  consents,  or  without 
such  consent  if  he  gives  a fortnight’s  notice  to  the  Insurance 
Committee.  A doctor  may  also  obtain  the  removal  from 
his  list  of  an  insured  person  for  whose  treatment  he  no 
longer  wishes  to  be  responsible,  but  this  is  subject  to  certain 
restrictions.  The  procedure  by  which  an  insurance  prac- 
titioner becomes  responsible  for  the  treatment  of  an  insured 
person  is  as  follows: 


Method  of  Obtaining  Medical  Attendance. — Approved  So- 
cieties supply  particulars  of  all  their  members  to  the  Minis- 
ter, who  transmits  the  information  to  the  respective  Insur- 
ance Committees  in  whose  areas  the  members  reside.  The 
Committee  then  gives  each  insured  person  a Medical  Card 
which  tells  him  how  to  obtain  the  services  of  an  insurance 
practitioner.  In  all  the  Post  Offices  there  is  a list  of  prac- 
titioners, to  which  insured  persons  can  refer.  Having  se- 
lected a practitioner,  after  reference  to  this  list  or  other- 
wise, the  insured  person  presents  his  medical  card  to  the 
practitioner  of  his  choice,  who,  if  he  accepts  him,  signs  the 
card  and  sends  it  to  the  Insurance  Committee.  The  Com- 
mittee then  adds  the  insured  person’s  name  to  the  practi- 
tioner’s list,  returns  the  Medical  Card  to  the  insured  per- 
son, and  sends  the  practitioner  another  card — the  Record 
Card — which  serves  the  double  purpose  of  forming  part  of 
the  practitioner’s  card  index  of  the  insured  persons  for 
whose  treatment  he  is  responsible,  and  a record  on  which 
he  enters  particulars  of  his  attendances  on  his  patients  and 
the  illnesses  for  which  he  has  treated  them. 

A practitioner  is  not  obliged  to,  accept  a person  who 


applies  for  inclusion  in  his  list,  but  if  he  refuses  he  must 
give  the  applicant  the  name  and  address  of  another  prac- 
titioner to  whom  application  might  he  made,  and  he  must 
give  the  applicant  such  treatment  as  he  may  require  until  a 
practitioner  has  accepted  him.  He  must  also  notify  the 
Insurance  Committee  that  he  has  refused  to  accept  the 
applicant.  If  a person  fails  to  secure  voluntary  acceptance 
by  a practitioner  he  may  apply  to  the  Insurance  Committee, 
who  refers  his  case  to  a Suh-committee  (the  “Allocation 
Sub-committee”),  consisting  of  three  members  appointed  by 
the  Insurance  Committee,  and  three  appointed  by  the  Panel 
Committee,  which  is  empowered  to  assign  him  to  a practi- 
tioner selected  by  them.* 

An  insured  person,  temporarily  absent  from  home,  may 
obtain  medical  attendance  by  presenting  his  medical  card  to 
an  insurance  practitioner  in  his  area  of  temporary  residence. 
Provision  is  made  for  the  discharge  of  the  duties  of  practi- 
tioners by  deputies  when  they  are  unable  to  attend  their 
patients  themselves,  and  if  neither  the  practitioner  respons- 
ible for  an  insured  person’s  treatment,  nor  his  deputy,  is 
able  to  attend  the  person  and  give  him  any  treatment  im- 
mediately required  owing  to  an  accident  or  other  sudden 
emergency,  it  is  the  duty  of  an  insurance  practitioner  who 
may  be  summoned  and  can  attend  to  give  such  treatment  as 
may  be  necessary.  The  insurance  practitioners  of  an  area 
accept  a collective  responsibility  for  the  treatment  of  all 
insured  persons  in  the  area. 

A practitioner,  working  alone,  may  not  accept  more  than 
2,500  insured  persons,  but  if  he  employs  a permanent  assis- 
tant he  may  accept  such  an  additional  number,  not  exceed- 
ing 1,500,  as  the  Insurance  Committee  may  approve.  A 
permanent  assistant  cannot,  however,  be  employed  for  the 
treatment  of  insured  persons  without  the  sanction  of  the 
Committee,  and  for  the  employment  of  two  permanent  as- 
sistants the  sanction  of  the  Minister  as  well  as  the  Com- 
mittee is  necessary. 

The  number  of  insurance  practitioners  in  England  and 
Wales,  in  1929,  was  about  15,570,  and  the  average  number 
of  persons  on  a practitioner’s  list  was  about  930. t (For 
each  insured  person  on  his  list  the  insurance  practitioner 
receives  approximately  $2.00  per  annum.) 

The  Speaker:  Does  the  assembly  wish  to  pro- 

ceed to  a vote  on  the  resolution  before  lunch? 

On  motion  regularly  made  and  suported,  it  was 
voted  to  recess  for  lunch  at  one-five  o’clock. 

HOUSE  OF  DELEGATES 

Thursday  Afternoon,  April  12,  1934 

The  recessed  meeting  reconvened  at  one-forty 
and  was  called  to  order  by  the  Speaker. 

The  Speaker:  Before  further  discussion  is  in- 

dulged in,  I will  ask  Dr.  Sinai  to  answer  questions 
which  have  already  been  asked. 

Dr.  L.  J.  Gariepy  (Wayne)  : Before  Dr.  Sinai 
answers  those  questions,  I would  like  to  ask  a cou- 
ple more.  One  is : What  is  the  committee’s  rec- 

ommendation on  the  salary  limit  of  these  people 
to  be  included? 

Dr.  S.  E.  Gould  (Wayne)  : I would  like  to  ask 
one  or  two  questions  of  Dr.  Sinai.  How  was  the 
figure  of  $8.50  arrived  at? 

The  Speaker:  You  may  have  opportunity  to  ask 
questions  later  on.  The  Chairman  will  not  let  any- 
one go  home  from  this  meeting  dissatisfied  that  he 
did  not  have  a chance  to  express  his  opinion. 

Dr.  N.  Sinai:  Mr.  Speaker  and  Members  of  the 
House:  Dr.  Insley  asked  certain  questions  or  made 

certain  statements  with  respect,  first,  to  the  matter 
of  voluntary  purchase,  and  stated  that  the  history  of 
voluntary  insurance  is  a history  of  no  insurance; 


*The  procedure  described  in  the  two  preceding  para- 
graphs  is  that  of  the  system  in  which  the  doctors  are  re- 
munerated on  a capitation  basis,  e.g.,  in  proportion  to  the 
number  of  insured  persons  on  their  lists,  the  system  that  is 
now  in  operation  all  over  the  country.  Before  1927,  how- 
ever, there  were  two  areas,  Manchester  and  Salford,  in 
which  the  doctors  were  paid  by  the  distribution  among  them 
of  a fixed  sum  in  proportion  to  the  number  of  attendances 
made  by  each.  But  the  Salford  doctors  changed  to  the 
capitation  system  at  the  beginning  of  1927,  and  the  Man- 
chester doctors  from  the  beginning  of  1928. 

tAn  insured  person,  with  the  consent  of  the  Insurance 
Committee,  may  make  his  own  arrangements  for  obtaining 
medical  treatment,  receiving  from  the  Committee  a contribu- 
tion towards  the  cost  of  the  treatment.  Such  persons  in 
1929  numbered  about  25,000. 
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that  the  people  of  their  own  volition,  will  not  pur- 
chase insurance.  No  one  can  disagree  with  that 
statement. 

One  of  the  shining  examples  of  voluntary  insur- 
ance that  does  work  is  that  of  Denmark,  and  when 
you  make  an  analysis  of  the  Danish  situation  you 
find  it  isn’t  voluntary  insurance  at  all.  While  it  is 
voluntary  as  far  as  the  law  is  concerned,  the  indus- 
trialists themselves  make  it  compulsory  for  the 
people  who  work.  So  the  question  of  compulsion 
may  be  answered  as  to  state  compulsion.  It  also 
may  be  applied  by  a particular  industry. 

In  the  proposed  experiment,  if  an  industry  in 
some  county  in  Michigan  is  interested  enough  to 
experiment  with  the  medical  profession,  undoubt- 
edly that  industry  would  make  the  service  compul- 
sory for  the  employees  engaged.  In  that  way  you 
get  away  from  the  question  of  volition.  The  fact 
is,  I would  be  very  fearful  of  leaving  it  on  a purely 
voluntary  basis  to  the  members  in  that  industry, 
because  of  what  would  result.  A few  people 
in  the  industry  who  know  that  they  need  surgery, 
whose  wives  are  going  to  have  babies,  who  know 
they  are  going  to  have  specific  medical  services 
within  the  next  two  weeks  or  the  next  month, 
would  sign  up,  and  just  as  soon  as  the  service  was 
secured  they  would  sign  off. 

So  it  is  that  in  every  system  whether  it  is  old  age 
pension,  unemployment  insurance,  private  unemploy- 
ment insurance  in  the  industry,  75  per  cent  of  the 
workers  must  sign  or  the  system  won’t  start.  Other- 
wise, we  will  get  a very  dangerous  selection  in  our 
group  of  population. 

Then  comes  the  question  of  $3,750,000,000  being 
applied  to  our  taxes.  I am  not  quite  clear  con- 
cerning the  contention  that  it  would  be  applied  to 
taxation,  because  if  there  is  anything  in  which  the 
committee  has  been  interested  it  has  been  in  keep- 
ing Mutual  Health  Service  out  of  taxation,  out  of 
public  funds,  because  immediately  you  get  public 
funds  mixed  up  in  the  cost  you  get  some  form  of 
public  direction  and  that  usually  means  some  form 
of  political  direction.  This  is  a program  that  the 
committee  has  presented  as  one  in  which  the  pro- 
fessions will  take  complete  direction  and  in  which 
the  public,  as  far  as  industry  and  the  recipients  of 
service  are  concerned,  will  have  representation,  be- 
cause the  public  is  putting  up  the  funds  and  is  en- 
titled to  that  representation. 

As  far  as  this  three  billion  and  more  being  placed 
on  taxation,  no  one  has  ever  contended  that  the 
Workmen’s  Compensation  costs  should  be  placed  on 
taxation.  They  are  costs  that  are  taken  from  an- 
other source  entirely,  a source  other  than  taxation. 

The  question  came  up  in  conversation  as  to  why 
not  set  aside  a certain  amount  for  groceries  and 
a certain  amount  for  shoes.  All  of  these  programs, 
be  they  unemployment,  old  age  pensions,  widows’ 
pensions,  and  so  on,  are  based  upon  the  need  for  pro- 
tection against  a contingency  that  is  unpredictable, 
something  that  may  arise  in  the  future  life  of  the 
individual  which  he  cannot  predict  and  for  which 
something  must  be  done,  some  preparation  must 
be  made.  Anyone  is  able  to  predict  the  need  for 
clothing  and  for  food  and  for  shoes  and  for  hous- 
ing, protection  from  the  elements,  and  so  on. 

The  question  came  from  Dr.  Garber  concerning 
what  will  be  the  income  of  the  general  practitioner. 
On  the  basis  of  a possible  1,000  in  this  low  income 
group,  which  will  be  included,  his  total  income 
would  be  somewhere  between  $5,000  and  $5,500. 
That  is  for  the  general  practitioner  alone.  Added 
to  the  physician’s  income  will  be  another  $3  for 
the  services  of  the  specialists.  We  know  there  are 
many  general  practitioners  who,  through  training 
and  experience,  are  able  to  provide  special  services. 


In  that  case,  the  committee  has  come  to  the  con- 
clusion that  there  is  no  reason  why  the  general 
practitioner  who,  through  his  experience  and  his 
education  and  training,  can  give  the  service,  should 
not  provide  that  service  for  his  1,000  patients ; or, 
better  yet,  why  he  should  not  provide  that  service 
on  reference  from  his  brother  practitioners,  his  col- 
leagues. The  limitation  on  the  general  prac- 
titioner is  very  largely  a limitation  on  his  ability 
to  provide  that  service.  The  only  thing  that  limits 
his  income  is  his  ability  to  provide,  in  addition  to 
the  ordinary  services,  the  services  that  would  be 
called  those  of  a specialist. 

On  the  question,  “What  will  you  ask  the  em- 
ployer?” I don’t  know.  If  this  plan  is  presented 
to  certain  selected  employers,  from  there  on  it  will 
depend  upon  the  reaction  of  the  employers  and  the 
conferences  of  the  employers  with  members  of  the 
Committee  on  Medical  Economics.  This  plan,  if  you 
approve  it,  will  be  presented  to  the  employer  with  a 
request  for  his  judgment  and  the  possibility  of  this 
plan  going  into  operation  in  a selected  industry  in  a 
selected  area.  No  one  can  make  any  statement  as  to 
what  kind  of  a sales  talk  is  necessary,  or  what  else 
may  follow.  That  is  one  of  the  reasons  the  commit- 
tee was  most  interested  in  publicizing  this  report  be- 
cause, if  the  reception  of  the  public,  the  reception 
of  the  newspapers  and  the  editorial  comment  is 
favorable,  the  committee  feels  that  pressure  of  public 
opinion  and  editorial  comment  will  be  very  effective 
in  its  discussions  with  individual  employers  who  are 
just  as  receptive  to  that  type  of  comment  as  you, 
or  as  any  other  individual  or  any  other  group. 

The  question  has  come  up  as  to  whether  this 
$27.88  is  going  to  be  a payment  by  the  family  per 
person,  if  the  family  has  ten  individuals,  that  would 
amount  to  $278.80  for  the  particular  family  engaged 
in  the  industry  that  may  try  the  program.  It  would 
be  unreasonable  for  that  family  to  pay  to  the  extent 
of  $278.00  because  there  are  ten  individuals. 

I am  not  entering  into  the  question  of  whether 
there  ought  to  be  ten,  or  whether  there  ought  to 
be  two,  or  any  other  question  of  that  character,  but, 
as  far  as  the  physician  is  concerned,  if  on  his  family 
list  there  are  in  one  family  ten  individuals,  that  ten 
would  be  multiplied  by  the  $8.50  for  all  the  phy- 
sician’s services,  and  the  medical  man  would  receive 
$80.50  for  the  individual  family  of  ten  people. 

As  far  as  industry  is  concerned,  however,  my 
own  feeling  is  that  the  industrialist  is  just  as  inter- 
ested in  eliminating  records  and  record  keeping  and 
red  tape  as  you  are.  It  seems  to  me  one  of  the 
logical  ways  might  be  for  industry  to  take  an  aver- 
age of  all  the  families  employed  in  the  industry,  and 
if  that  average  is  four,  collect  on  the  basis  of  the 
average  family,  and  then  pay  the  physician  on  the 
basis  of  the  number  of  people.  There  may  be 
families  of  one,  families  of  two,  and  families  of  ten. 
The  physician  will  receive  on  a per  person  basis, 
and  the  individual  will  pay  on  an  average  per  family 
basis. 

That  must  be  done  in  order  to  prevent  industry 
from  firing  all  of  the  people  who  have  families  of 
five,  six  or  seven  and  employing  single  men,  espe- 
cially if  industry  decides  it  is  going  to  pay  some 
of  the  cost  for  the  income  group  under  $1,200. 

The  committee  is  not  in  possession  of  any  facts 
concerning  what  will  he  the  reaction  of  industry. 
If  you  approve,  then  the  committee  concludes  that 
the  next  step  is  to  begin  the  discussion  with  indus- 
trialists who  are  interested,  who  have  evidenced  a 
general  interest  in  the  problem  of  the  welfare  of 
the  people  they  employ. 

The  Speaker:  Is  there  any  further  discussion  or 
questions?  Every  man  must  go  home  from  here 
satisfied  that  he  has  had  a proper  opportunity  and 
plenty  of  opportunity  to  express  himself. 
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Dr.  Karl  Bruckcr  (Ingham) : I would  like  to  ask  the 

same  question  with  reference  to  the  position  of  the  special- 
ist in  this  picture.  It  seems  to  me  that  the  inducement  for 
men  to  specialize,  and  all,  should  not  be  removed.  He  has 
no  family  list,  so  what  would  his  income  be? 

Dr.  N.  Sinai:  His  income  would  be  what  he  makes  it. 

It  would  be  on  the  basis  of  the  number  of  cases  referred 
to  him.  If  he  is  practicing  a specialty,  it  would  be  on 
exactly  the  same  basis  as  it  is  today.  The  general  practi- 
tioners who  do  have  family  lists  would  refer  to  the  specialist 
for  that  .service,  members  of  the  family  list. 

One  of  the  steps  that  the  Committee  would  undertake, 
of  necessity,  is  the  development  of  a fee  schedule  for  the 
various  specialties,  the  determination  of  what  are  the  spe- 
cialty services  and  the  development  of  a fee  schedule  for 
the  specialists  engaged  in  a particular  field;  which  would 
be  applicable,  whether  it  is  $1,200,  $1,500,  $2,000  or  $2,500 
(whatever  is  the  decision  of  this  body),  and  the  specialist 
would  be  paid  on  the  basis  of  that  fee  schedule. 

I think,  from  the  figures  that  are  available,  we  have  set 
aside  enough  money,  within  reasonable  estimates  and  limits, 
to  take  care  of  reasonable  fee  schedules  for  all  the  special- 
ists’ services  that  may  be  demanded  or  required. 

The  specialist,  in  the  scheme  of  things,  is  not  changed  at 
all.  He  receives  his  patients  through  reference.  The  only 
change  is  that  he  works  on  a legular  fee  schedule  through 
Mutual  Health  Service. 

Dr.  Karl  Brucker  (Ingham):  Wouldn’t  there  be  a dis- 

position, or  would  there,  on  the  part  of  a general  practi- 
tioner to  refer  a case  that  came  within  some  special  line 
rather  than  to  keep  the  case  himself  and  do  this  work  him- 
self, such  as  the  removal  of  tonsils,  for  which  we  may  get 
no  additional  pay? 

Dr.  Sinai:  He  might,  if  he  happens  to  be  qualified  ac- 

cording to  his  own  professional  group.  He  would  receive 
pay  as  a general  practitioner,  because  in  traveling  over  the 
the  country  and  talking  with  and  meeting  physicians  and 
looking  over  their  records,  we  know  a great  many  general 
practitioners  in  communities  who  provide  surgical  service 
for  a good  many  of  their  colleagues  in  those  communities. 
There  is  no  justification  in  lopping  off  from  the  general 
practitioner  that  service  for  which  he  is  perfectly  qualified 
by  training  and  experience  to  give.’ 

Dr.  F.  T.  Andrews  (Kalamazoo) : Inasmuch  as  the  suc- 

cess of  this  program  depends  largely  upon  the  interest  which 
is  aroused  in  the  community  where  it  is  attempted  to  be 
put  across,  I did  not  realize  when  you  were  reading  the 
amendments  whether  the  local  committee  or  the  local  health 
organization  was  to  have  the  opportunity  of  selecting  the 
area  in  which  this  should  be  placed,  or  whether  it  was  to 
be  selected  by  the  Committee.  If  it  is  true  that  this  area 
is  to  be  selected  by  the  Committee,  I would  like  to  offer 
the  following  amendment:  It  is  moved  that  the  areas  in 

which  the  program  is  to  be  instituted  shall  be  requested  by 
the  local  county  medical  society. 

The  Secretary:  That  is  already  here. 

The  Speaker:  The  Secretary  will  kindly  read  that  part 

of  the  original  or  main  motion. 

The  Secretary:  “That  the  plan  for  Mutual  Health 

Service  shall  not  be  inaugurated  in  any  county  without 
the  approval  of  the  county  and  the  State  Medical  Society.’’ 

Dr.  F.  T.  Andrews:  Thank  you.  I apologize  to  the 
House. 

Dr.  L.  O.  Geib:  I would  like  to  ask,  in  reading  a portion 

of  the  resolution  again,  docs  that  resolution  specifically  say 
we  approve  the  principle  of  Mutual  Health  Service? 

The  Speaker:  The  Secretary  will  read  that  portion. 

The  Secretary : “BE  IT  RESOLVED,  That  the  House 

of  Delegates  of  the  Michigan  State  Medical  Society  approves 
general  principles  of  the  plan  for  Mutual  Health  Serv- 
ice.” 

Dr.  L.  O.  Geib  (Wayne):  Mr.  Chairman,  I think  we 
are  involved  there  in  quite  a large  affair.  I feel  that  the 
people  back  home  should  have  something  to  say  about  this, 
and  therefore,  T offer  the  following  amendment:  Before 

this  principle  of  health  insurance  be  endorsed,  that  it  be 
taken  back  to  our  local  societies  for  approval  or  disapproval. 

I think  it  is  too  large  a question  for  us  to  decide.  I 
think  the  people  in  our  local  societies  may  be  in  favor  of  it. 
Their  reaction  at  first  may  be  very  much  against  it.  and  I 
think  they  are  going  to  demand  a great  deal  of  education 
before  they  will  approve  this  thing.  I think  we  can  make 
time  by  sending  this  thing  back  to  our  local  societies. 

Dr.  C.  S.  Ratigan  (Wayne) : I second  that  amendment. 

Dr.  B.  L.  Connelly  (Wayne) : Wouldn’t  it  be  sufficient 

to  add  to  that  resolution,  “as  an  experimental  proposition” — 
approve  it  as  an  experimental  proposition?  I mean  the 
wording  right  there  at  that  point. 

Dr.  E.  D.  Spalding  (Wayne) : This  is  a group  of  dele- 

gates that  have  come  to  a special  meeting  called  for  a 
special,  specific  purpose  which  has  been  perfectly  well  known 
before  we  came  here  by  the  societies  that  sent  us  here. 
We  are  a House  of  Delegates  who  have  come  together  to 
receive  the  report  on  this  Special  Committee  on  Medical 
Economics,  of  its  study  and  its  preparation  of  a plan  as 
outlined  here.  The  people  who  sent  us  here  knew  perfectly 
well  what  we  were  coming  for,  and  they  had  ample  oppor- 
tunity to  send  us  instructions  if  they  so  wished.  If  there 
is  any  sense  of  representative  government  in  this  country, 
it  certainly  isn’t  necessary  to  go  back  and  ask  if  we  have 
permission  to  vote  of  the  people  who  sent  us  here. 


Dr.  L.  J.  Gariepy  (Wayne) : I want  to  repeat  the  ques- 

tion that  I asked  before.  I would  like  to  ask  Dr.  Marshall 
just  what  is  the  wage  limit? 

The  Speaker:  Dr.  Gariepy,  I will  have  to  insist  on  your 

speaking  to  the  amendment  at  this  time. 

Dr.  Karl  Bruckcr  (Ingham) : My  understanding  of  the 

way  we  were  sent  here  differs  somewhat  from  the  doctor 
from  Wayne.  This  was  delivered  to  me  with  instructions 
on  it  to  keep  quiet  about  it  and  say  nothing.  My  county 
society  doesn’t  know  anything  about  this.  The  men  back 
home  know  nothing  about  it.  I was  instructed  to  come  here 
to  a secret  meeting. 

Dr.  D.  P.  Foster  (Wayne)  : If  my  memory  does  not  fail 

me,  I believe  we  already  have  spread  on  the  minutes  of 
our  last  meeting,  approval  of  this  particular  principle. 

The  Speaker:  Are  you  ready  for  the  question? 

The  question  was  called  for. 

The  Speaker:  The  question  is  on  the  adoption  of  the 

amendment.  Dr.  Geib,  will  you  repeat  the  amendment? 

Dr.  L.  O.  Geib  (Wayne) : Before  this  principle  of  health 

insurance  be  endorsed,  that  it  be  taken  back  to  our  local 
societies  for  approval  or  disapproval. 

Dr.  S.  E.  Gould  (Wayne) : Very  frankly,  I don’t  be- 

lieve in  our  discussing  this  question  if  we  are  going  to 
take  it  back  home  and  ask  them  what  they  want  us  to  do. 
We  are  here  to  do  this,  to  study  this.  Personally,  I feel 
like  a school  boy  coming  here. 

The  Speaker:  Those  in  favor  of  the  amendment  say 

“aye;”  opposed,  “no.”  The  amendment  is  lost. 

The  original  motion  is  now  before  the  House.  Those 
in  favor  of  the  original  motion  made  with  the  resolution  say 
“aye;”  opposed,  “no.”  The  resolution  is  carried. 

The  Secretary:  It  is  the  resolution  introduced  by  Dr. 

Biddle. 

Dr.  L.  J.  Gariepy  (Wayne) : I would  like  to  have  that 

question  answered  for  us  all  to  know  where  we  stand,  what 
we  are  voting  on,  and  just  where  this  wage  limit  is.  We  are 
voting  on  something  we  don’t  know  anything  about. 

The  Speaker:  You  may  call  for  a roll  call  vote,  but  you 

cannot  open  that  discussion  again. 

Dr.  E.  C.  Baumgartcn  (Wayne) : I think  Dr.  Gariepy 

is  right.  I think  your  vote  was  a little  premature,  if  you 
will  pardon  me  calling  it  that.  There  is  still  a blank  space 
on  this  so-called  plan  up  here  which  calls  for  a set  amount 
up  to  which  these  families  are  to  be  included  or  excluded 
which  hasn’t  been  decided.  Before  we  can  make  an  intelli- 
gent vote  on  this  thing,  that  amount  certainly  has  to  be 
settled. 

Dr.  L.  J.  Gariepy  (Wayne):  I asked  for  the  Committee’s 

opinion  as  to  what  the  right  amount  should  be.  That  is 
what  I asked  for. 

The  Speaker:  The  Committee  has  vouchsafed  no  opin- 

ion. It  is  for  the  men  assembled  here  to  set  that  limit. 
That  is  your  prerogative. 

Dr.  L.  J.  Gariepy  (Wayne) : The  Committee  must  have  an 

opinion  as  to  what  they  think  is  right. 

Dr.  E.  C.  Baumgarteyi  (Wayne) : I didn’t  vote  at  all 

on  the  thing.  I don’t  see  how  we  can  vote  intelligently  on 
this  thing  unless  we  know  what  this  amount  is  going  to  be. 
My  “yes”  or  “no”  will  depend  largely  on  that,  whether  I 
approve  this  thing  or  whether  I don’t.  If  you  set  it  up  to 
$2,000,  I am  going  to  vote  “no.” 

The  Speaker:  This  hunch  can  get  you  out  of  the  spot. 

You  can  vote  for  a reconsideration  of  this  question  that 
was  just  passed. 

Dr.  C.  S.  Ratigan  (Wayne):  It  can’t  be  passed  until  the 

roll  call  is  attached. 

Dr.  E.  D.  Spalding  (Wayne):  May  I ask  for  reconsidera- 

tion ? 

Dr.  Cook:  I have  not  the  power  of  vote,  but  I have 

the  power  of  discussion,  however.  I would  like  to  state 
that  I don’t  know  how  I would  vote  on  tins  if  I did.  But 
T don’t  like  the  way  in  which  the  Speaker  offered  this  resolu- 
tion. I am  quite  sure  the  Speaker  had  no  intention  of 
cutting  off  the  discussion  in  the  manner  in  which  it  was  cut 
off,  but  I feel,  in  a matter  of  such  serious  import  to  the 
profession  and  this  House  of  Delegates,  every  man  should 
be  given  ample  opportunity  for  proper  discussion.  I don’t 
believe  this  House  feels  it  was  quite  the  right  time  to  have 
presented  that  resolution  for  vote.  I realize  that  according 
to  parliamentary  rule  they  voted  and  there  has  been  a deci- 
sion, and  the  only  thing  to  do  is  to  have  a roll  call.  Still, 
it  takes  two-thirds  to  reconsider  a resolution,  and  I don’t 
think  it  is  quite  fair,  at  this  time,  to  require  a two-thirds 
vote  of  this  House  to  reconsider  the  resolution  and  open 
it  up  for  further  discussion.  I don’t  believe  this  House, 
as  I sense  it,  was  quite  ready  to  vote. 

The  Speaker:  The  Speaker  agrees  with  Dr.  Cook,  and  had 

no  intention  of  precipitating  a vote  on  this,  and  will  enter- 
tain a motion  for  the  reconsideration  of  that  vote. 

Dr.  A.  P.  B'ddle  (Wayne):  I would  say,  as  a matter  of 

parliamentary  law,  you  can’t  reconsider  until  your  vote  is 
passed.  Then  the  man  who  moves  for  reconsideration  must 
have  voted  in  the  affirmative. 

The  Speaker:  The  Chair  ruled  that  the  motion  was  car- 

ried. From  that  point,  and  without  wasting  time  for  a 
vote,  I will  entertain  a motion  for  reconsideration. 

Dr.  E.  D.  Spalding  (Wayne):  I move  for  reconsidera- 

tion of  the  oral  vote. 

The  motion  was  regularly  supported. 
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The  Speaker:  Moved  and  supported  for  reconsideration 

of  the  oral  vote.  Those  in  favor  say  “aye;”  those  opposed 
say  “no.”  Reconsideration  is  carried,  and  we  will  proceed 
with  a reconsideration  of  the  motion. 

Dr.  C.  S.  Ratigan  (Wayne) : I feel  as  Dr.  Gariepy,  that 

the  whole  question  hinges  upon  the  question  that  that  be 
experimental.  The  people  we  are  earning  our  livelihood  from 
today  are  the  ones  in  the  $2,000  group.  If  those  are  going 
to  be  cut  from  under  us,  there  won’t  be  very  much  left. 
The  clinics  have  a good  deal  of  the  rest  of  them.  I think, 
before  this  body  can  intelligently  vote  on  the  question,  that 
should  be  put  in  either  by  the  House  of  Delegates  or  by 
the  Committee. 

Dr.  W.  H.  Marshall:  Inasmuch  as  the  question  has  been 

directly  put  to  me  as  to  the  upper  limit,  I may  say  that 
the  Committee  did  not  agree.  There  were  many  of  us  who 
felt  that  $1,500  was  the  proper  upper  limit.  On  account 
of  not  being  unanimous,  we  decided  to  leave  it  open  for 
the  House  of  Delegates  to  fill  in  and  refer  it  back  to  you. 
That  is  all  I know  about  it,  Dr.  Gariepy. 

Dr.  L.  J.  Gariepy  (Wayne):  I move  that  the  upper  limit 

be  placed  at  $1,200  per  year  for  entrance  into  this. 

Dr.  C.  F.  Moll  (Genesee):  I will  second  Dr.  Gariepy’s 

motion. 

The  Speaker:  It  has  beer  moved  and  supported  that  the 

upper  limit  be  placed  at  $1,200.  Is  there  any  discussion? 

Dr.  R.  H.  Baker  (Oakland):  I think  $1,200  is  too  low. 

I consider  in  my  own  community  the  large  number  of 
school  teachers  and  employed  workers  in  offices  who  are 
earning  over  $1,200,  but  who  are  not  earning  $2,000.  I 
think  that  group  is  entitled  to  be  given  service  under  a 
plan  such  as  this.  I have  a good  many  school  teacher 
friends.  A few  of  them  are  patients,  and  I have  discussed 
this  thing  with  them  a great  deal.  They  are  planning  and 
have  made  a considerable  effort  in  Pontiac  to  develop  an 
insurance  plan,  because  they  were  up  against  the  same 
proposition  we  are  trying  to  cure.  We  have  to  place  the 
linrt  to  $2,000  to  include  that  . group. 

Dr.  S.  W . Insley  (Wayne) : I would  like  to  ask  whether 

or  not  the  final  figure  to  be  arrived  at  will  not  be  influenced 
partly  by  interviews  with  the  employers,  and  whether  or  not 
that  final  figure  might  not  be  modified  by  interviews  with 
employees.  After  all,  I might  add,  they  are  going  to  pay 
the  freight. 

If  we  are  simply  asking  that  this  thing  be  put  over  for 
further  study,  I wonder  why  this  question  necessarily  has 
to  be  decided  at  this  particular  moment.  I understand  the 
plan  will  not  be  put  into  effect  until  at  least  the  next  meet- 
ing, and  if  we  are  still  going  to  study  it  for  another  six 
months,  why  not  leave  that  figure  open? 

Dr.  G.  Harry  Ferguson  (Saginaw):  Inasmuch  as  it  is 

an  experiment,  why  wouldn’t  it  be  a good  idea  for  this 
body  to  accept  this  as  an  experiment  in  the  experimental 
stage,  and  then  figure  the  fine  points  after  you  come  to  your 
experimental  stage  or  as  you  go  through  your  experimental 
stage?  As  I understand  it,  all  this  Committee  wants  is  to 
try  this  experiment. 

Dr.  C.  S.  Gorsline  (Calhoun):  Agreeing  with  the  previous 

sneaker  in  regard  to  this  being  an  experiment,  I feel  that 
the  Committee  will  be  vastly  more  able  to  arrive  at  an 
equitable  limit  than  the  House  of  Delegates  could  by  discus- 
sion. Would  it  be  tenable  to  recommend  to  the  Committee 
that  it  is  the  sense  of  this  House  of  Delegates,  pending  their 
investigation,  to  have  a figure  of  not  less  than  $1,200  nor 
more  than  $2,000,  at  the  discretion  of  the  Committee,  for  the 
starting  of  the  experimental  work? 

Dr.  C.  F.  Moll  (Genesee):  There  is  a motion  before  the 

House. 

The  Speaker:  Are  you  ready  for  the  question? 

Dr.  E.  C Baumaarten  (Wayne):  Is  there  anytlrng  in 

your  experience  in  Europe  that  would  help  you  to  guide  us? 
What  are  the  limitations  they  have  set  there,  or  did  their 
limitations  include  also  the  cash  benefits?  Can  those  things 
be  ceparated? 

The  Speaker:  Relative  to  the  costs  in  Europe,  there 

would  be  no  advantage  in  determining  what  our  set-up  should 
be. 

Dr.  E.  C.  Baumgartcn  (Wayne) : They  have  certain  lim- 

its also,  a certain  number  of  pounds  per  year. 

The  Speaker:  They  also  have  included  with  their  service, 

cash  benefits. 

Dr.  N.  Sinai:  It  is  just  a matter  of  what  the  British 

system  does.  They  set  their  limit,  with  their  wage  scales 
and  their  cost  of  living,  at  250  pounds,  approximately  $1,250, 
as  the  limit  of  income  for  the  group  which  is  insured  under 
the  compulsory  system. 

Dr.  E.  D.  Spa'dhig  (Wayne)  : Before  or  after  the  de- 

valuation of  the  dollar? 

Dr.  N.  Sinai:  It  has  never  changed.  Two  hundred  fifty 

pounds  has  been  the  limit. 

Dr.  H.  IV.  Peirce  (Wayne) : Usually,  when  we  experi- 

ment in  medicine,  we  take  guinea  pigs  or  we  take  our  clinic 
patients.  We  don’t  experiment  on  our  regular  full-pay 
patients.  1 should  like  to  have  talked  on  other  points  of 
this  plan,  but  there  doesn’t  seem  to  be  time. 

However,  I do  feel  if  we  are  going  to  have  an  experiment 
we  shouldn’t  take  the  better  patients  of  the  great  bulk  of 
the  general  practitioners  in  a city  like  Detroit  and  use  them 
for  experiment.  Therefore,  I am  very  much  in  favor  of 
the  $1,200  limit. 

Dr.  W . D.  Barrett  (Wayne) : I don’t  think  this  is  an 


experiment  on  patients.  This  is  an  experiment  of  a system. 

Dr.  F.  T.  Andrews  (Kalamazoo):  There  are  a good  many 

families,  as  we  all  know,  who  only  have  their  wives  and 
themselves,  and  who  at  $1,200  are  able  to  pay  their  bills. 
The  individual  who  has  ten  children  and  earns  $1,000  or 
$1,800  can’t  pay  his  bills.  Why  set  an  arbitrary  figure?  I 
feel  a sliding  scale  should  be  justified  in  this  case,  and 
the  discretion  of  the  Committee  be  entertained  in  making 
this  experiment. 

Dr.  C.  F.  Brunk  (Wayne) : I feel,  very  keenly,  that  we 

will  plunge  to  defeat  in  the  purpose  of  our  plan  if  we  try 
our  experiment  with  the  limitation  of  our  patients  to  a 
very  low  salaried  class.  We  are  trying  an  experiment,  and 
we  can’t  engage  any  sympathy  from  the  employers  if  we  put 
it  in  a class  that  won’t  represent  most  of  the  people  em- 
ployed. I feel  we  must  necessarily  not  put  a limit  on  it 
so  that  we  will  have  our  experiment  worth  while.  If  we 
are  going  to  expend  some  money  on  it  and  are  going  to 
try  it  at  all,  let’s  try  it  properly. 

Dr.  A.  E.  Sticklcy  (Ottawa):  In  order  to  expedite  mat- 

ters, I will  make  a substitute  motion  that  the  Committee 
be  instructed  to  use  $2,000  as  an  upper  limit.  It  seems  to 
me  if  we  are  going  to  figure  on  just  limiting  to  $1,200  or 
anything  else,  if  we  give  them  the  upper  limit  they  can  be 
the  judge.  We  certaintly  can’t  judge  these  things.  They 
have  studied  this  question.  Anyway,  it  will  come  up  before 
our  next  annual  meeting  for  complete  ratification.  It  seems 
to  me  we  will  have  a lot  of  time  if  we  will  do  that. 

Dr.  L.  G Christian  (Ingham):  While  the  Comnvttee  was 

not  unanimous,  four  of  the  Committee  agreed  it  should  be 
set  at  $1,500.  Again  last  night  I wanted  the  Committee  to 
go  there.  I feel  that  $1,500  as  an  upper  lim't  would  be 
equitable.  Most  of  my  patients  making  over  $1,500  pay  me 
very  nicely.  At  least  four  of  the  members  have  set  $1,500. 

Dr.  W.  Joe  Smith  (Wexford):  I support  the  substitute 

mot’on  of  $2,000  as  the  upper  limit. 

Th*  Speaker:  The  substitute  motion  is  to  make  $2,000 

the  limit.  Is  there  any  discussion  on  the  substitute  motion? 

The  Secretary : Mr.  Speaker,  the  President  of  the  Michi- 

gan State  Medical  Society. 

The  audience  arose  and  applauded  as  President  Le  Fevre 
entered  the  room. 

Dr.  A.  V.  Wenger  (Kent):  I offer  an  amendment  to 

the  substitute  motion  that  the  upper  limit  be  set  at  $1,500. 

The  amendment  to  the  substitute  motion  was  regularly 
supnorted. 

The  Speaker:  The  motion  now  is  the  changing  of  the 

$2,000  to  $1,500. 

Dr.  L.  J.  Gariepy  (Wayne) : If  the  gentleman  who  sup- 

ported my  motion  sees  fit,  I wish  to  withdraw  the  $1,200 
and  place  the  $1,500  as  the  Committee  has  already  deter- 
mined. I am  in  favor  of  the  $1,500  motion  instead  of 
$1,200. 

Dr.  C.  F.  Moll  (Genesee):  I am  very  glad  to  withdraw 

my  second  to  Dr.  Gariepy’s  motion,  making  it  $1,500. 

The  Speaker:  That  action  will  be  unnecessary  on  account 

of  consideration  of  the  substitute  motion  which  now  stands 
with  an  amendment  to  make  that  at  $1,500. 

You  are  about  to  vote  on  the  cubctitut;on  of  the  figure 
of  $1,500  in  place  of  $2,000  in  the  amendment  which  was 
to  place  the  lund  at  $2,000.  You  have  substituted  $1,500  in 
place  of  the  $2,000. 

The  ouestion  was  called  for. 

The  Speaker:  Those  in  favor  say  “aye;”  those  opposed 

say  “no.”  Carried. 

The  substitute  motion  on  the  question  now  is  that  the 
Committee  be  empowered  to  act  using  $1,500  as  the  upper 
limit  for  the  income  group.  Those  in  favor  say  “aye.” 

Dr.  C.  F.  Brunk  (Wayne):  What  are  we  voting  for? 

Are  we  voting  to  allow  this  experiment? 

The  Speaker:  Not  yet,  Doctor.  We  are  voting  under  a 

discussion  that  arose  as  to  whether  we  were  going  to  approve 
the  planned  experimental  trial.  The  organization  wished  to 
know  something  about  what  that  limit  was  going  to  be  before 
they  voted  either  for  or  against  the  approval  of  the  prin- 
ciples of  the  plan. 

Dr.  Brunk:  We  are  not  voting  for  the  plan? 

The  Speaker:  We  are  not  voting  for  the  plan.  You 

are  only  voting  on  the  substitute  motion,  which  was  that 
the  Committee  be  instructed  and  required  to  place  the  upper 
limit  of  income  to  $1,500. 

Dr.  Brunk:  I think  I understand  that.  I would  like  to 

have  some  information  when  we  are  voting  on  the  resolution. 

The  Speaker:  Those  in  favor  say  “aye;”  opposed  “no.” 

Carried. 

Now  you  are  about  to  vote  on  the  resolution.  Is  there 
any  further  discussion? 

Dr.  W.  C.  Ellet  (Berrien):  I am  sorry  to  ask  the  same 

question  that  I asked  this  morning.  I didn’t  get  the  infor- 
mation I sought.  That  is,  if  this  resolution  of  Dr.  Biddle’s 
is  accepted,  does  it  authorize  the  Committee  to  go  ahead 
after  today  and  put  this  into  effect,  or  experiment  with 
it,  and  then  report  back;  or  does  it  mean  that  they  have 
to  wait  until  the  September  meeting  before  this  can  be  put 
into  effect? 

The  Speaker:  Dr.  Sinai,  or  Dr.  Marshall,  will  you  answer 

that  ? 

Dr.  N.  S*nai:  It  is  in  the  resolution  as  read. 

The  Speaker:  The  Secretary  will  read  the  resolution. 

The  Secretary:  A portion  of  the  resolution:  “That  the 

House  of  Delegates  of  the  Michigan  State  Medical  Society 
approves  general  principles  of  the  plan  for  Mutual  Health 
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Service  and  directs  the  Committee  on  Medical  Economics  to 
undertake  the  following  efforts: 

a.  The  discussion  of  the  plan  with  employers  and  em- 
ployees. 

b.  The  determination  of  the  legal  status  of  mutual 
health  service  and  the  necessary  legal  actions  for 
the  organization  of  mutual  health  service. 

c.  The  preparation  of  the  final  detailed  plan  for  mutual 
health  service  and  its  presentation  to  the  House  of 
Delegates  for  final  action.  . . .” 

The  question  was  called  for. 

The  Speaker:  Are  you  now  ready? 

Dr.  F.  J.  O'Connell  (Alpena) : I would  like  to  ask  if 

this  matter  of  the  insurance  is  going  to  be  publicized  to  the 
general  press  before  contact  is  made  with  the  industrialists, 
employers  and  employees. 

The  Speaker:  If  I may  be  allowed  to  speak,  that  will  be 

taken  up  at  a later  point,  and  the  House  will  then  decide 
what  disposition  they  wish  to  make  of  the  matter. 

Are  you  ready  for  the  question? 

Dr.  L.  J.  Gariepy  (Wayne) : Before  we  vote,  I would 

like  to  know  whether  the  Committee  intends  to  use  high 
pressure  salesmanship  in  selling  this  plan  to  the  employers, 
employees  and  the  medical  fraternity,  or  whether  it  is  just 
going  to  be  laid  to  them  and  get  their  reaction. 

Dr.  W.  H.  Marshall:  Gentlemen,  I should  like  to  state 

that  this  Committee  has  never  tried  high  pressure  salesman- 
ship on  anything  we  have  attempted  to  do.  We  have  at- 
tempted to  sell  nothing.  We  have  gone  out  to  do  as  you 
told  us  to  do,  to  get  the  facts.  No  member  of  my  Com- 
mittee has  yet  tried  to  sell  anything;  neither  do  we  intend 
to. 

Dr.  F.  W.  Garber,  Sr.  (Muskegon):  I want  to  ask  a 
question  in  regard  to  the  salesmanship  of  this  plan.  If  that 
is  going  to  reside  in  the  practitioners  themselves,  will  they 
have  to  go  out  and  obtain  this,  or  will  there  be  permission 
to  commercialize  the  profession  in  that  sort  of  way?  Will 
there  be  a struggle  on  the  part  of  men  taking  this  plan  up 
to  get  as  many  families  as  they  can,  or  how  will  that  be 
handled?  If  handled  in  the  way  I have  just  suggested, 
will  that  not  make  a great  commercial  struggle  as  between 
the  members  of  a society  or  community? 

The  Speaker:  The  Chair  will  ask  Dr.  Baker  of  Pontiac 

to  answer  that.  He  hasn’t  said  anything  today. 

Dr.  F.  A.  Baker:  I don’t  think  it  will  be  necessary  for 

any  competitive  action  on  the  part  of  doctors  to  follow,  in- 
asmuch as  the  thing  will  necessarily  be  controlled  by  your 
own  medical  organization.  Your  county  medical  society  will 
be  your  court,  and  your  county  medical  society  will  un- 
doubtedly lick  the  thing.  It  has  been  my  experience  that 
when  medical  men  handle  their  own  affairs  they  stoop 
over  backward  to  see  that  it  is  done  properly,  and  I think 
that  might  answer  your  question. 

The  Speaker:  Are  there  any  further  questions? 

The  question  was  called  for. 

The  Speaker:  You  are  voting  on  the  adoption  of  the 

resolution. 

Dr.  C.  S.  Ratxgan  (Wayne) : I think  on  as  important  a 

matter  as  this  it  should  be  by  roll  call,  and  I ask  for  that 
vote. 

The  Speaker:  Roll  call  has  been  asked  for. 

Dr.  C.  S.  Ratxgan:  Or  a rising  vote. 

The  Speaker:  Did  you  wish  to  change  that  to  a rising 

vote,  or  roll  call? 

Dr.  Ratxgan:  It  doesn’t  matter  to  me,  particularly,  but 
I do  think  on  an  important  question  of  this  type  just  a 
mere  affirmative  vote  of  “yes”  and  “no,”  depending  on  how 
loud  the  Yes’s  can  yell,  would  be  a hard  vote  to  judge. 
It  doesn’t  matter  much  whether  it  is  a roll  call  or  a stand- 
ing vote. 

The  Speaker:  It  is  within  the  power  of  the  assembly  to 

decide. 

Dr.  Ratxgan:  I would  like  to  hear  some  other  sugges- 

tions, but  I would  like  to  see  it  either  a roll  call  or  a 
standing  vote. 

Dr.  E.  C.  Baumgarten  (Wayne):  I don’t  think  a roll 

call  would  be  a bad  thing.  Some  of  our  friends  back  home 
might  want  to  know  how  we  voted,  and  I am  perfectly 
willing  to  let  them  know  how  I voted.  Let’s  have  a roll 
call. 

The  Speaker:  We  will  proceed  to  a roll  call. 

The  Secretary:  Those  favoring  the  adoption  of  the  reso- 

lution will  answer,  “yes,”  and  those  opposed  will  say,  “no.” 

The  Secretary  called  the  roll,  with  the  result  of  the  votes 
as  listed  below: 


Alpena  County 

F.  J.  O’Connell  Yes 

Barry  County 
M.  R.  Kinde 
Bay-Arenac-Iosco 

L.  F.  Foster  Yes 

Berrien 

W.  C.  Ellet 

Branch  (No  delegate  present) 
Calhoun 

C.  S.  Gorsline  Yes 

A.  T.  Hafford  Yes 

Cass 

W.  C.  McCutcheon 
Chippewa-Mackinac 
(No  delegate  present) 


No  answer 


No 


No 


Clinton 

G.  H.  Frace  Yes 

Delta 

John  W.  Towey  (Absent) 
Dickinson-Iron 

(No  delegate  present) 

Eaton 

A.  G.  Sheets  Yes 

Genesee 

Frank  Reeder  Yes 

George  Curry  (Absent) 

C.  F.  Moll  Yes 

Gogebic 

Michael  A.  Gertz  (Absent) 

Grand  Traverse-Leelanau 

E.  B.  Minor  Yes 

Gratiot-Isabella-Clare 

T.  J.  Carney  Yes 

Hillsdale 

A.  E.  Martindale  (Absent) 
Houghton 

Wm.  T.  King  (Absent) 
Huron-Sanilac 


W.  D.  Holdship 

Yes 

D.  D.  McNaughton 
Ingham 

Yes 

L.  G.  Christian 

Yes 

Karl  Brucker 
Ionia-Montcalm 

Yes 

W.  W.  Norris 
Jackson 

Yes 

Phillip  Riley 

Yes 

^ James  O’Meara 
Kalamazoo 

Yes 

F.  T.  Andrews 

L.  V.  Rogers  (Absent) 

Yes 

R.  G.  Cook 

Yes 

Charles  Ten  Houten 
Kent 

Yes 

A.  V.  Wenger 

Yes 

G.  H.  Southwick 

Yes 

J.  D.  Brook 

Yes 

Carl  F.  Snapp 

Yes 

Leon  E.  Sevey 
Lapeer 

Yes 

H.  M.  Best 
Livingston 

Yes 

Henry  Huntington 
Luce 

H.  E.  Perry 
Macomb 

Yes 

Yes 

J.  N.  Scher 
Manistee 

Yes 

A.  A.  McKay 
Marquette- Alger 

Y es 

V.  Vandeventer 
Mason 

Y es 

L.  W.  Switzer 
Mecosta 

Yes 

G.  H.  Yeo 
Menominee 

(No  delegate  present) 
Midland 

Yes 

Charles  L.  MaeCallum  (Absent) 
Monroe 

P.  D.  Amadon 
Muskegon 

Yes 

F.  W.  Garber,  Sr. 

“On  th< 
this  mat 

Northern  Michigan 

to  the  i 
gates,  I 

Fred  Mayne 
G.  H.  Wood  (Absent) 
Oakland 

Yes 

C.  T.  Ekelund 

Yes 

R.  H.  Baker 
Oceana 

Yes 

Otsego-Montmorency,  Crawford- 
Oscoda-Roscommon-Ogemaw 

Claude  R.  Keyport 
Ontonagon 

Yes 

E.  J.  Evans 
Ottawa 

Yes 

A.  E.  Stickley 
Saginaw 

Yes 

R.  M.  Kempton 

Yes 

G.  Harry  Ferguson 
Shiawassee 

Yes 

I.  W.  Greene 
St.  Clair 

A.  L.  Callery 
St.  Joseph 

R.  A.  Springer  (Absent) 
Tri-County 

Yes 

W.  J.  Smith 
Tuscola 

Dr.  Maurer  (Absent) 
Washtenaw 

Yes 

John  Sundwall 

Yes 

John  A.  Wessinger 

Yes 

No 
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Wayne 

H.  W.  Yates 

Yes 

W.  D.  Barrett 

Yes 

A.  W.  Blain  (Absent) 
E.  C.  Baumgarten 

Yes 

A.  P.  Biddle 

Yes 

G.  C.  Penberthy 

Yes 

B.  L.  Connelly 

Yes 

E.  D.  Spalding 

Yes 

No 

J.  L.  Chester 

L.  J.  Gariepy 

Yes 

No 

W.  R.  Clinton 

C.  F.  Brunk 

No 

L.  T.  Henderson 

Yes 

C.  K.  Hasley 

Yes 

B.  U.  Estabrook 

Yes 

S.  W.  Insley 

Yes 

L.  O.  Geib 

No 

D.  P.  Foster 

Yes 

H.  W.  Pierce 

No 

V.  L.  Van  Duzen 

Yes 

C.  S.  Ratigan 

No 

S.  E.  Gould 

Yes 

The  Secretary:  Has  any  delegate  been  over- 

looked ? 

Mr.  Speaker,  according  to  the  parliamentary  rules 
of  order  on  a roll  call,  before  the  ballot  is  an- 
nounced the  Secretary  should  reread  the  roll  in 
order  that  each  delegate  who  voted  may  know 
whether  he  has  been  properly  recorded.  Your  Sec- 
retary will  so  read. 

The  Secretary  reread  the  roll  call  and  his  record 
of  the  votes  cast,  which  was  correct  as  read. 

The  Secretary:  Mr.  Speaker,  the  vote  is  61  “Yes” 
and  9 “No.” 

The  Speaker:  The  resolution  is  adopted  by  a 

vote  of  61  to  9. 

Does  this  assembly  wish  to  give  any  instructions 
to  its  A.  M.  A.  delegates'? 

INSTRUCTIONS  TO  A.  M.  A.  DELEGATES 

Dr.  E.  D.  Spalding  (Wayne)  : I would  like  to 

present  a resolution  at  this  time  with  reference  to 
the  very  remarkable  report  of  the  doctors  who  went 
to  England.  I think  if  this  had  not  been  interjected 
into  the  discussion  today  there  would  have  been  an 
entirely  different  roll  call.  In  discussing  this  mat- 
ter during  lunch,  I remarked  that  I came  here  to 
scoff  and  remained  to  pray.  I certainly  would  have 
voted  “No”  if  I hadn’t  heard  this  remarkable  re- 
port from  England,  because  I had  my  own  views 
on  the  matter. 

The  resolution  I am  proposing  is  this : 

“Whereas,  The  House  of  Delegates  of  the  Michi- 
gan State  Medical  Society  has  received  important 
information  concerning  the  problem  of  health  in- 
surance ; and 

“Whereas,  This  information  raises  many  grave 
questions  concerning  the  activities  and  the  policies 
of  American  medicine  toward  health  insurance ; 
therefore,  be  it 

“Resolved,  That  the  delegates  of  the  Michigan 
State  Medical  Society  to  the  American  Medical  As- 
sociation present  the  following  resolution  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation at  the  meeting  in  Cleveland  in  June,  1934: 

“Whereas,  There  is  substantial  evidence  that  pow- 
erful forces  and  agencies  are  working  toward  the 
development  of  health  insurance  in  the  United 
States ; and 

“Whereas,  During  the  course  of  its  studies  of 
medical  economic  problems  the  Michigan  State  Med- 
ical Society,  after  a conference  with  officials  of  the 
American  Medical  Association,  found  it  necessary 
to  send  a commission  to  England  to  inquire  into  the 
subject  of  health  insurance;  and 

“Whereas,  The  commission  presented  the  follow- 
ing report  (Luce-Sinai  report)  ; and 

“Whereas,  The  report  of  the  commission  raises 
certain  grave  questions  concerning  the  policy  of  the 
officials  of  the  American  Medical  Association  to- 
ward health  insurance  and  the  effects  of  this  policy 


upon  the  practicing  membership  of  the  American 
Medical  Association ; and 

“Whereas,  The  report  of  the  commission  was 
transmitted  to  the  Chairman  of  the  Board  of  Trus- 
tees of  the  American  Medical  Association  in  Feb- 
ruary, 1934;  and 

“Whereas,  The  Michigan  State  Medical  Society 
has  received  no  official  word  nor  has  it  any  other 
evidence  that  the  Board  of  Trustees  of  the  Amer- 
ican Medical  Association  has  considered  or  acted 
upon  the  report  transmitted  in  February,  1934; 
therefore,  be  it 

“Resolved,  That  in  order  to  avert  a repetition  in 
the  United  States  of  the  disastrous  consequences 
that  attended  the  adoption  of  health  insurance  in 
England,  the  Speaker  of  the  House  of  Delegates 
of  the  American  Medical  Association  appoint  a com- 
mittee to  investigate  and  consider  the  policy  of  the 
Association  toward  health  insurance  and  present  a 
report  to  the  House  of  Delegates.” 

I move  the  adoption  of  this  resolution. 

The  motion  was  supported  by  several. 

The  Speaker:  Is  there  any  discussion? 

Dr.  B.  R.  Corbus:  It  seems  to  me  that  this  deserves  a 

little  hit  of  discussion. 

I am  very  proud  of  the  Economics  Committee.  I am 
very  proud  of  Michigan,  because  I feel  that  Michigan  has 
shown,  in  this  last  decade,  a greater  appreciation  of  the 
new  social  consciousness,  which  we  have  seen  developing, 
than  any  other  medical  organization.  _ 

We  are  a unit  of  the  American  Medical  Association,  and 
that  must  not  be  forgotten.  The  Executive  Committee  and 
your  Chairman  are  very  appreciative  that  this  movement 
for  the  care  of  the  people  of  small  incomes,  in  a medical 
way,  is  a national  movement,  and  that  the  voice  of  the 
profession,  in  handling  a situation  fraught  with  so  much 
concern  to  the  medical  profession  of  this  country,  is  to  be 
found  in  the  American  Medical  Association. 

It  was  because  of  this  feeling  that  your  Chairman  called 
the  meeting  in  Chicago  for  a discussion  of  the  question 
as  to  whether  we  should  or  should  not  send  these  representa- 
tives abroad.  We  looked  for  help  and  advice  from  the 
American  Medical  Association,  its  employed  officers.  We 
thought  there  was,  perhaps,  information  which  they  had 
which  would  be  valuable  to  us  and  would  not  necessitate 
our  sending  these  men  to  Europe. 

There  was  a feeling  on  the  part  of  those  who  were  inter- 
ested in  studying  this,  the  Economics  Committee,  that  the 
American  Medical  Association,  in  its  publications,  was  lean- 
ing well  against  any  form  of  health  insurance,  and  we 
wanted  to  know  whether  that  was  true.  I must  say  that 
we  got  very  little  help  from  the  American  Medical  Associa- 
tion at  headquarters. 

I think  it  is  fair  to  say  that  they  are  very  fearful  of  any 
experiment.  They  are  fearful  of  any  unit  of  their  organiza- 
tion taking  a position  which  would  involve  the  national  pro- 
gram. They  say  they  have  a great  fund  of  information,  but 
they  were  not  willing  to  give  it  to  us  at  that  time. 

So  you  have  heard  the  report  of  the  commission  to 
England  and  their  conclusions  that  representations  have 
been  made  to  us  which  were,  perhaps  it  is  fair  to  say,  not 
unbiased. 

All  this  being  so,  the  point  is  that  it  is  our  obligation, 
as  a unit  of  the  American  Medical  Association,  to  do  our 
part  to  see  that  they  take  a more  active  interest  in  this 
problem  than  they  have  heretofore  taken,  and  that  becomes 
the  reason  for  this  resolution. 

Two  years  ago  the  House  of  Delegates  of  the  American 
Medical  Association  instructed,  with  some  qualifications,  the 
Board  of  Trustees  to  send  representatives  to  England  and 
to  Europe  for  the  study  of  health  service  as  it  was  prac- 
ticed there.  The  Board  of  Trustees  have  seen  fit  not  to 
make  that  investigation.  It  seems  wise  that  some  pressure 
shall  be  put  upon  them  through  the  House  of  Delegates 
that  they  may  take  up  the  problem  in  a broad  way  and 
more  vigorously  than  they  have  heretofore  taken  it  up. 

The  Speaker:  Is  there  any  further  discussion? 

The  question  was  called  for. 

The  Speaker:  Those  in  favor  of  the  adoption  of 
the  resolution  say  “aye” ; those  opposed  say  “no.” 
Carried  unanimously. 

Are  there  any  other  resolutions? 

PUBLICITY 

Dr.  I.  W.  Greene  (Shiawassee)  : This  House  of 
Delegates  has  taken  a rather  remarkable  and  un- 
usual stand  today.  Sometimes  it  is  said  about  the 
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physician  that  he  is  ultra-conservative.  We  have 
been  charged  with  being  selfish  and  of  hiding  our- 
selves behind  an  old-fashioned  system  of  ethics, 
and  that  we  have  no  social  conscience. 

We  have  taken  a step  today  that  shows  we  are 
willing  to  face  these  things.  We  have  to  find  out 
what  the  reaction  of  the  public  is  to  this,  and  I 
think  we  can  only  find  that  out  by  letting  them 
know  what  we  have  done,  and  then  we  will  hear 
from  them. 

I wish  to  offer  this  resolution : 

Whereas,  The  Committee  on  Economics  recom- 
mends that  general  publicity  be  given  to  the  plan 
for  Mutual  Health  Services  ; therefore,  be  it 

Resolved,  That  on  adjournment  of  this  special 
session  the  Press  Committee  be  authorized  to  give 
to  the  representatives  of  the  press  a summary  of 
the  actions  recorded  and  a copy  of  the  report 
of  the  Committee  on  Medical  Economics  related  to 
this  plan ; and  be  it 

Resolved,  That  the  Secretary  be  authorized  to 
distribute  copies  of  the  report  to  inquiring  individ- 
uals and  to  officers  of  medical  organizations. 

I move  the  adoption  of  this  resolution. 

Supported  by  several. 

The  Speaker:  Is  there  any  discussion  of  the  reso- 
lution as  read? 

Dr.  W.  C.  Ellel  (Berrien):  Can  the  Committee  give  us 

some  idea  of  what  form  the  publicity  will  take? 

Dr.  B.  R.  Corbus:  Mr.  Speaker,  as  a member  of  the 

Committee  we  are  here  to  listen  to  you  as  to  what  you  feel 
should  be  incorporated  in  the  statement. 

The  Speaker:  If  you  will  allow  me  to  read  the  resolu- 

tion again,  it  will  possibly  answer  that: 

“That  on  adjournment  of  this  special  session  the  Press 
Committee  be  authorized  to  give  to  the  representatives  of 
the  press  a summary  of  the  actions  recorded  and  a copy  of 
the  report  of  the  Committee  on  Medical  Economics  related 
to  this  plan;  and  be  it 

“Resolved,  That  the  Secretary  be  authorized  to  distribute 
copies  of  the  report  to  inquiring  individuals  and  to  officers 
of  medical  organizations.” 

Dr.  B.  L.  Connelly  (Wayne) : I would  just  like  to  stress 

the  point  again  that  in  the  information  which  is  given  to 
the  press  we  emphasize  the  point  that  it  is  an  experimental 
proposition. 

Dr.  E.  C.  Baumgarten  (Wayne) : I don’t  know  whether 
it  would  be  in  order  or  not,  but  I suppose  the  automatic 
action  of  the  Press  Committee  would  be  that  all  information 
given  to  the  press  be  signed  by  all  members  of  the  com- 
mittee. 

The  Speaker:  Is  there  any  further  discussion? 

You  are  voting  on  the  question  of  the  adoption 
of  this  resolution. 

Those  in  favor  say  “aye”  ; those  opposed  say  “no.” 
It  is  carried  unanimously. 

Is  there  any  other  business? 

FINANCES 

Dr.  Philip  Riley  (Jackson)  : Being  a member  of 

this  committee,  I have  a resolution  I would  like  to 
introduce  here  for  further  study. 

Whereas,  The  House  of  Delegates  of  the  Michi- 
gan State  Medical  Society  has  directed  the  Com- 
mittee on  Medical  Economics  to  proceed  with  the 
development  of  an  experiment  in  Mutual  Health 
Service;  and 

Whereas,  The  present  budget  of  the  Committee 
on  Medical  Economics  will  only  provide  for  the 
completion  of  the  program  adopted  by  the  House 
of  Delegates  at  its  meeting  in  September,  1933;  and 

Whereas,  The  inauguration  of  the  experiment  in 
Mutual  Health  Service  will  entail  the  expenditure 
of  additional  funds;  therefore,  be  it 

Resolved,  That  the  Committee  on  Medical  Eco- 
nomics present  a budget  setting  forth  the  costs  of 
completing  its  study  program  and  developing  Mutual 
Health  Service  to  the  Executive  Committee  of  the 
Michigan  State  Medical  Society;  and  be  it  further 

Resolved,  That  the  House  of  Delegates  approve 
the  acceptance  by  the  Executive  Committee  of  finan- 


cial support  or  assistance  from  any  source  or 
sources,  provided,  however,  that  such  acceptance  of 
funds  or  assistance  shall  not  entail  any  change  in 
the  program  adopted  by  the  House  of  Delegates. 

I move  its  adoption. 

Supported  by  several. 

The  Speaker:  Is  there  any  discussion?  If  there 
is  no  discussion,  those  in  favor  say  “aye” ; those 
opposed  say  “no.”  Carried  unanimously. 

Is  there  any  further  business? 

Dr.  S.  E.  Gould  (Wayne)  : I feel  that  this  as- 

sembly here  this  afternoon  is  rather  unique.  It 
seems  to  me  not  only  unique  so  far  as  the  delib- 
erations of  the  delegates  of  the  Michigan  State 
Medical  Society  are  concerned,  but  I feel  it  must 
be  unique  as  to  the  deliberations  of  any  similar 
group  in  this  country. 

I think  today  we  have  made  history.  I think  to- 
day the  assembly  here  has  started  on  something 
that  is  distinctly  to  the  credit  of  the  medical  pro- 
fession. I think  up  to  the  present  time  we  have 
been  backsliding.  We  have  been  afraid  to  do  the 
thing  that  deep  down  in  our  hearts  we  felt  was 
the  thing  to  do.  I think  perhaps  that  is  because 
we  have  been  poor  business  men  rather  than  be- 
cause we  haven’t  wanted  to  do  the  right  thing.  But 
I think  we  have  started  on  something  that  is  going 
to  certainly  reflect  credit  on  the  profession.  I don’t 
mean  the  adoption  of  such  a plan.  I mean  finding 
out  more  about  it ; our  attitude  in  going  about  this 
problem. 

I think,  further  than  that  (and  this  is  important), 
that  the  deliberations  and  the  actions  and  the  find- 
ings of  the  Medical  Economics  Committee  and  the 
commission  are  certainly  to  be  commended.  I think 
they  are  to  be  congratulated,  even  at  the  present 
time,  for  having  done  a very  fine  bit  of  work. 

Dr.  IV.  Joe  Smith  (Wexford)  : I would  like  to 

know  before  we  adjourn,  if  that  is  what  you  are 
getting  ready  for,  what  you  expect  us  to  go  back 
to  our  societies  and  tell  them  regarding  this  meet- 
ing, as  far  as  the  experiment  to  be  tried  is  con- 
cerned. Do  you  want  us  to  go  back  and  talk  to 
our  men  and  send  some  word  to  this  committee 
that  we  would  like  to  try  it  in  our  county,  with 
your  anproval,  or  what  do  you  expect  us  to  do 
along  that  line? 

The  Speaker:  If  you  will  allow  the  Chair  to 

answer  that,  I will  say  go  back  and  tell  them  every- 
thing. Put  the  cards  on  the  table. 

Dr.  Smith:  That  isn't  exactly  what  I mean.  We 
will  tell  them  everything.  That  is  going  to  be  in 
the  paper. 

Your  motion  said  that  the  Secretary  would  send 
out  some  reprints  of  this  meeting  to  all  the  mem- 
bers and  to  anyone  who  may  ask  for  it,  so  it  will 
probably  all  be  in  the  paper. 

What  I want  to  know  is  how  you  are  going  to 
determine  where  you  are  going  to  start  this  ball 
rolling.  Do  you  want  some  suggestions  from  our 
local  societies  in  regard  to  that  or  not? 

The  Speaker:  The  Chair  would  be  under  the  im- 
pression that  that  part  is  up  to  the  committee.  The 
committee  must  instigate  and  proceed  with  their 
work  as  outlined. 

Dr.  S.  IV.  Insley  (Wayne)  : I understood  the 

motion  in  the  first  place  to  state  that  nothing  w'as 
to  be  done  as  far  as  the  setting  up  of  an  organiza- 
tion until  following  our  next  meeting.  Am  I cor- 
rect ? 

The  Secretary : Absolutely. 

Dr.  Insley:  I don’t  see  the  point  of  some  of  the 
remarks. 

Dr.  Charles  Ten  Houten  (Kalamazoo)  : I move 
that  the  House  give  the  committe  a vote  of  thanks 
for  work  well  done,  and  give  the  committee  a stand- 
ing vote  of  confidence. 
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The  motion  was  regularly  supported. 

The  Speaker:  Motion  has  been  made  and  sup- 

ported that  the  Economics  Committee  be  given  a 
standing  vote  of  appreciation  and  confidence  for 
their  work.  Those  in  favor  arise. 

The  motion  was  unanimously  carried  by  a rising 
vote. 

Dr.  H.  W.  Peirce  (Wayne)  : I would  like  to 

move,  Mr.  Chairman,  that  we  extend  to  Genesee 
County  our  sincere  thanks  and  appreciation  for  their 
entertainment  today,  and  for  the  use  of  this  fine 
auditorium  for  our  meeting. 

The  motion  was  regularly  supported. 


The  Speaker:  It  has  been  moved  and  supported 
that  we  extend  our  thanks  and  appreciation  to  the 
Genesee  County  for  their  entertainment  and  the  use 
of  this  auditorium. 

Those  in  favor  say  “aye” ; those  opposed  say  “no.” 
It  is  carried. 

The  meeting  adjourned  at  three-ten  o’clock. 


I certify  that  the  foregoing  record  is  an  unedited 
transcript  of  the  stenographer’s  minutes. 

F.  C.  Warnshuis, 
Secretary. 
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